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ABSTRACT 
 

Bias in the assessment of Aboriginal youth experiencing mental health problems has 

long been recognised in the literature (Davidson, 1995; J.J Goodnow, 1988; Kearins, 

1981).  The basis of this bias lies in the lack of culturally valid tests and clinical 

assessment processes for use with this population (Davidson, 1995; T.G. Westerman & 

Kowal, 2002b). This study has developed and validated two separate protocols for 

Aboriginal youth aged 13-17 years in Urban (Perth) and Rural (North West) locations in 

Western Australia including; (a) a unique self-report inventory, the Westerman 

Aboriginal Symptom Checklist – Youth (WASC-Y), and (b) a set of clinician guidelines 

for use with the WASC-Y.  These guidelines address identified sources of practitioner 

and interpretation bias in the assessment of Aboriginal youth.  They include four main 

components, which were developed through focus groups with Aboriginal parents, 

youth and mental health professionals. First, a culturally valid engagement process for 

Aboriginal youth was developed.  Second, interpretation guidelines, to assess for 

potential cultural variants in symptoms reported by Aboriginal youth.  Third, a model of 

cultural validation, which assesses for the role of culture in mental health presentation.  

Finally, a model to guide the resolution of culturally related mental health problems. 

Factor and reliability analysis on the WASC-Y resulted in a 53-item inventory including 

six subscales of depression, suicide, alcohol / drug usage, impulsivity, anxiety and 

cultural resilience.  Factor Analysis (FA) demonstrated good factor structure, with single 

factors accounting for variances of 34% to 82%.  Internal reliability was also sound with 

Cronbach’ s alphas ranging from .75 to .88. Validation of the Clinician Guidelines was 

also determined by interviewing youth identified as being at risk (N=111) with this 

protocol and assessing engagement.  97% of all youth interviewed demonstrated good 

engagement.  The extent of agreement between the WASC-Y and cultural / clinical 

validation interviews was also determined to be excellent through calculation of the 

Kappa statistic (kappa = 0.84).   

 

Results of large-scale screening of Aboriginal youth (N=183) indicated that whilst 

overall risk for disorder was moderate, a significant percentage of the sample reported 
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risk at high to very high levels across all subscales. Levels of cultural resilience were 

also characteristically low indicating a lack of protective factors against the 

development of disorder.  Of particular note is that one-third of the sample reported high 

levels of risk across more than three subscales.  This provides some initial evidence for 

the strong role of comorbidity of disorders for Aboriginal youth.  ANOVA also failed to 

reveal any significant differences between genders or across geographical locations on 

any of the subscales. Correlations between subscales indicated significant relationships 

between impulsivity and suicide risk, depression and anxiety and depression and 

impulsivity.  Correlational differences were found across geographical locations, 

including stronger relationships between suicide and impulsivity, suicide and anxiety, 

depression and suicide and depression and anxiety for Urban compared to Rural youth. 

Cultural resiliency also had moderately stronger negative relationships with suicide, 

depression and anxiety in Urban areas than Rural areas.  This study provides evidence of 

a need for the continued development and refinement of culture-specific assessment 

processes to enhance diagnosis, prognosis and intervention with Aboriginal youth at risk 

of mental health problems.  
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CHAPTER 1. 

INTRODUCTION 
 

 

Research studies on indigenous groups in Australia and internationally continue to 

illustrate the negative impact of colonialisation on their mental health (Blum, Harmon, 

Harris, Bergeisen, & Resnick, 1992; Radford et al., 1991).  Such studies have 

consistently shown that as the most economically, educationally, and socially 

disadvantaged members of society, indigenous individuals are also most likely to have 

the most severe and extensive mental health problems (Kahn, Henry, & Cawte, 1978). 

 
Similarly, research within Australia has pointed to a rising prevalence of violent deaths 

in the form of homicide, suicide and parasuicide amongst indigenous Australians 

(Eastwell, 1982; Reser, 1989a).  This change points to a deepening of self-destructive 

behaviours reflected in a two-fold increase in death attributable to external causes for 

Aboriginal people aged between 15 and 24 years in the past twenty years (Hunter, 

1989). Even more concerning is that there has also been an escalation in accounts of 

depression (Kahn et al., 1978), self-mutilation (Hunter, 1990), parasuicide (McKillop, 

1992), anxiety (J. H. McKendrick, Cutter, Mackenzie, & Chui, 1992), psychoses, (Swan 

& Raphael, 1995), interpersonal violence, alcoholism and low self-esteem (Hunter, 

1988a).  

 

Despite this, perhaps the most comprehensive national consultancy report on Aboriginal 

mental health entitled “Ways Forward” argued that mental health has only recently been 

acknowledged as a significant health issue for indigenous people (Swan & Raphael, 

1995).   The problems appear to be two-fold.  First, there is a recognised scarcity of 

information within the literature regarding the nature and extent of psychological 

disorders within Aboriginal populations (Kyaw, 1993; Swan & Raphael, 1995).  Second 

the studies that do exist are replete with methodological inadequacies, and questions 
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have therefore been raised regarding the validity of reported prevalence rates (Morice, 

1979).    

 

The basis of the criticism lies in the fact that there is a lack of culturally valid 

assessment protocols or tests that have been developed to investigate mental ill health 

amongst Aboriginal populations.  This is despite the existence of research which 

continues to point to the central role that culture plays in the mental health of Aboriginal 

people (Hunter, 1990, 1993; J. H. McKendrick et al., 1992).   

 

The implications of this for Aboriginal Australians are enormous.  First, equity in access 

to services is severely compromised through the existence of mental health services that 

are essentially developed by mainstream service providers for ‘mainstream’  or 

westernised service users.  Second, serious consideration of methodologically and 

culturally valid methods of intervention at primary, secondary and tertiary levels have 

failed to be realised within the literature and within clinical practice.  The result is that 

we now have a situation in which the reported prevalence rates of mental health in 

Aboriginal communities fails to equate with the level of therapeutic intervention that is 

clearly necessary within this population group (Hunter, 1993).   In addition to this, if one 

uses the reported prevalence rates for mental illness as a guide, and couples this with the 

fact that 40% of the Aboriginal population is aged 15 years or less, and places this 

within a context of a mental health arena which boasts a virtual absence of mental health 

programs for Aboriginal children (Hunter, 1997; Mitchell, 1999), some indication of the 

implications of such neglect are easily determined.  

 

A unique approach to the assessment and associated intervention of mental health 

problems with Aboriginal youth is needed.  Such an approach must see culture as a 

primary rather than distal focus.  This stems from the fact that the field of psychology 

has yet to develop a widely accepted methodology for the assessment of mental 

disorders in Aboriginal youth.  There is also an associated lack of research information 

regarding the nature and extent of mental health problems within this population.  Such 

an approach should incorporate a range of unique risk factors, implicated in the 
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development of psychopathology for Aboriginal people (Swan & Raphael, 1995) whilst 

also acknowledging the relevance of mainstream risk factors determined by research.   

In doing so, it will be argued that there exists a range of fundamental social and 

environmental stressors, which affect indigenous young people uniquely, and which 

create a heightened risk for the development of mental health problems.  The primary 

focus of this uniqueness is the issue of culture and its role as a primary basis of 

misdiagnosis, under diagnosis and over diagnosis of mental health problems in 

Aboriginal communities.  It is also argued that there is a clear onus upon practitioners to 

be trained sufficiently to explore and assess cultural issues as the basis of diagnosis.  

However, it is also acknowledged that the lack of research-validated information 

regarding culturally valid methods of assessment and interventions with Aboriginal 

youth severely compromises this process.  

 

This study includes ten chapters.  This introductory chapter provides an overview of 

each chapter of the research, which will focus on rationale, and outcomes of each stage.  

This is followed by a review of the existing indigenous mental health literature in 

Chapter Two.  This review provides an examination of the contribution of these studies 

to the current state of mental health within Aboriginal communities.  This will involve 

strong criticism of the methodology employed within these studies, and raise questions 

regarding the true nature and extent of mental illness amongst indigenous Australians 

(Kyaw, 1993; Morice, 1979).  Criticisms of the research are based primarily on the fact 

that studies have relied on assessment methods of uncertain validity and reliability 

already discussed.  This makes it difficult to interpret the meaning and significance of 

results reported in these studies (Swan & Raphael, 1995).  The Chapter will conclude by 

exploring the origin of assessment bias with cultural minority groups, and argue the 

need to account for these factors within testing and assessment. 

 

An overview of the mainstream and Aboriginal childhood mental health epidemiological 

research is the focus of Chapter Three.  The purpose of this chapter is to place 

Aboriginal mental health within a context of increased risk, but also scientific neglect.  

This chapter will also seek to narrow the current research down into investigation of 
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only those disorders that have been determined within the literature as the most 

prominent in Aboriginal youth.   The Chapter will conclude by providing an analysis of 

risk factors for childhood mental health from both the mainstream and Aboriginal 

literature in an attempt to elucidate the aetiology of mental health problems specific to 

Aboriginal youth.  Incorporated in this chapter will be an examination of protective 

factors identified within the mainstream literature, which have been demonstrated to 

ameliorate the level of risk for young people.  Within this, the chapter will also examine 

the literature in combination with clinical case studies to provide hypotheses regarding a 

unique set of protective factors for Aboriginal young people.   

 

The need for research-based solutions to problems with testing and assessment of 

Aboriginal youth who present with mental health complaints is the focus of Chapter 

Four, the final section of the literature review.  This includes strategies, which aim to 

increase the validity of clinical as well as psychometric assessment.  Proposed strategies 

focus on improving current levels of engagement of Aboriginal youth in mental health 

services through increasing the cultural competence of practitioners in working with 

Aboriginal clients, and identifying strategies aimed at increasing the cultural 

appropriateness of mental health services.  Further solutions include the appropriate use 

of cultural consultants; understanding the effect of acculturation and acculturative stress 

on assessment and intervention and an exploration of the existence of culture-bound 

disorders in Aboriginal youth populations.    

 

Finally, the Chapter will also explore research-validated solutions to addressing 

culturally appropriate assessment with Aboriginal youth. The cornerstone of these 

solutions is a Model of Cultural Validation.  The aim of this model is to provide 

clinicians with a process to ensure that diagnosis incorporates cultural factors that have 

been demonstrated to impact upon on the validity of assessments.   

 

A brief research rationale, which describes each stage of the methodology, is provided 

in Chapter Five.  This describes the aims and objectives of each stage of the 

methodology and what it plans to achieve.  This is followed by a description of the 
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community consultation phase as it occurred within the Urban and Rural locations in 

Chapter Six.  Importantly, this chapter also addresses the issue of cultural safety1 in 

research and has resulted in the development of two consultative and accountability 

models for use in future (indigenous-specific) research.  This stage involved extensive 

consultation throughout the state with key Aboriginal stakeholders which included (a) 

elders, (b) Aboriginal specific health and mental health organizations; (c) major 

(mainstream) organizations who have a direct role in the provision of services to 

Aboriginal youth, and (d) parents of Aboriginal youth.   

 

The development of the Westerman Aboriginal Symptom Checklist – Youth (WASC-Y) 

as well as piloting of the inventory is described in Chapter Seven.  The chapter 

overviews the most appropriate approach to the development of items for the WASC-Y 

based on the most efficient research based methods of assessment.  The chapter then 

concludes by describing the process of developing items for the WASC-Y which has 

been through focus groups with (a) Aboriginal youth; (b) Aboriginal parents, and; (c) 

Aboriginal health and mental health professionals / paraprofessionals.   

 

The development of the clinician guidelines to be used in conjunction with the WASC-

Y is described in Chapter Eight.  The development of these guidelines has occurred in 

three stages involving focus groups and direct discussions with Aboriginal health 

professionals and elders.  The focus groups provided information regarding (a) the 

nature and existence of culture-bound disorders in Aboriginal youth in the Urban and 

Rural locations, and; (b) identifiable sources of practitioner bias in the assessment of 

Aboriginal youth.  This information was then used to develop a culturally valid model of 

engagement for Aboriginal youth, and a set of interpretation guidelines to identify 

potential cultural variants to youth self-report using the WASC-Y.   

 

The final stage of this section involved direct discussions with Aboriginal elders. This 

resulted in the development of a model of cultural validation of mental health disorders 

from within an Aboriginal context of assessment, and the development of a model for 

                                                 
1 A definition of cultural safety is provided in the Glossary at Appendix A. 
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the resolution of culture-bound disorders.  The results of this chapter has therefore been 

the development of a comprehensive assessment process that address all potential 

sources of practitioner and interpretation bias in the assessment of Aboriginal youth.   

 

The validity of the WASC-Y and utility of the clinician guidelines is examined in 

Chapter Nine.  Validation of the WASC-Y has occurred primarily through factor and 

reliability analysis of the inventory.  The clinical and cultural utility of the clinician 

guidelines has occurred through conducting interviews with a pool of Aboriginal youth 

identified as being ‘at risk’  via screening with the WASC-Y (N=111).  The clinical and 

cultural validation interviews involved assessing the extent of agreement between youth 

scores on the WASC-Y and their clinical presentation using the clinician guidelines.  

The extent of agreement has been determined through calculation of the kappa statistic.   

 

Finally, this chapter also provides an overview of the prevalence, co morbidity and 

strength of relationship between depression, suicide, anxiety, impulsivity, alcohol / drug 

usage and cultural resilience based on large-scale sampling of Aboriginal youth  

(N=183). This includes frequency distributions, which have been interpreted in the 

context of the ‘at risk’  scores determined through the calculation of z-scores.  In 

addition, correlations have been computed between each subscale as well as rates of 

comorbidity between disorders. 

 

The research concludes with a discussion of the major findings and outcomes in Chapter 

Ten.  This chapter also provides a range of future directions for research, the basis of 

which is the need for future validation of the WASC-Y and clinician guidelines 

developed.   
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CHAPTER 2.  

INDIGENOUS MENTAL HEALTH PERSPECTIVES 

 
 

The introductory chapter alluded to the ample evidence within the literature of the high 

rates of mental ill health of indigenous Australians (Swan & Raphael, 1995).  The main 

purpose of this chapter is to begin to explore explanations for this escalation in 

indigenous mental health morbidity.  Whilst, it is always difficult to ascribe causal type 

relationships to what are extremely complex issues, it is important to explore which 

factors have played a greater role than others.  The need to delineate these major 

contributors is important, not just as a means of providing an improved conceptual 

understanding of indigenous mental health, but to also provide a framework for the 

improvement of research and clinical practice in this field.  

 

In doing so, the chapter will firstly explore the knowledge base of mental ill health by 

providing a review of the childhood epidemiological research.  This review is 

considered to be important for a number of reasons.  Firstly, it will highlight the 

inadequacy of the indigenous research as a primary contributor to the lack of clarity 

regarding the nature and prevalence of mental disorders in indigenous communities.  I 

will argue that the methodology employed by many of these studies raises serious 

questions regarding the true nature and extent of mental illness amongst indigenous 

Australians (Kyaw, 1993; Morice, 1979).  The primary basis of this criticism lies in 

problems associated with the cultural validity of assessment processes, as well as issues 

of test bias in psychometric testing.  In addition to this, it will enable comparisons to be 

made between the mainstream and Aboriginal childhood prevalence data for the purpose 

of placing Aboriginal mental health within a context of increased risk, but also scientific 

neglect.  Finally, it will also narrow the current research down into investigation of only 

those disorders that have been determined within the literature as the most prominent in 

Aboriginal youth.    
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2.1     The value of epidemiological research 

 

The need for an improved understanding of mental ill health at an early intervention 

level has long been recognised within the literature (Forehand, Biggar, & Kotchick, 

1998; S. Spence, 1998).   In line with this, a number of recent epidemiological studies 

have contributed significantly to understanding the rates, distribution, and nature of 

mental health morbidity in adolescents (Bird, 1996). Recent prominent examples include 

the Ontario Child Health Survey conducted in Canada and the Epidemiology of Child 

and Adolescent Psychopathology conducted in the Netherlands (Verhulst & Koot, 

1995).  Whilst the need for epidemiological research is recognised within the literature, 

concerns have nonetheless been raised regarding the accuracy of much of this data 

(Bird, 1996).  As a result, a number of recent epidemiological studies have attempted to 

not only contribute to an enhanced understanding of the aetiology of childhood mental 

ill health, but also improve upon the criticisms of the methodology of past research 

(M.G. Sawyer, Sarris, Baghurst, Cornish, & Kalucy, 1990).  

 

Within Australia, the Telethon Institute for Child Health Research (TICHR) conducted 

the Western Australian Child Health Survey (WACHS:  Zubrick, Silburn, Garton,  

Dalby, Carlton, Shepard, Lawrence, & Burton, 1995) to provide a local understanding of 

the rates and distribution of child and adolescent problems including depression, 

anxiety, conduct disorders and attention deficit disorders within Western Australia.  This 

has recently been updated and expanded to incorporate adolescents from across 

Australia by the Mental Health of Young People survey (MHYP: Sawyer, Arney, 

Baghurst, Clark, Graetz, Koksy, Nurcombe, Patton, Prior, Raphael, Rey, Whaites & 

Zubrick, 2000) component of the National Mental Health Strategy.  

 

Whilst epidemiological studies such as the WACHS and MHYP have been carried out 

internationally for the past fifteen years, Australian research has historically been 

criticised for its scarcity and methodological adequacy (Garton, Zubrick, & Silburn, 

1995).  The major criticism has been that studies have employed a range of different 

measures and methodologies to define mental health problems (Bird, 1996).  This has 
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made it difficult to compare across different studies, and therefore to ensure the 

(external) validity of the data (Bird, 1996; Thornicroft & Sartorius, 1993). Considering 

that epidemiological studies exist largely for the purpose of dictating mental health 

planning initiatives, and to assist clinicians in designing early intervention and 

prevention programs, it is fair to say that the lack of sound Australian research has 

significantly compromised this process (Garton, Zubrick, & Silburn, 1994).   

 

The WACHS, and indeed, the MHYP have both attempted to address these issues 

through employing methodology which replicated and improved upon the more 

successful international child health survey, the Ontario Child Health Survey (Statistics 

Canada, 1983). Whilst the WACHS has established itself as one of the foremost 

epidemiological studies of childhood mental ill health within Australia, it has also drawn 

some criticism of its methodology.  Specifically, the reported mental health morbidity 

data were ascertained from the administration of the Child Behaviour Checklist (CBCL: 

Achenbach (1991).  Whilst, the CBCL has been utilised in a number of epidemiological 

studies internationally, including the WACHS and the MHYP – and therefore provides 

some potential for comparisons across studies – defining “caseness” based primarily on 

symptom constellations (without considerations of impairment) has been criticised for 

the tendency to result in “implausibly high” psychiatric morbidity rates (Goodman, 

1999).  Indeed Garton, et al. (1995) spoke of “Considerable theoretical and practical 

debate” (p. 49) over its use due to this criticism.  However, the WACHS and MHYP, in 

utilising the CBCL and defining the possession of a mental illness as being one standard 

deviation above the mean, have continued to attract this criticism.  The use of a 

structured clinical interview (McConaughy & Achenbach, 1990) whilst providing some 

validation of the results of both of these surveys, utilised a small (random) sample 

(N=20 “Cases”; N=20 “Non Cases”) making it difficult to generalise results reported.   

 

In addition, a measure of the degree of impairment experienced as a result of these 

symptoms has also been left largely unassessed.  The use of the Child Health 

Questionnaire (CHQ: Landgraf (1996)) represented an attempt to quantify the extent of 

impairment experienced, however, this was not linked with youth reports of symptoms, 
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but rather, a perceived quality of life report with parents and adolescents together 

(Zubrick et al., 1995), and parent-adolescent reports separately (M. G. Sawyer et al., 

2000).   

 
2.1.1     Cross-cultural and Indigenous Epidemiological Research 

 

Despite these existing concerns, it is the case that epidemiological research is extremely 

valuable in increasing community awareness of mental health morbidity amongst young 

people (M. G. Sawyer et al., 2000).  However, strong concerns have been raised within 

the literature regarding the applicability of epidemiological studies in a cross-cultural 

context (Bird, 1996).  

 

As argued by Bird (1996), the field of child psychiatric epidemiology has yet to develop 

an accepted methodology for use in determining mental disorders within and across 

cultures.  The result of this lack of accepted methodology in Australia is that there exists 

a “ scarcity”  of information on the rates and distribution of mental ill health amongst 

indigenous Australians (Swan & Raphael, 1995).  In fact, the major mental health 

surveys such as the WACHS (1996) and MHYP (2000) have chosen to respond to these 

problems in different ways.  The WACHS excluded Aboriginal children due mainly to 

“ difficulties associated with establishing a framework from which to select a 

representative sample, and to the logistics of collecting data from sometimes widespread 

and isolated communities”  (p. 6).  The MHYP provided limited information about 

Aboriginal and Torres Strait Islander children and adolescents by sampling Aboriginal 

young people at a level commensurate with their population distribution (a sample size 

of 3%).  It was also recommended that a “ different type of study using culturally 

sensitive methods may be required to assess problems in this population”  (p. 4).  There 

are obvious problems inherent in the exploration of culture as a variable, including what 

type of data should be collected, how this is to be judged, and how and by whom it is to 

be interpreted (Dyck, 1996).   
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A number of recent events have clearly placed the development of culturally appropriate 

mental health outcome measures on the national agenda.  Firstly, the National Mental 

Health Strategy (1998-2003) has nominated strengthening the focus on consumer 

outcomes as one of its four priorities for information development (Achenbach, 1991; 

Australian Health Ministers, 1998-2003)Within this, issues have been raised regarding 

the use of mainstream measures with indigenous groups (National Aboriginal and 

Torres Strait Islander Health Council, 2002).  Research is currently underway in the 

Northern Territory and Queensland to investigate a proposed approach to the 

development of a culturally appropriate mental health outcome measure for Aboriginal 

people (T.G. Westerman & Kowal, 2002b).  Additionally, an Indigenous Child Health 

Survey is currently being conducted at the TICHR, which has focused upon the 

exploration of culturally appropriate measures of mental health morbidity, and has 

aimed to gather epidemiological data from across the state. Despite these important 

projects, there continues to exist an obvious lack of reliable data on the prevalence and 

distribution of mental health problems amongst Aboriginal people of Australia (Swan & 

Raphael, 1995). 

 

As a means of providing a context for the current research, a review will be provided of 

the methodological concerns regarding the cultural validity of measures employed 

within the existing indigenous mental health research.  

 

2.2     Methodological problems with indigenous mental health research 

 

A review of the mental health literature with indigenous groups within Australia and 

internationally reveals a volume of research replete with methodological inadequacies.  

Such problems have not only compromised the reliability and validity of such research, 

but have also resulted in considerable variations in reported prevalence rates across 

studies (Fugita & Crittenden, 1990).  Such studies have been plagued by similar 

methodological concerns as in the general mental health research described above.  

However, in addition to these issues, studies were further compromised by a number of 

issues, which can be considered as unique to the field of indigenous research.  Primarily 
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these problems are based upon issues of diagnostic validity, and particularly the 

appropriateness of measures constructed for use within mainstream cultures to define 

mental ill health within minority cultures.  Specific concerns within the existing research 

can be related to four primary concerns, which will now be addressed.   

 

First, there has been a range of different psychometric measures used within and across 

existing studies to diagnose mental health problems in Aboriginal people.  Such 

measures have included self-report (Clayer & Czechowicz, 1991), clinical interview (J. 

H. McKendrick et al., 1992), as well as different external raters (Morice, 1979, 1988) to 

inform diagnoses.  More importantly, the use of different measures has also precluded 

any comparison between studies which may contribute to a more conceptually sound 

volume of research.   

 

Second, the appropriateness of utilising mainstream diagnostic criteria to define mental 

ill health across different cultures (Morice, 1979; Swan & Raphael, 1995).  Problems 

include the lack of research information regarding indigenous views of mental health 

disorders.  There has been healthy debate within the literature regarding the need to 

explore the extent of relevance for Aboriginal people of mainstream conceptualisations 

of mental health problems (Allen, 1998; Garvey, 2000; Hunter, 1993, 1997).  For 

instance, in the United States of America, Manson (1995) interviewed 160 Pacific North 

West tribe and 150 middle class European American adult outpatients, and asked them 

to sort symptoms of anxiety and depression symptoms using the Q-sort procedure.  He 

found significant differences between these groups in terms of symptoms, and attributed 

this to the variations in explanations and experience of illness by indigenous groups.  

Indeed, there is a consistent view within the literature that the Native worldview tends 

not to distinguish between mind and body in mental ill health (Roe, 2000).  Such 

findings of symptom variation within syndromes for indigenous cultures have called 

into question whether the conceptualisation of mental health problems is equivalent 

across cultures (Luk, Lueng, & Ho, 2002; Okazaki, 2000).  Whilst, it has been argued 

that from a purely symptom-based perspective, there is unlikely to be huge differences, 

this is yet to be explored within the literature to any great extent.  In addition to this, 
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there has been some resistance to explore this as an issue, as the concept of having a 

different set of diagnostic criteria for the same disorders is fraught with methodological 

problems (Allen, 1998).  For instance, it precludes the possibility of being able to 

accumulate a strong research base of epidemiological data through being able to 

compare across studies or cultures. 

 

Third, data collection techniques utilized by existing studies, including the use of 

multiple and external informants to assess the existence of mental ill health are 

problematic (Kyaw, 1993).  This that data have often been collected from only one, or a 

few, communities of several hundred people (Eastwell, 1982; Kamien, 1977) and results 

generalised to depict the psychological functioning of the entire Aboriginal population.  

Secondly, due to language constraints that often exist between researchers and 

Aboriginal people, reliance has often been placed upon reports from external (non-

indigenous) informants to make judgments about the presence and extent of psychiatric 

disorders (Kyaw, 1993).    

 

The final concern regarding the methodologies of existing indigenous mental health 

research relates to the lack of culturally appropriate self-rating screening tests (Epstein, 

March, Conners, & Jackson, 1998) and psychiatric interview schedules.  This issue is a 

focus of the current study, and will therefore be addressed at length in the following 

sections.  

 

2.2.1     Cultural validity of measures employed by studies 

 

Considerable progress has been made in establishing the reliability and validity of 

psychological measures as useful screening devices for the existence of clinical 

disorders in mainstream populations (Reich, Herjanic, Welner, & Gandhy, 1982). 

However, particular concerns have been raised within the literature regarding the use of 

such measures across different cultures and environments both of which have been 

shown to dramatically affect outcome scores on a range of psychologically derived tests 

(Bird, 1996; Thornicroft & Sartorius, 1993). Clinicians and researchers working with 
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Aboriginal populations in Australia have long been concerned with the issue of cultural 

bias in testing and clinical judgement (Kearins, 1981; Zubrick et al., 1995).  Test bias 

refers to the presence of systematic error in the measurement of certain factors such as 

mental ill health, academic potential and intelligence.   

 

Previous attempts to explain, and reconcile the disadvantage experienced by indigenous 

people, have shifted from a deficit to a difference model within the literature(Kearins, 

1981). The difference debate argues that Aboriginal people are often misdiagnosed, or 

not diagnosed at all, because their primary personality style is one which is not favoured 

or cultivated in the mainstream (Clark & Halford, 1983).  These researchers argue that 

the environment of many Aboriginal-Australians is likely to induce a different style to 

that of Anglo-Australians (Morice, 1988).   Effectively, this means that the test 

performance of an indigenous Australian is more likely the result of cultural differences, 

rather than actual mental health deficits.  The key is to be able to determine when test 

performance is the result of cultural difference rather than actual deficit. 

 

The measures, which have been used, such as the Minnesota Multiphasic Personality 

Inventories (MMPI and MMPI-2), have been developed within, and standardised on, 

predominantly white, middle-class populations, therefore having questionable diagnostic 

reliability with Aboriginal youth.   It is the case that when researchers utilise these 

standard measures with Aboriginal clients they have chosen to ignore the fact that these 

tests are known to provide biased assessments of Aboriginal clients.  Unfortunately, the 

result is that the prevalence rates reported within this research will always be 

questionable (Velazquez et al., 2000).  

 
Despite this, the temptation to categorise people on the basis of deficits generally 

overrides concerns regarding cultural bias within psychological testing (Cuellar, 1998; 

R. H. Dana, 2000; Davidson, 1995).  The perception is that psychometric testing still 

remains as the only tangible component in the decision-making process.  There has also 

been a conspicuous lack of viable options with regard to alternative means of providing 

culturally valid tests of indigenous people.  
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2.2.2     Bias in existing tests  

 

Whilst there exists strong criticism of psychological testing with indigenous clients, 

which fails to recognise the role of culture in client presentation (Hunter, 1993; Okazaki, 

1998), the specific elements of test bias must be explored.  Arguments generally support 

the notion that test bias has a social, cultural or political origin (Helms, 1992; Lumsden, 

1976; Velazquez et al., 2000).  A number of confines have been linked to the differences 

or trends in performance that continue to define indigenous and minority cultures (see 

Velasquez et al., 2000 for a review).  The following will provide an overview of these 

factors for the purpose of providing a conceptual understanding of the basis of test bias 

with Aboriginal youth.  These will include: 

 

(a) The normative populations for the thousands of psychological tests in existence are 

predominantly Caucasian Americans – in many instances college students, men 

and/or middle class (R. L. Jones, 1991; R. L. Williams, 1991).  As a result these tests 

are psychometric derivatives of a Eurocentric worldview (R. H. Dana, 2000).  

Therefore when minority populations are assessed using these norms, questions are 

raised about whether these norms are relevant for indigenous people.  Concerns are 

therefore raised regarding the possibility of misdiagnosis (Epstein et al., 1998). 

(b) The validity of mental health diagnoses, which are conducted by a tester who is 

operating from a perspective diametrically opposed to that of the testee (in this case, 

the Aboriginal client) (Kearins, 1981).  This is referred to as interpretation bias and 

will be addressed in Chapter Four, which looks at bias in clinical assessment as 

opposed to bias in psychometric testing. 

(c) That the testee’ s emotional, spiritual and behavioural presentation is driven by a 

cultural context, which is often not incorporated in the construction of psychometric, 

tests (Cuellar, 1998; DeShon, Smith, & Chan, 1998). 

(d) How representative a test performance is in relation to everyday life knowledge and 

ability, particularly in terms of cultural value, is of primary concern (S. E. Cross, 

1995), and; 
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(e) The fact that instruments have not been translated for indigenous people who often 

have English as a second language, or dual language.  Translation of tests provides 

construct equivalence or validity of constructs through valid language, format and 

content (R.H. Dana, 1998). 

(f) The level of suspiciousness held by indigenous Australians of (mental) tests 

(Davidson, 1996).   

 

The above dimensions all represent aspects of test reliability and validity, which will be 

discussed in Chapter Four.  They also mirror the extensive documentation within the 

psychological and psychiatric literature of the pervasive influence of culture on the 

presentation of mental ill health (Lopez, 1989; Marsella & Yamada, 2000).  This 

research has pointed to test bias in both cognitive and personality assessments of 

African American populations (Lindsey, 1998), Asian Americans (Okazaki, 1998), 

Hispanics (Cuellar, 1998) and American Indian populations (Allen, 1998).  Primarily, 

research into bias in personality assessments with cultural minority groups has been 

conducted using the Minnesota Multiphasic Personality Inventory (MMPI-2).  This is 

due to the fact that it is accepted as the most widely used personality inventory with 

indigenous populations internationally (see Velasquez et al, 2000).  However, 

controversy remains regarding the potential for bias in its use with ethnic minorities 

(Okazaki, 1998).   

 

A number of trends have become apparent that distinguish cultural minority groups from 

their white counterparts.  Firstly, there is a tendency for Asian Americans to score 

significantly more items in the pathological direction in 9 out of 13 clinical and validity 

scales (S. Sue, Keefe, Enomoto, Durvasula, & Chao, 1996). A similar pattern was found 

with American Indian people (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 

1989) with this population scoring higher than European Americans.  Finally, some 

African American population studies have also scored significantly higher that European 

Americans on the clinical scales F, 8 and 9 measuring schizophrenia and hypomania 

respectively (Green & Kelley, 1988; Pritchard & Rosenblatt, 1980). 
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In addition to the research trends demonstrated with the MMPI / MMPI-2, research with 

the Beck Depression Inventory (BDI: Beck (1979)) and the Center for Epidemiological 

Studies Depression scale (CES-D: Radloff (1977) show a significantly elevated pattern 

of reported symptomatology among Asian Americans (Iwamasa, Arean, Miranda, & 

Munoz, 1993) and Asian Canadians (Okazaki, 1998) compared to white Americans.   

 

The fact that there are clear groups differences, or trends in the way that ethnic minority 

groups respond on personality inventories therefore appears to be established within the 

literature (Cuellar, 1998).  Despite this, it is of note, and with some level of confusion 

that the prevailing hypothesis about cultural differences still remains within the 

literature as the null hypothesis; that is, that there is no difference between ethnic groups 

until sufficient empirical evidence is gathered to enable its nullification (Allen, 1998).   

The result has been that whilst the literature and DSM-IV acknowledge the potential 

influences of culture on the manifestation of psychological problems, researchers have 

continued to use these measures unchallenged.  The primary reason for this, as argued 

by Cole (1996) is that culture remains distal rather than central to psychological training, 

practice and research.  Other researchers have argued that culture must be considered as 

a primary component in the assessment of minority populations, including Aboriginal 

people (Cuellar & Paniagua, 2000; Davidson, 1988, 1995). 

 

Related to this problem is the fact that the research has also failed to address the many 

methodological factors, which affect the validity of the diagnostic data that is generated.  

Firstly, the issue of assuming that performance on a single test, without any 

accompanying clinical or cultural validation of these reported mental health problems is 

a primary concern.  Secondly, the extent to which test performance is affected by the 

fact that the tester is from a different cultural background to that of the testee, 

particularly when using structured interviews and clinical assessment are used.  Given 

that most of the available research has been conducted from the perspective of non-

indigenous researchers, the absence of research into the affect of this interaction is 

concerning.  Despite this, it has been cited prominently in the available research as 

contributing to misdiagnosis of behaviours as pathological, without consideration of the 
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appropriateness of such behaviours within their cultural context (J. Cawte, 1965; Collard 

& Garvey, 1994).   However, the extent of this bias still remains unclear.   This is 

unfortunate, as many of the existing studies provide interesting insights into the mental 

health of indigenous Australians.  The fact that much of this research has been 

minimised at best, or discounted at worst, indicates that the most obvious and overriding 

current issue is the development of culturally valid identification tools and processes for 

indigenous people.  

 

However, research has also continued to support the need for diagnosis of psychiatric 

disorders to follow a holistic assessment process, which includes clinical interview, 

direct observation (which should be environmentally valid), lists of diagnostic criteria as 

well as an appropriate psychometric test (R.H. Dana, 1998).  Unfortunately, the use of 

psychometric tests as the sole basis for resulting diagnoses in epidemiological studies is 

an issue, which has been of concern to those opponents of such psychometric tests 

(Dyck, 1996). Certainly an even greater issue lies in the use of these tests as diagnostic 

tools rather than as one aspect of an assessment, which should include direct 

observation, clinical interviews as well as information regarding behavioural 

presentation from a variety of sources known to the client. 

 

2.3     Results of methodological problems with research 

 

The methodological problems that exist within the indigenous mental health research 

have resulted in a lack of clarity regarding the nature and extent of disorders within 

Aboriginal populations (Swan & Raphael, 1995).  To demonstrate this, an examination 

of the research shows that the reported prevalence of Aboriginal psychiatric morbidity 

falls along two extremes – being, the absolute absence of psychiatric problems to rates 

of close to ten times that of mainstream Australia.  Nurcombe & Cawte (1967) for 

example, provided a survey of mental health morbidity amongst the children of an 

Aboriginal population off the Gulf of Carpentaria.   References are made within the 

paper to the “ absence of severe mental deficiency” , “ absence of affectionless 

psychopathy”  and the “ absence of distinctive psychoneurotic syndromes” .  Additionally, 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth 19 

  

Kidson (1968) reported the “ absence of homosexual behaviour and suicide...obsessional 

neuroses or ‘free floating’  anxiety”  (p. 263).  Interestingly, a review of all Aboriginal 

mental health research by Kyaw (1993) provided a representation of the methodological 

flaws in these early studies.  This review showed that studies conducted have claimed 

prevalence of mental disorders amongst Aboriginal young people ranging from 1.8% (I. 

H. Jones & Horne, 1972), to as high as 51.2% (Gault, Krupinski, & Stoller, 1970a).  

 

Many authors have attempted to account for these enormous differences in prevalence 

rates. Kidson (1968) argued that the differences reported in their study might indeed 

reflect actual diagnoses, and that Aboriginal people do exhibit extremely high 

prevalence of psychological problems. (Gault et al., 1970a; Gault, Krupinski, & Stoller, 

1970b) also attempted to account for the high rates reported in their study to the fact that 

“ there is a group of adolescents who cannot or will not conform to the everyday 

requirements of the Australian way of life”  (p. 31).  It is interesting that these early 

studies failed to examine the extent to which shortcomings in their methodologies may 

have contributed to such differences in prevalence rates.    

 

The interpretation of these results is made more difficult by the fact that the assessment 

of psychiatric disorders has been inconsistent and there has also been a lack of 

uniformity in definitions of psychiatric conditions.  In fact, most studies have relied 

upon the researcher’ s subjective evaluation of the presence or absence of disorder.   

Specifically, studies have relied on (non-Aboriginal) observer ratings (Nurcombe & 

Cawte, 1967), a combination of European and Aboriginal community residents self-

reports (I. H. Jones, 1972) or clinical interview by non-Aboriginal interviewers with 

reference to a recognised psychiatric symptom schedule (J. H. McKendrick et al., 1992). 

 

Despite these problems, the existing research can still provide some prevalence 

estimates of mental ill health within these indigenous youth populations.  Rates 

described within mainstream and indigenous research will therefore now be reviewed 

for the purpose of a comparative analysis of between these groups.   
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2.4     Mainstream epidemiological research 

 

Prior to 1980, the prevalence of childhood psychopathology was determined to range 

from between 6.6% to 37%, with an overall estimate of disorder of approximately 16% 

(Bird, 1996).   Data from the WACHS (1995) indicated prevalence rates, which ranged 

from 17.7% for 12- to 16-year old girls to 22.6% for 4- to 11-year-old boys.  In effect, 

the WACHS claimed that around 1 in 5 young people reported mental health problems 

with this rate increasing to 50% amongst sole parents who were also unemployed 

(Zubrick et al., 1995). More recent data from the MHYP (M. G. Sawyer et al., 2000) 

research suggests ranges from 12.8% for females aged between 13-17 years to 15.0% 

for males aged 4-12 years.  Overall prevalence of mental health was reported as 14.1% 

of children and adolescents across Australia using the Total Problems scale of the 

CBCL. However, this rate increased to 19% of adolescents (13-17 years) scoring in the 

clinical range for Total Problems scale of the Youth Self-Report.  The difference in rates 

between these two studies have been attributed in part to the fact that the WACHS 

combined reports of parents and teachers, whereas the MHYP separated parent from 

adolescent reported mental health problems (M. G. Sawyer et al., 2000). 

 

2.5     Epidemiological studies in Aboriginal populations 

 

A review of the literature found that between 1965 and 1998, there have been twelve 

epidemiological studies conducted on Aboriginal childhood/adolescent mental health 

populations (Kyaw, 1993).  It is interesting to note however that all but one (J. H. 

McKendrick et al., 1992) of these studies have occurred during the period from 1965 to 

1972, with an apparent scarcity of epidemiological research since this time (Kyaw, 

1993).  Indeed the most recent and one would assume comprehensive overview of 

Aboriginal mental health, “ Ways Forward”  (1995) notably stated that “ there is little 

systematic information about the mental health problems and mental disorders affecting 

Aboriginal children and young people”  (Part II, p. 38).  Further, these studies have 

focused primarily on determining prevalence rates of mental illness within Aboriginal 
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adult populations, resulting in few reports of epidemiological studies on Aboriginal 

children.   

 

Despite this as well as the methodological problems already outlined, the reported 

prevalence rates of psychiatric disorders in Aboriginal children have ranged from 1.8 

per cent (I. H. Jones & Horne, 1972) to 31.7 per cent (Kamien, 1977) and 35 per cent 

(Gault et al., 1970b) to 51.2 per cent in adolescents  (Kyaw, 1993).    

 

2.6     Main types of mental health problems 

 

According the Bird (1996), the development of the Diagnostic and Statistical Manual, 

Fourth Edition (DSM-IV: American Psychiatric Association (1994)) heralded a new era 

in childhood psychiatric epidemiology.  He argued that its development finally enabled 

specification of psychiatric disorders and the rate of prevalence for distinct syndromes 

within the population.  However, the relevance of diagnostic criteria such as that 

advocated within DSM-IV and ICD-10 (World Health Organisation, 1992) for 

indigenous populations has also been questioned within the literature (Davidson, 1988, 

1996).  The DSM-IV responded to this criticism regarding cultural exclusivity by adding 

an Appendix entitled “ Outline for Cultural Formulation and Glossary of Culture-Bound 

Syndromes”  (DSM-IV: pp. 843 – 849).  However, it is evident that this addition presents 

as a general guideline rather than providing specific information regarding the impact of 

culture at a diagnostic level (Cuellar, 1998).  The issue of culturally valid assessment of 

indigenous Australian populations will be addressed more extensively in Chapter Four.  

The focus of this section will be on the delineation of those mental health problems, 

which are considered to be the most prevalent amongst children within mainstream and 

Australian Aboriginal children.   

 

A considerable amount of research has focused on the prevalence of mental ill health 

amongst children and adolescents in western societies with indications of a rise in 

depression, anxiety and suicidal behaviours (Charman & Pervova, 1996; M.G. Sawyer 

et al., 1990).  Interestingly, this has also been mirrored within the indigenous literature 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth 22 

  

both within Australia and internationally (Swan & Raphael, 1995; Tatz, 2000).   It 

should be noted, that the research has focused upon two broad dimensions of emotional 

and behavioural problems, namely internalising and externalising disorders 

(Achenbach, McConaughy, & Howell, 1987). Internalising disorders are described as 

inner-directed or over controlled expressions of distress (Achenbach et al., 1987).  They 

include a variety of problems including depression, anxiety, social withdrawal and 

somatic complaints (Reynolds & Mazza, 1992).  In contrast, externalising disorders are 

characterised as outer-directed or under controlled behavioural problems such as 

aggression, impulsivity, hyperactivity and delinquency (Achenbach, 1991).  However, 

evidence also indicates that there exists some overlap between the two dimensions 

(Roberts, Attkisson, & Rosenblatt, 1998; M.G. Sawyer et al., 1990) particularly in the 

relationship between impulsivity and suicidal behaviours amongst Aboriginal 

populations (Reser, 1989c; Tatz, 2000).  Whilst an understanding of both dimensions is 

important for this reason, researchers argue that internalisers are less likely to be 

identified as having problems at the early stage of disorder due to their tendency to 

manifest distress through acting inward (Stark, Humphrey, Laurent, Livingston, & 

Christopher, 1993; Summerville, Kaslow, Abbate, & Cronan, 1994).  It is for this reason 

the current research has chosen to focus upon the internalising disorders of anxiety, 

depression, suicidal behaviours, and self-concept/esteem.  A review of the 

epidemiological research of these disorders within both indigenous and non-indigenous 

populations will now follow.  

 

2.6.1     Depression 

 

Depression amongst children and adolescents has become increasingly prevalent in the 

past decade with research indicating that those people who have a propensity towards 

depression will most likely experience their first episode in adolescence (M. G. Sawyer 

et al., 2000).  It should also be noted that children and adolescents who have a 

diagnosable depressive disorder generally fit similar symptom profiles to that of the 

adult population (Kaslow, Rem, & Siegal, 1984).  Feelings of sadness, irritability, 
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negative self-image, difficulty concentrating, social withdrawal, insomnia and somatic 

complaints are prominent features (P. C. Kendall, 1991).   

 

Current research indicates that approximately 3% of 4 – 11 year olds and 4.8% of 12 – 

16 year olds are showing signs of clinically significant levels of depressed symptoms 

when rated by their parents and teachers (Zubrick et al., 1995).  This rate is reported at 

1-2% when formal psychiatric diagnostic instruments are employed (Kashani & Ray, 

1985).  More recent data from the MHYP indicates that 3.7% of all children and 

adolescents have a depressive disorder.  For adolescents aged 13-17 approximately 4.8% 

and 4.9% of females having a depressive disorder when rated by parents and adolescent 

self-report, with the Diagnostic Interview Schedule for Children (Version IV) (DISC:  

Shaffer (2000)). 

 

Prevalence rates increase in studies which have relied upon self-report from adolescents 

with research citing rates as high as 25% – 40% (A. C. Petersen et al., 1993).  However, 

there has been criticism within the literature of sole reliance on self-report measures 

such as the Child Depression Inventory (Kovacs & Beck, 1977) and the Depression 

Self-rating Scale (DSRS: Birleson (1981)) for diagnosis.  This is due to evidence that 

they tend to provide relatively inflated prevalence figures when an associated clinical 

interview is utilised (Firth & Chaplin, 1987).   

 

2.6.1.1     Depression in Aboriginal youth 

 

Similarly, for Aboriginal people, according to the National Mental Health Strategy 

(Raphael, 1992), non-psychotic major depression remains the “ most poorly recognised 

and untreated major mental disorder amongst Aboriginals”  (p. 33).  Indeed, a 

longitudinal study by McKendrick et al. (1992) in which Aboriginal patients attending a 

general practice in Victoria was assessed over a three-year period indicated that two-

thirds were significantly distressed for that time period.  Of these, some 82% of 

diagnoses were for depression.  This study confined itself to clinical interview using the 

Present State Examination (PSE).  The study also reports that clinical diagnoses were 
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made at the time of interview; however, there is no reference to the process involved in 

such a diagnosis, thus precluding any external analysis of cultural reliability or validity 

of the methodology involved.    

 

Similarly the NMHS (Raphael, 1992) also referred to “ studies”  which “ show high rates 

of depression…..with rates in some studies exceeding 60%, but others in the vicinity of 

40-50%”  (p. 27).  However, no mention is made of which studies reported these 

prevalence rates, again precluding any critique of methodology. Pattern (1994) reported 

rates of 20-25% amongst Aboriginal young males.  Finally, the Ways Forward (Swan & 

Raphael, 1995) reported a study in which contact was made with all Aboriginal Medical 

Services throughout Australia for the purpose of ascertaining the perceived mental 

health needs of Aboriginal people.  Questionnaires (no mention of whether this was an 

existing or new questionnaire) were filled out by general practitioners.  The results of 

this study were that a number of disorders were seen as most prevalent amongst 

Aboriginal people.  This included depression (i.e., manic, reactive and postnatal), 

schizophrenia, anxiety and personality disorders (J Cawte, 1989a; Swan & Raphael, 

1995).  Unfortunately the lack of reported methodology again precludes analysis of the 

validity of data obtained from this study. 

 

In addition to these concerns, the reported studies also fail to discuss diagnostic criteria 

utilised, and more importantly to explore the extent to which Aboriginal people view 

this diagnostic approach as relevant to the way in which they perceive depression.  In 

sum, the combined effect of this body of research is that confusion still exists regarding 

the true prevalence of depression amongst Aboriginal populations (J. Cawte, 1991; 

Swan & Raphael, 1995).  The fact that there are no epidemiological data specific to 

depression amongst indigenous youth also makes it difficult to ascertain rates of 

disorder.  In effect, the current research can only be directed by the existing research, 

regardless of its scarcity and flaws.  Currently there is consensus that there is a strong 

link between symptoms of depression and risk for suicide (Hillman, Silburn, Zubrick, & 

Nguyen, 2000). 
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2.6.2     Suicidal ideas and behaviours 

 

There is agreement within the literature that the reported prevalence rates in suicide 

attempts and completions is difficult as these acts require that a judgement must be 

made regarding the degree of intent that is accorded a particular act (Orbach & Bar-

Joseph, 1993).  Further problems include the resistance of family and friends to accept a 

verdict of “ suicide”  as cause of death, and therefore the pressure on medical and clinical 

staff to indicate another cause, such as death by “ accident”  is enormous (Cantor & 

McDermott, 1994; Kosky & Goldney, 1994; Reser, 1991).  Reported prevalence rates 

therefore represent an underestimate of the true rate of attempted and completed suicides 

(Hillman et al., 2000; K. Williams, 1997).  Indeed, it has been argued that for every 

completed suicide, it is estimated that eight or more attempts are actually made 

(Grossman, Milligan, & Deyo, 1991).  

 

Rates of suicidal ideation vary depending upon geographical location of the study, and 

the measurement instrument used (Silverman & Felner, 1995).  For instance, in a study 

in South Australia of adolescents aged between 12 and 17 years in which they were 

required to respond to the statement “ I have thoughts about suicide” , 23.2% 

acknowledged thoughts, with 6.4% reporting that they actually tried to kill themselves 

(Martin, Roeger, Dadds, & Allison, 1997).  Recent data from the MHYP (M. G. Sawyer 

et al., 2000) indicated overall rate of suicidal ideation of 12.0% amongst adolescents 

(aged 13 – 17 years).  In Western Australia, rates of suicidal ideation within high school 

adolescents indicate rates of up to 27 percent when rated by youth self-report (Zubrick et 

al., 1995).  Finally, rates of suicide attempts for mainstream adolescents have been 

estimated at 4.2%, including 2.7% of males and 5.7% of females (M. G. Sawyer et al., 

2000). 

 

Despite stable prevalence rates of actual suicides throughout Australia in the past 5 

years, the incidence of suicide has increased dramatically over the past twenty years 

(Davis & Kosky, 1991).  This change in epidemiology can be accounted for when 

considering the increase in suicides within males aged 15 to 24 and 25 to 34 years 
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(Zubrick & Silburn, 1998).  In contrast, rates amongst females during this time have 

tended to stabilise rather than increase (Davis & Kosky, 1991).  The rate of suicide in 

the 15 to 24 year old age group was 16.4 per 100,000, with Australia claiming the 

highest rate for this age group among all industrialised nations (Australian Bureau of 

Statistics, 1994).   

 
2.6.2.1     Suicidal ideas and behaviours in Indigenous populations 

 

For Aboriginal people, the research exploring ideation amongst indigenous populations 

is sparse.  A study by Radford (1991) cited a rate of 31% amongst female Aboriginal 

sole parents, utilising a questionnaire adapted for use with indigenous people.  Research 

with young indigenous people was not found in any publications, and therefore rates of 

ideation within this group are unclear.  The research is however, significantly more 

extensive within indigenous groups internationally.  Given the evidence, which indicates 

a similar pattern of suicide morbidity amongst indigenous groups internationally, an 

analysis of this literature may be of academic interest to the situation with Aboriginal 

young people.  For instance, Mexican Americans have been shown to have 1.7 times the 

risk for ideation as Anglo Americans, with rates of 25.2% (Roberts, 2000) and 23.4% 

(Swanson, Linskey, Quintero-Salinas, Pumariega, & Holzer, 1992).  Similar high rates 

of risk have also been noted amongst Hispanics (Kann et al., 1998), Pakistani’ s 

(Roberts, Chen, & Roberts, 1997), Canadian Inuit (Leenaars, Anawak, & Taparti, 1998) 

populations, and African Americans (Kann et al., 1998). 

 

Rates of suicide in Aboriginal populations have similarly climbed to an alarmingly high 

rate in the past two decades (Biles, McDonald, & Fleming, 1989; Hunter, Reser, Baird, 

& Reser, 2000).  However, in contrast to the general population, there is evidence that 

rates of suicide for indigenous youth are continuing to climb, and are showing no signs 

of dissipating (Hillman et al., 2000; Radford et al., 1991).  For instance, early data 

suggested a suicide rate of around 3 per 100, 000 from between 1950 to 1964 (Moodie, 

1973).  In contrast, more recent data indicated rates of male Aboriginal suicide deaths of 

approximately 30.7 per 100, 000 and for female Aboriginal suicides of 3.8 per 100,000 
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between 1990 and 1992, in Queensland (Hunter et al., 2000; Suicide Research and 

Prevention Program, 1992) with these rates increasing three fold between 1990 and 

1996 (Hunter et al, 2001).  In other regions, there is also an indication that rates of 

suicide in Indigenous communities is increasing with a two fold increase in rates in the 

Northern Territory, 7.4 in the period 1981-1985 compared with 14.5 per 100,000 

population in the period 1991-1195 (Dempsey & Condon, 1999).  The most recent 

Western Australian data indicates that indigenous people have at least 2.3 times the 

suicide rate of non-indigenous West Australians (Hillman et al., 2000).  There is also a 

noticeable age effect with the mean age for suicide amongst Aboriginal people being 

26.3 years, compared to a national average 41.5 years (Suicide Research and Prevention 

Program, 1992).  In fact in the males aged 25 – 35 age group, the level of suicide risk 

was three times that of non-indigenous West Australians (Hillman et al., 2000). 

 

2.6.3     Anxiety disorders 

 

In referring to “ anxiety disorders”  there exist a range of different types of anxiety 

problems, the most common of which are: simple phobias, social phobia, generalised 

anxiety disorder (GAD), and separation anxiety disorder (DSM-IV, 1994). Symptoms 

within children also closely mirror those of the adult population, and include; GAD 

which is characterised by excessive anxiety or uncontrollable worry regarding a range of 

areas such as personal competence, and is accompanied by symptoms such as 

restlessness, fatigue, concentration problems, or sleep disturbance (S. Spence, 1998).  

Simple phobias are characterised by marked, persistent fear that is excessive and is cued 

by the presence or anticipation of a specific object or situation.  Feared may be shown 

through crying, tantrums, and freezing or clinging.  Separation anxiety involves undue 

anxiety when separating from primary attachment figures.  Social phobia is an excessive 

fear of negative evaluation in social situations.   

 

Anxiety disorders are also amongst the most commonly diagnosed type of 

psychopathology amongst children, with epidemiological studies finding prevalence 

rates of around 8% for clinically significant problems (Bernstein & Borchardt, 1991).  
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The most recent prevalence data for anxiety indicates that around 3% of 4-11 year olds 

and 4.8% of 12 – 16 year olds evidenced clinically significant levels of anxious 

symptoms when rated by their parents and teachers (Zubrick et al., 1995).   

 

2.6.3.1     Anxiety disorders in Indigenous Populations 

 

Similarly, within Aboriginal populations, studies have indicated prevalence rates of 

anxiety disorders from between 0.1 and 5.0% (J. Cawte, 1991; Clayer & Czechowicz, 

1991).  However, this data should be interpreted with caution given the lack of a 

culturally valid measurement instrument available to reliably assess the existence of 

anxiety disorders within Aboriginal populations. 

 

2.7     Summary of Chapter 

 

The current chapter provided an overview of the extensive methodological concerns 

with the existing indigenous mental health literature.  The review has accomplished two 

primary objectives of the current research.  Firstly, it provided an enhanced 

understanding of what is required in terms of improvement in methodology, that being 

the need to be able to reliably and validly identify mental disorder in Aboriginal 

communities.  Secondly, it provided direction regarding the specific methodological 

issues, which have contributed to a significant amount of bias in existing assessment 

processes.  Both of these objectives have laid the foundation for the current research to 

investigate the most appropriate approach to the development of a culturally validated 

assessment process for use with indigenous youth.  Finally, through exploring the 

existing research (despite its methodological shortcomings) this study has been able to 

focus upon providing culturally valid assessment of those disorders, which have been 

consistently reported as amongst the most prevalent in Aboriginal youth. 

 

Chapter three will now provide an analysis of the reasons behind the (reported) high 

rates of mental ill health amongst indigenous Australians.  
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CHAPTER 3. 

THE PHENOMENOLOGY OF ABORIGINAL MENTAL HEALTH PROBLEMS 

 

 

The first two chapters of this literature review provided an analysis of the mainstream 

and indigenous mental health literature as a means of highlighting the inequity that 

exists between research within mainstream and indigenous populations.  From this 

overview, a number of solutions were proposed in the previous chapter to two primary 

issues, that being test bias, and assessment bias.  It is clear from this overview that 

research has had an indelible impact upon shaping modern day attitudes, and by 

extension, clinical practice with indigenous clients.  As discussed, whilst the estimated 

prevalence rates of mental ill health continue to escalate within the Aboriginal culture, 

there are associated concerns regarding the validity of much of these reported rates 

(Westerman & Kowal, 2002).  In addition to this, there is also a stated expectation 

within the literature that these already high reported rates are likely to continue to 

increase for Aboriginal people (Department of Health and Ageing, 1996).  This is due 

primarily to the lack of early intervention and prevention programs that exist for this 

population (Mitchell, 1999). 

 

The current chapter will therefore explore the question – can the higher prevalence of 

mental ill health amongst Aboriginal people be accounted for by the fact that the 

established generic risk factors are experienced at a greater level, or are we in fact 

looking at an additional, unique set of (culture-specific) factors that account for this 

greater degree of risk.  This section will now explore the more specific clinical and 

cultural reasons behind these epidemic-like (Swan & Raphael, 1995) prevalence rates.  

Whilst the lack of culturally sound assessment tools for the identification of mental 

disorders within Aboriginal populations remains as the source of these problems (Kyaw, 

1993), disorders in Aboriginal people also often go unrecognised, due to a lack of 

clinical and cultural acumen amongst practitioners (Eastwell, 1982).  Clinically, it is 

therefore essential to understand the particular cultural variants that exist in the 
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development, maintenance and presentation of mental ill health within Aboriginal 

populations. 

 

The aim is to provide a basis for the development of culturally valid assessment 

processes for clinicians to utilise in working with Aboriginal clients.  In doing so, this 

chapter will argue that indigenous mental health must firstly be understood at a 

conceptual level, and particularly how it differs from mainstream standards.  The 

primary argument will be that most of the existing research has failed to assess the 

relevance of indigenous specific risk factors, and therefore the phenomenology of 

indigenous mental disorder within their studies (Swan & Raphael, 1995).  Whilst 

generic risk factors identified within the mainstream literature have similar relevance 

within the Aboriginal population, this has also yet to be explored empirically (Reser, 

1991).   

 

In exploring these issues, the current chapter will; (a) provide an overview of the range 

of risk factors elucidated within the mainstream literature; (b) explore the range of risk 

factors which will be proposed as being unique to Aboriginal populations, and which 

arguably create a heightened risk for the development of mental health problems.  This 

will formulate the basis of the argument that there is a need to explore and empirically 

validate a range of culture-specific risk factors for Aboriginal Australians, and; (c) 

examine protective factors identified within the mainstream literature, which have been 

demonstrated to ameliorate the level of risk for young people.  Within this, the chapter 

will also examine the literature in combination with clinical case studies to provide 

hypotheses regarding a unique set of protective factors for Aboriginal young people.   

  

The above information will then be used to explore some solutions to the vexing issue of 

culturally competent assessment of mental ill health amongst Australian Aboriginal 

people.  This research will argue the case for a unique approach to clinical assessment 

and practice with Aboriginal Australians, which focuses upon incorporating unique risk 

and protective factors within assessment and intervention.  The chapter will provide a 

framework for (a) exploring indigenous conceptualisations of mental ill health; (b) argue 
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towards the need for cultural competence in clinical practice when working with 

Aboriginal people; (c) explore the relevance of culture-bound syndromes for Aboriginal 

Australians, based upon the existing research.  A review will be conducted of Australian 

and international literature to determine the evidence for and against this type of 

approach to assessment of indigenous people.   

 

3.1     Understanding Risk and Protective Factors for Childhood Mental  

Ill Health 

 

The effective prevention of mental ill health requires not only an understanding of those 

risk factors which exist to increase an individuals vulnerability to the development of a 

psychological problem, but also an effective means by which these variables are able to 

be changed (S. Spence, 1998).  The problem with such an approach is that there exists 

many risk factors, which cannot be easily altered, and therefore, an alternative or 

additional strategy for prevention of mental ill health has been to focus on building up 

protective factors, which have been shown to produce resilience to the development of 

psychological problems.  

   

As such, risk and protective factors can be considered as opponents to the development 

of disorder – the existence of one having a (usually) negative impact upon the other.  

Therefore an individual may possess certain risk factors, but not go on to develop 

psychological difficulties.  This is due to that same individual possessing protective 

factors, which are able to ameliorate the extent of risk.    

 

Current research has therefore focused on identifying protective and risk factors 

implicated in the development of mental ill health for children (Lambert, Knight, 

Taylor, & Rachenbach, 1994).   However, this focus has yet to gather momentum within 

the cross-cultural mental health field.  As a result, very little remains known about 

resilience within Aboriginal children.  I will therefore propose a number of factors 

which would theoretically provide such protection against mental ill health, based upon 

existing research.  The following review is intended only to provide a summary of those 
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risk and protective factors implicated in anxiety, depression and suicide as a more 

detailed account is beyond the scope of this research.    

 

3.2     Risk Factors 

 

The review will begin by exploring the mainstream risk factors commonly cited within 

the literature.  These include; cognitive style, biological or genetic vulnerability, 

comorbidity, family factors, and, previous episodes of disorder (see Zoccolillo (1992), 

for review).  

 

3.2.1     Biological or genetic vulnerability 

 

The role of biology and genetics in the development of childhood psychopathology is 

consistently alluded to within the literature.   Much of the focus within these studies 

have been in relation to elucidating commonalties in presenting depressive 

symptomatology between monozygotic and dizygotic sets of twins with a study by 

Thaper (1994) finding that depressive symptoms had a high genetic component of 79% 

in twin pairs aged 8 – 16 years.  However, research indicates that this effect varies with 

age with older twins more likely to demonstrate greater levels of depression (Kendler, 

Heath, Martin, & Eaves, 1986).  

  

One of the most reliable findings in the epidemiology of childhood psychopathology is 

that females are about twice as likely to suffer from depression (Nolen-Hoeksema & 

Girgus, 1994; Weissman & Klerman, 1977), and experience clinically significant levels 

of anxiety than males (P. C. Kendall, 1991; S. Spence, 1998).  However, this gender 

difference is not apparent until mid-adolescence, indicating that this stage of 

development provides an important window of opportunity for intervention.  The 

reasons for this gender difference remains unclear within the literature (Nolen-

Hoeksema & Girgus, 1994).  However, there is evidence that as females progress into 

adolescence, they become more likely than men to base their self-esteem on their 

relationship with others (Chevron, Quinlan, & Blatt, 1978; Kaplan, 1986).  The concern 
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being that reliance upon others for self-evaluation or validation of self puts one at risk 

for depression because the approval of others is not always reliable (Nolen-Hoeksema & 

Girgus, 1994).   

 

Finally, rates of suicide for the non-Aboriginal population show a more interesting 

pattern with regard to gender differences with males consistently showing a higher rate 

of completed suicides (Zubrick & Silburn, 1998).  For the period from 1986 to 1997, 

males accounted for 1,964 cases and females 456, a ratio of 4.3:1 in favour of males 

(Hillman et al., 2000).  For suicide attempts however, the opposite relationship exists.  

Between the years 1993 – 1998, females accounted for 9,372 of all hospital admissions 

due to deliberate self-harm and males 6,587, a ratio of 1.4:1 to females (Serafino, 

Somerford, & Codde, 2000). 

 

For Aboriginal people this same pattern is also evident.  Whilst there have been no 

studies conducted on genetic or biological predisposition, there is evidence of gender 

differences in relation to completed suicides, with a ratio of 10:1 in favour of males 

during the period 1986-1997 (Hillman et al., 2000).  For deliberate self-harm the pattern 

was reversed (similar to the mainstream population) with Aboriginal females accounting 

for 1,822 of hospital admissions due to deliberate self-harm and males for 1,268.  This 

represents a ratio of 1.4:1 in favour of females during the period 1981-1998 (Serafino et 

al., 2000).  Finally for suicide attempts, around one in five males (20.2%, n=18) had 

previously attempted, and 44.4% (n=4) of Aboriginal females had made previous 

attempts (Hillman et al., 2000).  

 

3.2.2     Cognitive style 

 

Variations in cognitive style may also be relevant to both the development and 

maintenance of depression, suicide and anxiety.  For instance, research in suicide and 

depression supports the role of schemata (Hammen, 1987; Kaslow, Stark, Printz, 

Livingstone, & Tsai, 1992) and negatively biased information processing (Haley, Fine, 
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Marriage, Moretti, & Freeman, 1985), in the development and maintenance of a 

negative cognitive style (P. C. Kendall, Stark, & Adam, 1990).   

 

Although these is no published research regarding cognitive or coping styles within 

Aboriginal populations, a conference paper by Veno (1994), explored the relevance of 

the framework proposed by Lazarus (1984b) regarding problem-oriented versus 

emotion-oriented coping styles.  Similar to the mainstream literature, the findings of this 

study indicate that indigenous people defined as “ good-copers”  had access to a variety 

of emotion and problem focused techniques.  However, there was a clear trend 

illustrating that those demonstrating a preference for problem-focused coping strategies 

tended to be good copers.  Veno and Drysdale’ s research supports the contention by 

Reser (1991) that Aboriginal people tend to employ coping styles that attribute causes of 

problems to external events and controls rather than internal.  

 

Whilst the tendency to interpret most life events as threatening or fearful or anticipate 

aversive outcomes may predispose children to developing anxiety disorders, evidence 

within the literature is so far inconclusive (S. Spence, 1998).  However, this explanation 

is also considered to be worthy of further investigation.    

 

3.2.3     Comorbid disorders and previous episodes 

 

High rates of comorbidity between childhood disorders have been found in a number of 

studies (refer to Bird, 1996 for a review).  Depression and anxiety in particular have 

been consistently identified as comorbid diagnoses in a range of studies (Rudolph, 

Hammen, & Burge, 1994).  Other more externalising behaviours such as conduct 

disorders and attention deficit hyperactivity disorder (ADHD) have also been shown to 

be commonly comorbid with both mood and anxiety disorders (P. C. Kendall, 1991).  

There is also a strong tendency for children with either conduct or oppositional disorder 

to also meet criteria for ADHD and a tendency for the disruptive behaviour disorders to 

cluster with substance usage disorders (Bird, 1996).   
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Whilst there has been no research, which specifically investigates comorbidity of 

ADHD with indigenous people in Australia, there are a few initiatives within the field 

that may contribute to a greater understanding of these issues.  First, The Strengths and 

Difficulties Questionnaire (SDQ:  Goodman (1998)) is currently being used in Western 

Australia by the Telethon Institute for Child Health Research in an Indigenous Child 

Health Survey (ICHS). This survey commenced in 1997, and has aimed to provide 

prevalence data on a range of physical, social, emotional and psychological well-being 

factors amongst indigenous families. The SDQ is a brief behavioural screening tool that 

asks about 25 different attributes, some of which are positive, and others negative.  It 

was developed by (Goodman et al., 1998) in the United Kingdom, and is used primarily 

with 3-16 year olds.  The SDQ investigates conduct-oppositional disorders, 

hyperactivity disorders, depression, pervasive developmental disorders, and anxiety 

disorders (specific phobias; eating disorders and separation anxiety).  The ICHS should 

therefore provide some insight into nature and prevalence of ADHD in Aboriginal 

children and youth.  However, it should be noted that the cultural validity of the SDQ 

has yet to be demonstrated empirically with Aboriginal Australians.  It is for this reason 

that the methodology utilized by the ICHS in the administration of the SDQ with 

Aboriginal youth and young people is of particular interest to the field.   

 

Second, a paper by Luk et al., (2002) investigated the cultural/ethnic influences of 

comorbidity of childhood hyperactivity.  They found that hyperactivity was highly 

comorbid with disorders such as conduct or affective disorders, including anxiety and 

depression.  They cited research which confirmed comorbidity of ADHD with affective 

disorders amongst African Americans (Samuel, Biederman, & Faraone, 1998) and 

conduct disorder with Chinese children (Luk et al., 2002).   Luk et al., (2002) therefore 

argued that comorbidity and ADHD was as relevant cross-culturally as it is within 

mainstream cultures.  In a similar vein, Sack (1993) reported, “ despite (the) lack of basic 

epidemiological knowledge in this area, the current empirical evidence does suggest that 

comorbidity is frequently found in clinical samples of (indigenous) children and 

adolescents”  (p. 471). 
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Similarly, a previous history of subclinical or clinical levels of depressive 

symptomatology has been associated with an increased risk of suicidal behaviours and 

actual suicides in young people (Ge, Best, Conger, & Simons, 1996). Suicidal behaviour 

and actual suicide is associated with depression in adolescents, however, the nature of 

the association is a complicated one. Specifically, a person reporting severe depression 

without acknowledgement of suicidal ideation is not considered to be at risk of suicide 

(Schochet & O’Gorman., 1995).  The relationship is complex, due primarily to the 

nature of depression as a condition which is debilitating to the individual in such a way 

that energy, concentration, and the ability to formulate or enact coherent suicide plans is 

dramatically affected (Silverman & Felner, 1995).  As depression deepens, thoughts of 

suicide are likely to increase; however, the individual is also likely to lack the energy or 

initiative to put these plans into action. However, the reduction of the propensity 

towards suicidal ideation is nonetheless considered to be a vital step towards reducing 

the harm of actual suicide (Orbach & Bar-Joseph, 1993).   

 

The relationship between suicidal ideation (i.e., the tendency to think about taking one’ s 

life) and completed suicide is also not a linear one, with many people who contemplate 

suicide, not actually attempting to take their own lives (Lipschitz, 1995).  

 

A previous history of depressive symptomatology has also been shown to be a 

significant risk factor for recurrent and more severe bouts of depression (Gladstone, 

Kaslow, Seeley, & Lewinsohn, 1997; P. C. Kendall, 1991).  Similarly, adolescents who 

have attempted suicide are at high risk for future attempts and completions (Cantwell & 

Baker, 1989; Summerville et al., 1994).  A similar pattern has been noted for children 

experiencing anxiety complaints, with Cantwell (1989) demonstrating in a four-year 

follow-up of children aged 2 to 11 years, that these children either maintained their 

disorder, or could be classified as fitting the criteria for another disorder.  

 

Unfortunately, the research within indigenous communities in terms of comorbidity has 

been scarce.  In particular, substance usage has been strongly associated with completed 

suicides, particularly those that are more impulsive in nature (Berman & Jobes, 1991; 
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Hunter, 1988a, 1988b, 1989, 1990; Tatz, 2000).  For instance, alcohol has been 

associated with Aboriginal suicide attempts, as most male attempts (97.7%) and 

approximately half (50%) of female attempts occurred when the individual was highly 

intoxicated (Powder & Law, 1987; Reser, 1991) and some 81% of these suicide attempts 

were precipitated by a recent interpersonal conflict (Hunter, 1991d, 1993, 1997).  Much 

of the research argues that alcohol enables rather than causes a vulnerable individual to 

engage in self-destructive behaviour (Hunter, 1989).  In line with this, alcohol and other 

substance use (mainly marijuana and inhalants) have also been correlated with personal 

problems, education failure and family arguments (Blum et al., 1992).   

 

Hillman, et al’ s (2000) research into suicides in Western Australia (1986 – 1997) 

indicated that of those suicide deaths, some 36% of males had been treated for a 

psychiatric disorder during their lifetime.  These included depression, schizophrenia, 

alcoholism, borderline psychosis, alcoholic brain damage and paranoia.  Hunter’ s (1990, 

1991) research into risk factors for suicidal behaviours focused upon psychosocial 

determinants such as alcohol usage, interpersonal conflicts as triggers to suicidal 

behaviours, and environmental determinants of suicide risk, such as knowledge of and 

relationship to someone who had completed suicide.  No assessment of comorbidity was 

incorporated within this research, and indeed any published research on mental ill health 

amongst Aboriginal children or adults.  Whilst a number of research papers have 

investigated prevalence of mental ill health, psychiatric disorders and psychosocial 

issues, none of them have provided information or analysis of comorbidity. In the 

absence of any indigenous Australian research, the cross-cultural research can provide 

some direction with regard to the cultural relevance of comorbidity.  However, research 

is clearly needed not only into population-based prevalence of disorders generally, but 

also the rates of comorbidity.  Given the research-based evidence, which supports the 

tendency for identifiable risk factors to cluster with indigenous people, assessment of 

comorbidity will clearly provide a greater level of insight regarding diagnosis, treatment 

and intervention of mental health conditions in Aboriginal young people.   
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3.2.4     Family factors 

 

Research findings have suggested that there may be some important deficits and 

excesses in families with depressed, suicidal and anxious children (Stark et al., 1993). 

Families of depressed, anxious and suicidal young people are characterised by extreme 

neglect, family violence, parental psychopathology, physical illness in a parent 

(Friedman et al., 1984) and substance usage (Kashani & Ray, 1985).  Further, disturbed 

children have also consistently reported higher levels of family conflict (Friedman et al., 

1984), describe their families as significantly less cohesive, less controlled (Mattison, 

1991; S. H. Spence, 1994; Stark et al., 1993), and report less empathic communication 

and more parental rejection (Wodarski & Harris, 1987).  Evidence also suggests that 

parental behaviour plays an important role in the development of pathology by acting in 

ways which model, prompt and reinforce maladaptive coping styles (Koller & Williams, 

1974).   

 

The prominence of violence within Aboriginal communities has become well 

established (Berman & Jobes, 1991; Reser, 1989b), with high rates of rape, sexual 

assault (Carter, 1987; Perkins, Sanson-Fisher, Girgis, Blunden, & Lunnay, 1995) and 

domestic violence (Powder & Law, 1987) all of which have been highly correlated with 

mental ill health (Atkinson & Clarke, 1997; Sam, 1992).   

 

3.3 Risk factors for Aboriginal youth:  the cultural-historical-social context 

 

The chapter will now explore the factors implicated within the research as acting as risk 

factors for the development of mental ill health in Aboriginal youth.  Whilst the range of 

mainstream risk factors is relevant to this understanding, I will propose that an enhanced 

understanding of indigenous mental health will be achieved by exploring the range of 

risk factors which are unique to Aboriginal people.  Based upon the international and 

Australian indigenous literature, these will include (a) the social-historical context of 

indigenous Australian’ s; (b) cultural identity, racism and acculturation; (c) acculturative 

stress; (c) alcohol usage and its cultural associations, and; (d) social and cultural 
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isolation.  Based upon this evidence, I will propose further exploration of a specific 

range of cultural factors implicated in the development of mental health problems 

amongst Aboriginal populations.   Whilst this will remain a major aim of the current 

research project, an exploration will be conducted within the conceptual framework of 

indigenous mental ill health.   

 

3.3.1     The social-historical context of indigenous Australians 

 

The forcible removal of Aboriginal children from their families and communities since 

the very first few days of the European occupation of Australia in 1788, and the 

continuation of this policy until 1972 (in Western Australia) has been implicated in the 

development of many mental health problems amongst Aboriginal people (Human 

Rights and Equal Opportunity Commission, 1997).  Whilst the effect of this practice is 

mediated by an individual’ s response to this experience, the centrality of trauma and 

grief has been repeatedly identified by Aboriginal people as one of the most critical 

issues affecting them (Swan & Raphael, 1995).   

 

The psychological impact of the experience of dispossession, racism, exclusion, 

extermination, denigration and degradation are beyond description – it strikes at the very 

core of one’ s sense of self (Beswick & Hills, 1972; Clayer & Czechowicz, 1991; C. 

Kendall, 1994).  Research has indicated that many of those removed have turned to 

crime and substance abuse and have disconnected from society (Hunter, 1991c; 

O'Shane, 1995).  Such adverse environmental factors have been associated with an 

increased risk of psychiatric disorder, with one study finding that almost four-fifths of 

Aboriginal respondents who had been bought up in an institution reported a psychiatric 

disorder, as did three-fifths of those who had lived in a non-Aboriginal foster home (J. 

McKendrick et al., 1990).  Similar data have been reported elsewhere (see Swan & 

Raphael, 1995 for a review), however this data must be interpreted with caution in light 

of earlier criticism regarding the methodological adequacy of research within Aboriginal 

populations.     
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Children forcibly removed from their families and subsequently abused, institutionalised 

and raised to believe in their own cultural inferiority will frequently lack attachment, 

have low self-esteem, and have difficulties relating to others – factors which increase the 

likelihood of mental illness (Human Rights and Equal Opportunity Commission, 1997).  

Bowlby (1951) first spoke of the importance of attachment to a primary caregiver in 

infancy and research has since supported the notion that separation from a primary 

caregiver in childhood can lead to depression and suicide (Morice, 1988; Swan & 

Fagan, 1991), alcohol and drug use (Hunter, 1991d), lack of trust and intimacy,  

insecurity and lack of self-esteem, feelings of worthlessness and delinquency and 

violence (Human Rights and Equal Opportunity Commission, 1997).   

 

3.3.2     Intergenerational Trauma 

 

The effects of removal policy are still being felt today with the ‘Welfare’  or the Police 

still systematically removing Aboriginal children from their families in the 1970s.  

McCotter (1981), in a report prepared by the then Western Australian Department of 

Community Welfare, stated that 57% of all children in care were Aboriginal. Over two 

thirds of these children were placed with non-Aboriginal families. Dodson (1991) found 

that 44% of children in substitute care in Western Australia were of Aboriginal descent 

despite Aboriginal people making up just 2.5% of the population. Dodson concluded 

that Aboriginal children and their families are still experiencing institutionalisation and 

that to date no generation of Aboriginal children has been free from the threat of 

removal by the State. Removal, and the threat of removal, has had a significant impact 

on the way in which Aboriginal people relate to government agencies and departments, 

the level of trust developed and the outcomes achieved.  

 

The recent “ Bringing them Home”  (Human Rights and Equal Opportunity Commission, 

1997) inquiry into the stolen generation of Aboriginal children also found that the 

removal of children from their families undermined the value of Aboriginal people as 

positive and capable parents.   Much of the research, whilst problematic because it is 

largely anecdotal and therefore lacking empirical validation, indicates that many ‘Stolen 
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Generations’  children are more likely to have ‘problem’  children, with 25% of boys and 

33% of girls (of stolen generations parents) having “ substantial behaviour problems” , 

such as delinquency (Aboriginal Legal Service, 1995), substance usage (Reser, 1989a), 

self-harm (Hunter, 1991d) and suicidal behaviours (Raphael, 1994; Swan & Raphael, 

1995), difficulty with school (Gross, 1989) and in relating to their peers (Silverman, 

1989).  Further, the Aboriginal Legal Service of WA’ s report into the Stolen 

Generations “ Telling Their Story”  involved a survey of some 483 clients who had been 

forcibly removed and found that more than 33% reported that their children had in turn 

been removed from their families  (Aboriginal Legal Service, 1995).  

 

Finally, research also indicates that the high rates of depression documented amongst 

stolen generation’ s people places the children of these parents demonstrating 

significantly greater levels of anxiety, depressive symptoms and physical illnesses than 

children of non-depressed parents (Human Rights and Equal Opportunity Commission, 

1997).   

 

3.3.3     Cultural Identity, Racism and Acculturation 

 

Durkheim (1951) first raised the notion of anomie to describe situations where 

individuals sense their own norms and values are no longer relevant, and their ties to 

society are thereby weakened and lost (Clayer & Czechowicz, 1991).  Aboriginals have 

been proposed to be psychologically vulnerable to mental health problems as a result of 

devaluation in the Aboriginal sense of community (Huffine, 1989). Evidence also 

suggests that simple membership in an ethnic minority group contributes significantly to 

the relatively high rates of distress (J. Cawte, 1969; Ruth, 1990), with studies 

demonstrating that other indigenous colonised cultures experience similar 

disproportionately high rates of distress as Aboriginal Australians (Berry & Kim, 1988; 

Johnson, 1994).  

 

In addition to this, acculturation has been linked to the development of mental ill health 

for indigenous and minority populations (Berry & Kim, 1988).  Specifically, those 
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indigenous people who have high levels of acculturation with the dominant culture, and 

at the same time, have a low level of contact with their traditional culture are most likely 

to experience acculturative stress and mental ill health (Berry & Kim, 1988; D. A. 

Vicary, 2002).  The extent to which this applies to Aboriginal Australians has been 

explored within the literature, but such research has yet to be validated empirically (D. 

A. Vicary, 2002). The current research will explore the specific components of 

acculturation and the extent to which these factors are able to predict mental ill health in 

Aboriginal youth. 

 

Several stressors have been strongly associated with Aboriginal mental ill health, which 

often reflect a negative experience of acculturation, such as high rates of unemployment, 

substandard education, poor housing, high mortality rates, and negative models for 

coping (J. H. McKendrick et al., 1992).  In addition, these stressors have been shown to 

compound one another and pathology therefore reflects severe distress when the 

individual’ s ability to cope effectively is constrained.   

 

3.3.4     Acculturative Stress 

 

Psychologists should always consider the impact of both acculturation and acculturative 

stress on the mental status of the client they are assessing (Velazquez et al., 2000).  In 

fact, current research indicates that it may be the extent of acculturative stress which 

impacts at a greater level than acculturation as a contributor to mental health (Cuellar & 

Paniagua, 2000).   

 

The international literature has already developed a fairly sound research base 

demonstrating the relevance of acculturation and acculturative stress indices in 

accounting for rates of mental ill health (Cuellar, 2000). This is an issue, which clearly 

requires exploration with indigenous populations within Australia.  The marrying of 

acculturation with concepts of acculturative stress is important from a clinical 

perspective, as it clearly fits with the need to ascertain the extent of impairment 

experienced by individuals experiencing acculturation.  Finally, identification of the role 
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of acculturative stress in mental health presentation enables preventative efforts to be 

directed towards the provision of coping or resiliency to such stressors (Cuellar, 2000).   

 

3.3.5     Alcohol usage and the relationship to culture 

 

Alcohol usage is simultaneously a health problem and a cause of other health problems, 

and is at least in part mediated through a number of factors which increase an 

individual’ s vulnerability to mental disorders (I. H. Jones, 1972).  Indeed, alcohol usage 

is related to disorders of ideation and perception with data from the Northern Territory 

showing a 500% increase in hospital admission rates for Aboriginal males with a 

diagnosis of alcoholic psychosis between 1977 and 1982 (Hunter, 1988a, 1989).  In 

addition to this data, there is evidence suggesting a strong role for culture with alcohol 

induced psychoses often involving hallucinations of spiritual or cultural concepts 

(Hunter, 1993).  This has involved reports of visual images of tribal punishment taking 

place; being ‘chased’  by Maban (defined as spiritual men of the highest ranking in 

Aboriginal communities), as well as enactments of sorcery taking place (T.G. 

Westerman, 2002a).   

 

Throughout the literature, chronic and acute alcohol usage is consistently associated 

with completed suicides (Hunter, 1991a, 1991b, 1991c; Reser, 1989a, 1989b), 

depression (J. McKendrick et al., 1990), and interpersonal violence (Hunter, 1989).  

Substance usage in parents has also consistently been cited in the literature as a risk 

factor for the development of mental health problems in children (Aboriginal Legal 

Service, 1995; Burdekin, 1993).  Prevalence rates indicate that some 66% of male and 

38% of female Aboriginals consume in excess of the NMHS defined harmful level 

(Australian Bureau of Statistics, 1997).  However, it is also of note that current research 

points to an age affect with those in the 30 – 44 year age group amongst the highest 

consumers of alcohol (J. H. McKendrick et al., 1992).  In addition to this, research 

indicates that rates of alcohol consumption between indigenous and non-indigenous 

populations do not differ dramatically, but for those indigenous people who do consume 

alcohol, they do so at excessive levels (Reid & Trompf, 1991)..  
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3.3.6     Social and cultural Isolation 

 

Social isolation has also been identified as a major risk factor with most research 

indicating that the decrease of traditional social support networks are likely to mitigate 

the effects of stress (Hunter, 1988a, 1988b).  Whilst social isolation has also been 

implicated in the development of mental ill health amongst non-indigenous youth 

(Zubrick et al., 1995), research indicates that for Aboriginal youth alienation from 

within their culture as well as from the dominant (westernised) culture is able to occur 

equally in densely or sparsely populated environments (Beresford & Gray, 2001).  In 

this sense, social and cultural isolation translates as alienation and acculturative stress, 

thus operating as a factor which is specific to indigenous youth. 

 

3.3.7     The normality continuum:  when mental health is a way of life 

 

Several authors have argued that the extent of mental ill health experienced by 

indigenous communities is so great, that it is becoming engrained as normal part of daily 

existence (Atkinson & Clarke, 1997; Tatz, 2000).  This means predisposition towards 

the development of mental health problems within an individual will be compounded by 

the lack of appropriate models of coping with stress within the environments in which 

Aboriginal people live.  Research has demonstrated that living in environments which 

model and reinforce maladaptive coping styles plays a significant role in the 

development of mental health problems, most particularly suicide (Hunter, 1990, 1993; 

Reser, 1989b) and self-harm (Hunter, 1991c).  In addition, if experiences of mental ill 

health and particularly suicide are so commonplace, Aboriginal people may act in ways 

that increase the likelihood that individuals will engage in such behaviours again, or 

become more entrenched (Tatz, 2000).  This will be either through demonstrating a 

tolerance of these behaviours through inaction, or by creating more distress for 

individuals through adopting punitive responses to these events (T.G. Westerman, 

2001).    
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3.3.8     Lack of Clinical Acumen 

 

There exists an inadequate understanding of psychopathology, and what constitutes 

psychopathology, within other cultures (C. Waldegrave & Tamese, 1993).   Past 

approaches to understanding the mental health needs of Aboriginal Australians, has 

largely been through the application of generic (westernised) conceptualisations of 

health and well being (D. Vicary & Andrews, 2001).  Often, such frameworks are 

inappropriate, primarily because they fail to recognise that both culture and spirituality 

have strong roles to play in the development and maintenance of mental health problems 

in Aboriginal people (Atkinson & Clarke, 1997; C. Waldegrave & Tamese, 1993).   

 

The suggestion that mental illness can be ascribed meaning from a single cultural 

perspective also, importantly, has minimised the role that (non-Aboriginal) practitioners 

have to play in modifying their practice to “ fit”  the needs of indigenous Australians 

(Dudgeon, Grogan, Collard, & Pickett, 1993).  The implication being that there must be 

some recognition from non-indigenous practitioners of the need to examine the content 

of their practice to incorporate culturally relevant factors, but to also ensure that the 

process of intervention is guided by the specific needs (and worldview) of Aboriginal 

clients.  Unfortunately, whilst there is wide recognition of the importance of culturally 

appropriate interventions, little has been achieved in real terms in increasing the skill 

levels of non-Aboriginal practitioners in the field (T.    Westerman & Vicary, 2000; T.G. 

Westerman, 2002c).    

 

It is argued that this is a reflection of the lack of understanding of the subjective 

experience of Aboriginal people with mental health problems or who are at risk of 

developing these problems.   This is a significant issue, as a strong argument can be 

provided for the contention that mental health problems are often characterised by an 

individual’ s subjective responses to visible or internalised trauma which have usually 

proceeded that individuals often rationale attempts to reconcile feelings of hopelessness, 

helplessness and despair.  Difficulty in detection has commonly cantered on a lack of 

understanding of the manner in which mental health problems come to attention and the 
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way in which cultural factors influence behaviour or presentation.  The results of this are 

that those Aboriginal people who do come into contact with mental health services are 

more likely to be treated with higher doses of medication to ensure that their behaviour 

rapidly dissipates (Hunter, 1991b), and are also more likely to be inappropriately 

diagnosed (J. McKendrick et al., 1990).   Those from remote areas in particular are more 

likely to be treated with medication rather than any other form of therapy.  Even more 

concerning is that the prescription of medication likely to be inadequately supervised or 

understood by the client. 

 

The result of these problems is that requests for help from mental health professionals 

by Aboriginals have always been considerably less frequent than by non-Aboriginals (J. 

McKendrick et al., 1990).  The problems associated with identification, isolation, and 

the lack of cultural understanding amongst many clinicians have led to the fact that 

Aboriginal people only come to attention as a result of severe behavioural disturbance 

rather than with complaints of subjective distress (Hunter, 1991d).   

 

Difficulties with communication and problems associated with a foreign and sterile 

setting also mean that Aboriginal people often find it difficult to communicate their 

distress, and for professionals to question Aboriginal people about their feelings 

(Hunter, 1990, 1991b, 1991c).  In fact, Hunter (1993) interviewed a random sample of 

Aboriginal people and found high subjective accounts of feelings of depression and 

anxiety.  Most did not appear distressed in clinically defined terms, and they were also 

less frequently asked about their feelings in comparison to a mainstream control group.  

 

The valid identification of mental health problems amongst Aboriginal people is perhaps 

the most significant issue facing mental health professionals in their desire to work with 

Aboriginal communities.  This has become problematic as a result of the erroneous 

assumption that mental health problems will always be obvious to others (Hunter, 

1991d; Litman, 1995).  Related to this is also the belief that clients themselves are able 

to recognise the early signs and symptoms of mental ill health.  Research indicates that it 

is the combination of both of these misnomers which makes early intervention in 
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Aboriginal communities difficult (Spencer, 1988).  Obviously, the basis of these 

problems with identification is the myriad of cultural differences, which affect client 

presentation, and therefore, the clinicians’  assessment.  For clinicians specific 

information pertaining to culturally competent assessments of Aboriginal mental health 

clients is not forthcoming.  The result is that the engagement of Aboriginal clients is 

often rare, but also commonly at the extreme end of behavioural distress (Hunter, 1989).   

 

As a result of these problems there is in general, a high degree of acceptance of 

abnormal behaviour within Aboriginal communities, which creates significant stress 

within these communities.  Communities would only start to complain if the person was 

extremely violent, or if there were not enough people to care for the person on a shared 

responsibility basis (Huffine, 1989; Hunter, 1989; T.G Westerman, 2000).  However, of 

some significance is that fact that in those instances in which local mental health 

services considered someone to be mentally ill, their communities also perceived them 

as abnormal, and this was differentiated from violence or substance usage (Hunter, 

1993). 

 

3.4     Protective Factors 

 

The question consistently arises in clinical work as to why some children who 

experience many risk factors do not develop pathology.  Whilst a variety of explanations 

may be proposed, much of the research is inconclusive and still in its early stages.  

However, the available literature indicates some mediation of the following variables in 

the development of psychological problems in young people.   

 

3.4.1     Individual temperament and coping skills 

 

It is clear that children are born with innate temperamental and conditionability to a 

range of life experiences (S. Spence, 1998).   However, the extent to which these 

tendencies play a role in the maintenance and development of pathology remains 

unclear, as not all children with “ difficult”  temperaments will progress to show 
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behavioural difficulties (Endler & Parker, 1990).  However, those factors which have 

been identified within the literature as providing a protective barrier for “ high risk”  

children include; having an “ easy”  early childhood temperament (Rutter, Tizard, & 

Whitmore, 1970), high self esteem (Charman & Pervova, 1996) and internal locus of 

control (Werner, 1987).   

 

The relationship between coping skills and pathology has recently received considerable 

attention (Endler & Parker, 1990).  For instance, accumulated clinical evidence indicates 

that people in psychological distress appraise and cope with stressful situations 

differently than nondepressed individuals (Lazarus & Folkman, 1984a).  It has been 

reported that distressed individuals used more emotion-focused whereas those 

nondistressed individuals tend to use more problem or task-focused coping strategies 

(Endler & Parker, 1990).  Emotion focused coping incorporates behaviours which are of 

an internal focus and may include activities such as daydreaming about the future, or 

trying not to feel angry (Endler & Parker, 1990).  Problem oriented strategies may 

include problem-solving solutions to a problem or finding out more information about 

the problem (Lazarus & Folkman, 1984b).  It is certainly clear that methods such as 

seeking out information, positive self-talk, diversion of attention, relaxation, and thought 

stopping have been associated with lower levels of distress in children (C. Petersen & 

Seligman, 1984). 

 

3.4.2     Family and external factors 

 

Preliminary evidence indicates some support for the importance of attachment to a 

primary caregiver for those children who experience risk factors such as severe neglect.  

(Toth & Cicchetti, 1996) demonstrated that children who were maltreated but displayed 

attachment to at least one parent or caregiver showed lower levels of depressive 

symptomatology than maltreated children who were poorly attached.  This is a 

significant issue particularly with Aboriginal people who have suffered through a policy, 

which involved the removal of Aboriginal children from their families of origin with a 

view of assimilating Aboriginal people into the dominant white culture.  The impact of 
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this policy on Aboriginal people will be explored in greater depth in relation to risk 

factors for Aboriginal mental health in the following section.   

 

Finally, research has also indicated that the level of positive external contact with peers 

has been linked with higher self esteem (Achenbach et al., 1987), lower levels of 

depressive symptomatology (P. C. Kendall et al., 1990) and therefore may work to 

provide children with identified risk for mental ill health with a level of resilience 

against the development of pathology. 

 

3.4.3     Culture as a protector against mental illness 

 

As already discussed, there are many cultural issues, such as racism, segregation, 

acculturation and acculturative stress that continue to impact upon the mental ill health 

and well-being of Aboriginal Australians.  However, there is also a number of 

compelling arguments which suggest that the presence of certain cultural factors is able 

to mediate individual responses to these negative life experiences (Roe, 2000).  For 

instance, a positive view of Aboriginal culture and of being Aboriginal has been 

associated with retention in school, as well as positive self-esteem and concept 

(Beresford & Gray, 2001).  The literature on acculturation as already discussed, 

demonstrates that there is a strong association between good mental health (despite the 

existence of risk factors) and positive views of ones’  culture of origin as well as the 

dominant culture (Berry & Kim, 1988). Indeed more recent literature argues that culture 

should be viewed as central and not peripheral to mental health and mental illness 

(Cuellar & Paniagua, 2000).   

 

The study of culture and mental health has progressed significantly within the 

international literature, and there is now a substantial theoretical and clinical basis for 

work within this area (Marsella & Yamada, 2000).  The extent of this progression is 

such that there now exists empirical validation of the specific cultural variables that 

provide resilience to the development of disorder.  Whilst this field of enquiry is 

obviously of enormous value, this has not been mirrored within the Australian literature, 
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where the focus has instead been on delineating the range of risk factors to the 

development of mental ill health.  The focus of the current study is to further refine and 

validate culturally specific risk factors, whilst also exploring and articulating a range of 

Aboriginal-specific protective factors, for Aboriginal youth. 

 

3.5     Understanding indigenous mental health from a conceptual level 

 

In sum, a primary aim of the current research is to develop models from within the 

Aboriginal culture that incorporate factors unique to indigenous people in the 

development and maintenance of disorder.  In addition to this, there will also be 

opportunity to test these models empirically.  Whilst this process has obvious 

importance, fundamental to the ensuring the cultural validity of these theoretical models 

is that   indigenous conceptualisations of mental health and well-being must first be 

determined.  Arguments of this type have developed from the reality that current 

mainstream health services are failing to meet the needs of indigenous people both in 

terms of attracting initial attendance as well as maintenance within a therapeutic service 

(J. H. McKendrick, 1997; D. Vicary & Andrews, 2001).  They are also demonstrative of 

a perspective of mental health which places an emphasis upon culture-specific variables 

which shape an individual identity and worldview (R. H. Dana, 2000).     

 

The need to recognise this difference has long been stated by indigenous people.  There 

have therefore been numerous attempts to define indigenous mental health concepts; 

however, the common theme amongst such definitions has always been the holistic 

nature of health and well-being.  Reflecting this view most adequately was a position 

paper on Aboriginal Mental Health at the National Aboriginal Community Controlled 

Health Organisation (National Aboriginal Community Controlled Health Organisation, 

1993) in which it was stated that: 

 

“ For Aboriginals, mental health must be considered in the wider context of 

health and well-being.  This requires that health be approached in the social 

emotional context and that social emotional health and psychiatric disorders 
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encompass oppression, racialism, environment, economical factors, stress, 

trauma, grief, cultural genocide, psychological processes and ill health.”   

(Cited in Swan & Raphael, 1995, p. 1). 

 

Whilst definitions of indigenous mental health have generally advocated for the 

incorporation of mind, body, spirituality, environmental and spiritual constructs, this 

position paper also argues for the inclusion of socio-historical-political factors 

implicated in the development of disorder amongst indigenous groups.  This must 

include the impact of colonialism; trauma, loss, and grief; separation of families and 

children; the taking away of land; and the loss of culture and identity; plus the impact of 

social inequity, stigma, racism and ongoing losses (Swan & Raphael, 1995).  However, 

what many current definitions have failed to address is the extent to which these factors 

have impaired the functioning of the individual being assessed.  The issue of truly 

defining indigenous mental ill health therefore requires not just understanding the 

potential origin of such problems, but also how to assess the extent to which these 

specific factors are important.   

 

Treatment options must also reflect this difference in perception.  Within this is the need 

to acknowledge existing frameworks of healing within Aboriginal communities and in 

particular those pertaining to the resolution of mental health disorders.  This must occur 

in such a way that there is opportunity within the assessment process to explore the 

extent to which the particular mental health issue is symptomatic of any underlying 

cultural and / or spiritual issues that the person has.  Often, it is the case that mental 

health problems will manifest themselves spiritually and culturally and therefore can 

often only be resolved in this manner.   

 

It is important to note that arguments for a reconsideration of mental health for 

indigenous people is not an argument for separatism, or one which fails to capture each 

individual client’ s subjective and unique experience. Rather than clients being defined 

solely in terms of culture, such perspectives enable a synthesis of factors which exist 

within a specific cultural background, attention to universally identified risk factors, and 
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finally, an acknowledgement of the importance of individual differences (McClure & 

Teyber, 1995).  Within this is the need for Aboriginal people to also recognise that 

culture is fluid and ever changing, and whilst traditional ways of healing have their 

place, what culture looks like for our old people may take on a completely different 

form for younger generations.  

 

3.5.1     The mind-body dichotomy 

 

It is generally accepted that Aboriginal culture is holistically based (Clarke & 

Fewquandie, 1996).  In definitional terms, this means that concepts of mental ill health 

for Aboriginal people will always need to take into account the entirety of one’ s 

experiences, including physical, mental, emotional, spiritual and obviously, cultural 

states of being.  In more practical terms, this means that traditionally, Aboriginal people 

have tended not to recognise health in terms of a mind / body dichotomy (Slattery, 

1994).  This effectively makes the western model of ascribing illness to disease not 

appropriate or relevant to the beliefs of most Aboriginal people.   It is not uncommon for 

example, for Aboriginal people to speak of being unwell within themselves or feeling 

that things are not quite right, without necessarily translating this to physical signs or 

mood states (Roe, 2000).  For this reason, statements such as “ I am feeling depressed”  ; 

“ I have a lot of anxiety”  are uncommon amongst Aboriginal mental health clients – the 

sense of unwellness, or things “ not being right”  is considered to be more appropriate.  

This is in obvious contrast to westernised views of mental health in which people are 

more likely to ascribe feeling unwell to a specific reason (e.g., Being depressed; having 

an anxiety disorder, and so on).    

 

3.5.2     The external attribution belief system 

 

In addition to this, all serious sickness, including mental health is often attributed to 

external forces or reasons.  Research that has occurred within this area argues that 

Aboriginal people have an external attribution belief system that is associated with any 

experiences of ill health (Reid & Trompf, 1991).  In effect, when ill health occurs, 
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individuals will most likely attribute this to some external wrongdoing which is most 

likely to be culturally based.  For example, “ doing something wrong culturally” , or 

“ being paid back”  for wrongdoing are common attributions made to mental health 

conditions (Sheldon, 2001; D. Vicary & Andrews, 2001; T.G Westerman, 2000).  This 

reflects the intertwining of spirituality and particularly relationships with family, land 

and culture (Slattery, 1994).   

 

3.5.3     Understanding the origin of cultural manifestations of mental ill health for 

Aboriginal Australians 

 

As discussed, the Aboriginal belief system is such that ill health is attributed to external 

reasons, which are most often culturally based.  Knowledge of the specific cultural 

issues which are implicated in mental ill health is therefore vital to culturally competent 

assessment and intervention (R.H. Dana, 1998; R. H. Dana, 2000). Within the cross-

cultural literature these manifestations are described as culture-bound syndromes 

(American Psychiatric Association, 1994; Paniagua, 2000). The current research will 

aim to explore the relevance of a range of culture-bound syndromes for Aboriginal 

Australians, and the extent to which culture impacts upon the development, presentation 

and maintenance of mental ill health amongst Aboriginal youth.   

 

The DSM-IV defines culture-bound syndromes as “ locality-specific troubling 

experiences that are limited to certain societies and cultural areas”  (p. 394).  In line with 

this definition, Paniagua (2000) argues that inaccuracies in assessment (i.e. 

misdiagnosis, over diagnosis and under diagnosis), may be the result of the limited 

understanding within the mental health profession of the existence of cultural factors 

which lead to symptoms which mimic psychopathology (C. Waldegrave & Tamese, 

1993).   In addition to this, there has been little guidance (historically) as to how or 

when clinicians should or should not take culture into consideration (Lopez, Lopez, & 

Fong, 1991).   
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Cross-cultural research has begun to explore the basis of cultural variations in 

personality and psychological disorder (Allen, 1998).  The findings of a number of 

studies have pointed to the existence of a range of culture-bound syndromes within 

minority populations internationally (see Paniagua, 2000 for an overview).  Whilst this 

has challenged the validity of mainstream assessment practices for cultural minority 

groups, research regarding the existence of culture-bound syndromes within Australian 

Aboriginal populations has not been forthcoming.  This is of concern on a number of 

levels.  First, from a mental health perspective, indigenous clients will most certainly not 

experience any changes in symptoms if cultural problems continue to be undetected, and 

unattended to in clinical practice.  There is certainly a large volume of empirical 

evidence regarding the existence of culture-bound syndromes; therefore, the need for 

service providers to be able to incorporate these factors within clinical assessment is 

vital to achieving good mental health outcomes for indigenous clients.    

 

Second, clinical interventions that address syndromes that are culture-bound involve 

different processes than those, which are undertaken to deal with syndromes, which 

have a definitive mental health or organic origin.  Models, which facilitate the cultural 

resolution of such problems, are clearly necessary, and should be a primary focus of the 

indigenous mental health field.  

 

3.6     Summary of Chapter 

 

This chapter has proposed that an enhanced understanding of Aboriginal mental health 

is best achieved through an integration of a range of mainstream with indigenous 

specific risk and protective factors.  These factors must now be validated empirically as 

a means of creating a better understanding of the underlying causes of mental ill health 

within Aboriginal populations.  This clearly involves a determination of how these 

factors impact upon mental health presentation as well as the choice of an appropriate 

intervention strategy.  Whilst this chapter has highlighted essential differences between 

mainstream and indigenous conceptualisations of mental health, this has been purely at a 

conceptual level.  The evidence regarding culture-bound syndromes has been used to 
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demonstrate how these differences are able to manifest themselves clinically.  There is 

an associated need to explore and empirically validate these experiences, and also 

understand the extent to which Aboriginal Australians experience these complaints.   

 

Chapter Four will now explore a number of solutions for practitioners to adapt their 

styles of service delivery to both understand and incorporate cultural factors within 

interventions with Aboriginal youth.  The focus will be on two primary aspects of 

assessment and intervention, that is, on clinical practice, and secondly, with 

psychometric testing of Aboriginal youth.   
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CHAPTER 4. 

TOWARDS CULTURAL AND CLINICAL COMPETENCE IN THE 

ASSESSMENT OF ABORIGINAL YOUTH – THE BEGINNINGS OF SOME 

SOLUTIONS 

 

 

The previous two chapters have provided some possible explanations for the escalating 

rates of mental ill health amongst Aboriginal Australians, which were attributed to a 

number of causes, which are primarily socio-historical and cultural in origin.  The 

proceeding chapters have attributed these rates to two primary causes.  First, the view 

that existing psychometric tests provide biased assessments of Aboriginal youth, and 

secondly, that established clinical assessment processes fail to recognise that culture is a 

primary (rather than distal) aspect of why Aboriginal youth become unwell mentally, 

and remain so.  The focus of this chapter is to explore the literature regarding the use of 

culturally appropriate clinical intervention and valid psychometric testing of Aboriginal 

and minority populations.  This information has then been used to guide 

recommendations regarding how best to direct practitioner and systemic efforts to 

ensure the cultural appropriateness of services to Aboriginal people.  The statement 

must also be made that this review has been conducted within the reality that there exists 

very important individual bodies of work that can contribute to our knowledge base 

regarding culturally appropriate practice; however, these have yet to undergo rigorous 

empirical validation.  This process must involve peer review as well as testing for their 

relevance across all Aboriginal groups. 

 

Culturally appropriate clinical skills and psychological testing are two components of 

mental health intervention that are the primary barriers that impact on equity in access to 

mental health services for Aboriginal youth.  In addition, this information will provide 

the basis of further exploration (and therefore empirical validation) within the current 

study.  It will be argued that improving focus on the following areas of service delivery 

will increase access by Aboriginal youth to mental health service:  
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1. Engagement of Aboriginal youth in services.  Specific processes will include;  

a. Improving the cultural competence amongst practitioners in working with 

Aboriginal youth. 

b. Increasing the cultural appropriateness of mental health services.   

2. Addressing bias in clinical assessment of Aboriginal youth with reference to; 

a. Clinical assessment data. 

b. Psychometric assessment, with a focus on interpretation bias. 

3. Approaches to address the problems of culturally appropriate interventions in 

Aboriginal mental health problems.   

 

The chapter will begin by proposing strategies, which enable mental health practitioners 

to increase their level of cultural competence when working clinically with indigenous 

clients.  These approaches will aim to identify the most commonly cited barriers to 

quality mental health service provision by Aboriginal mental health clients, and address 

each of these. The overall objective is to at the very least, minimise the impact of these 

sources of bias on clinical intervention and assessment.  A similar approach will then be 

taken with the section on psychometric assessment.   

 

4.1     Engaging Aboriginal Clients in Mental Health Services 

 

The engagement of indigenous clients in mental health services has traditionally been 

fraught with difficulty.   Research indicates that not only are indigenous clients less 

likely than their NA2 counterparts to engage in mental health services, they are also 

likely to engage at a more chronic level, and do so for shorter periods of time(J. H. 

McKendrick et al., 1992; D. Vicary & Andrews, 2001).  A number of research papers 

have attempted to provide explanations for this (Dudgeon, 2000; Garvey, 2000; J. 

McKendrick et al., 1990).  Primarily the basis of these explanations has been the 

‘cultural inappropriateness’  of existing services, or the failure of mental health services 

and clinicians to embrace Aboriginal conceptualisations of health and well-being 

                                                 
2 NA is the acronym that will be used in place of Non-Aboriginal 
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(Dudgeon, 2000).  However, few attempts have been made to define or fully 

operationalise the basis of cultural inappropriateness, or provide methods by which 

clinicians are able to adapt their practice appropriately.   

 

It is therefore proposed that there should be a focus on the development and 

implementation of practices, which meet minimum standards of cultural competence, 

and that this occur at both the service delivery and clinical levels of intervention. For 

services, this must include the formal engagement of cultural consultants within the 

assessment of Aboriginal youth as well as recognition that mental health disorders are 

often only able to be resolved through cultural means.  For clinicians, they must 

demonstrate an awareness of these service delivery issues but also able to effectively 

engage Aboriginal youth in clinical assessment, and use culturally appropriate 

counselling techniques.  Each of these factors will be described in the following 

sections. 

 

4.1.1     Increasing the cultural competence of practitioners 

 

In recent times, researchers such as Dana (1998, 2000) have advocated for practitioners 

to demonstrate cultural competence as a minimal standard to achieve prior to working 

with minority populations.  This approach has relevance for Aboriginal populations, 

given the strong evidence indicating that bias in assessment can be attributed to the 

cultural disparity that exists between tester and testee (Kearins, 1981).  Given that the 

majority of clinical and psychological assessments of Aboriginal people are conducted 

by NA practitioners, the need to develop standards, guidelines or recommendations 

would ensure that assessment processes are culturally sound, and that data are not 

misapplied (Velazquez et al., 2000).   

 

Whilst cultural competence has been mentioned within the Australian literature 

(Slattery, 1994), the focus has been on clinicians’  acquisition of cultural knowledge.  

Contrastingly, cultural competence has been pivotal to minimizing test and assessment 

bias in minority populations internationally (see Dana, 2000 for a review), and this has 
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been achieved in a number of important ways.  First, the components of cultural 

competence have been articulated, and extended beyond simple acknowledgement of 

difference by practitioners.  Dana (1998) for example, has defined the components of 

cultural competence as eleven different counselling competencies.  These have been 

organized under the domains of cultural awareness and beliefs, cultural knowledge, and 

flexibility (D. W. Sue et al., 1987).  A number of other authors have also defined 

cultural competence as separate levels of competency, which can be assessed and 

measured (see Dana, 2000 for a review).  Cross (1989) for instance have developed a 

Cultural Competence Continuum for (primarily) NA practitioners to be able to increase 

their current level of competence in working with minority populations.  This continuum 

has been used to design training programs, and improve the self-awareness of clinicians 

regarding their strengths and deficits in working with minority populations.  The 

continuum has six parts, which are delineated at Figure 4.1 (overleaf). 
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Stage 1: Cultural Destructiveness:  This includes attitudes, beliefs and behaviours that 

are damaging to a culture, such as espousing racism. 

Stage 2:  Cultural Incompetence:  This includes those who do not intentionally seek to 

discriminate in a destructive manner (e.g. expecting poor performances by Aboriginal 

kids) 

Stage 3: Cultural Blindness:  This includes those who do not intentionally seek to 

discriminate, but are less destructive than cultural incompetence. This well-meaning 

individual or group does not appreciate the importance of culture, ethnicity, traditions or 

language, seeking to ignore differences that exist between groups. 

Stage 4: Cultural Precompetence:  Includes those who are aware of their own personal 

limitations regarding cross-cultural communication.  Whilst the intention to provide a 

quality service exists, this group is often frustrated at a lack of knowledge as to the most 

appropriate manner to deliver these services.  They are often sensitive to their 

understandings and limitations. 

Stage 5:  Cultural Competence:  These individuals have a willingness to embrace 

cultural diversity, value it, and respect the differences that exist.  They have a base of a 

number of different interactions with a number of different cultures to draw from and 

seek to continue to increase that through knowledge and skill acquisition.  This is 

considered to be a minimum standard for working with cultural minority populations. 

Stage 6: Cultural Proficiency:  These people display attitudes and behaviours that 

demonstrate a high regard for culture and continue to wish to learn.  The continuation of 

clinical (and cultural) development is seen as an important part of this process.  This 

includes the continuation of self-assessment with regard to cultural competence.   

 
Figure 4.1. The Cultural Competence Continuum (adapted from Cross et al. 1989) 

 

4.1.2     The use of culturally appropriate counselling techniques and processes 

 

A number of authors have discussed the use of culturally appropriate techniques and 

strategies for NA practitioners to use in working with Aboriginal people and 
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communities (Slattery, 1994; D. Vicary & Andrews, 2001). Some of these writers have 

noted that Aboriginal culture and conceptualisations of mental health differ markedly 

from western beliefs (Dudgeon et al., 1993; Seru, 1994; Sykes, 1978) and have 

suggested an array of generic, culturally appropriate methodologies to assist workers in 

the field. The common theme amongst all existing definitions has always been the 

holistic nature of health and well being as discussed in Chapter Two.  However, there 

exists a limited base of specialist therapeutic interventions, which are steeped in 

conceptual, evidence-based treatment models (D. Vicary & Andrews, 2001).  In 

practical terms, this means that many mental health services struggle to provide services, 

which are both clinically and culturally appropriate.  For the NA practitioner, cultural 

competence is the struggle that is usually of primary concern (R.H. Dana, 1998; R. H. 

Dana, 2000).  For indigenous-specific services and practitioners, whilst cultural 

competence is usually assumed, these skills mostly involve the use of basic, albeit 

culturally appropriate, counselling strategies. The current paper will argue that the result 

is that there currently exists a dual struggle within the indigenous mental health field, 

and that this is the primary reason for the failure of indigenous clients to engage 

adequately in mental health services.  This is depicted at Figure 4.2.   

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.2. The Dual Struggle in the provision of services to Aboriginal mental health clients (T.    

Westerman & Vicary, 2000). 
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Based on this model, it is argued that current service providers and agencies either fall 

categorically into the left (cultural competence) or right (clinical competence).  Few 

individuals or services are able to function adequately in both spheres, which is the 

centre of the arch.  One aim of this chapter is to propose a number of strategies, to be the 

subject of investigation (and empirical validation), that will increase the number of 

services, and practitioners who are able to attain cultural and clinical competence.   

 

4.1.3     The use of ‘culturally appropriate’  counselling techniques 

 

Basic counselling microskills need to be refined and developed in a way that both 

culture and spirituality are seen as pivotal in the development and maintenance of 

mental health problems in Aboriginal youth (Atkinson & Clarke, 1997; C. Waldegrave 

& Tamese, 1993).  The implication is that there must be some recognition from NA 

practitioners of the need to examine the content of their practice to incorporate culturally 

relevant factors, and ensure that the process of intervention is guided by the specific 

needs (and worldview) of Aboriginal clients.  

 

Research in the Kimberley by Roe (2000) for instance, has described a culturally 

derived model of intervention. He outlines a cultural and spiritual strengthening model 

called ‘Ngarlu’ , which he developed through his work as a mental health worker in the 

Kimberley region of Western Australia. NA practitioners working with clientele from 

this region can also apply this model. ‘Ngarlu’  is the Karajarri/Yawru word for inner 

spirit and contains two components: 1. Rai (spirit from the country); and 2. Bilurr (spirit 

from within). According to Roe, Ngarlu is located in the stomach, which for some 

Aboriginals of the West Kimberley is the centre for emotions and well being. Ngarlu has 

been weakened by colonisation; through the processes of dispossession and 

disempowerment of Aboriginal people (Roe, 2000). Roe believes that Ngarlu was what 

kept people strong and healthy as well as providing a strong sense of self. According to 

Roe (2000) Ngarlu is “ more than an intuitive or gut feeling; an Aboriginal person can 
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will themselves to die when Ngarlu has been broken or weakened and is very sorrowful”  

(p.395). 

 

A further example of an indigenous-specific counselling framework is the Marumali 

Healing Model (Peeters, 2002), which advocates for the integration of two-way systems 

(traditional and western) practices into mental health services (Cooper, 2002).  Called 

the “ Marumali Healing Training Program” , it is a training course based on a traditional 

model of healing developed by Lorraine Peeters, an Aboriginal elder who was herself 

removed from her family as a child. The model is based on Ms Peeters own experience 

of healing and was developed with input from mental health professionals. It is 

delivered through a series of workshops for service providers, and can also be delivered 

to communities who are experiencing grief and loss relating to family removal policies. 

Finally, Vicary (2002), a NA clinical psychologist, has recently developed a model of 

therapeutic intervention for NA practitioners to work more effectively with Aboriginal 

clients.  He focuses on ten distinct stages of intervention, the first four being concerned 

with effective engagement or therapeutic alliance between the NA practitioner and 

Aboriginal client.  These stages are linked primarily to having attained a high level of 

cultural awareness through researching local Aboriginal culture, customs, taboos, and 

language.  Vicary also considers that understanding and appreciating the historical 

context of Aboriginal people is an essential component of this process.  Finally, Vicary 

considers that ongoing cultural supervision is also essential for the NA practitioner to 

attain an adequate level of cultural competence in mental health intervention with 

Aboriginal people.  

For service providers, specific information such as the models provided by Roe (2000), 

Peeters (2002) and Vicary (2002) and which pertain to culturally competent 

interventions with Aboriginal people should remain a focus of ongoing research.  The 

specific cultural factors which impact on client presentation (e.g., Indigenous belief 

system; offending cultural taboos) has been discussed fairly extensively at an anecdotal 

level, the need is now for empirical research to validate these components.   
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4.1.4     Establishing Rapport 

 

Effective rapport building strategies assume an ability to make a connection with clients, 

which demonstrates empathy, positive regard and understanding (Egan, 1982), all skills 

that obviously assume an ability to connect beyond culture.  Counselling Aboriginal 

youth has always had many differences in a general sense in that, it is paramount that an 

immediate and personal connection is made between therapist and client.  Previous 

papers have discussed the use of a narrative approach to engagement of Aboriginal 

clients in mental health services (Collard & Garvey, 1994; Dudgeon, 2000).  Narrative 

therapies are considered to be effective as an immediate connection is made in a way 

that will assist Aboriginal people to unwind and tell their ‘yarn’  or story (Collard & 

Garvey, 1994; Dudgeon, 2000).  Within this process, the narrative approach facilitates 

the therapist-client connection through a discussion about genealogy.  Aboriginal people 

have a strong spiritual connection to ancestry, which is based on the belief that in the 

beginning our ancestors were all connected to each other (Tonkinson, 1976).  The basis 

for this approach is that if you have knowledge of relations or ancestors that are known 

to each other, a connection is immediately made.  Obviously, cultural competence via 

having a pre-existing knowledge about background and culture is essential to this 

joining process.   

 

Second, the narrative approach ensures that more open questions are asked of clients.  

The direct-question, direct-answer requirement of most therapeutic interactions has 

consistently been viewed as inappropriate for Aboriginal people, and is considered as 

one of the major reasons why Aboriginal clients fail to engage in therapeutic services 

beyond a few sessions.  For example, providing clients with the latitude to describe their 

histories and family contexts through posing a question such as “ who are your 

traditional people, (or ‘mob’ )”  rather than attempt to build a picture of a ‘nuclear family’  

based on a litany of direct questions is often more fruitful.  

 
Third, approaches must always be dependent upon the needs of individual clients, and 

this is where assessment of culture becomes important (this will be discussed in the 
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section on acculturation).  Within this is the need to be acutely aware of the primary 

modality in which the person functions and views the world, by listening closely to what 

is said in the initial stages of the interview.   Many authors have argued that due to the 

strong spiritual and dreaming component to the Aboriginal culture, as a generally 

statement, most Aboriginal clients tend to operate primarily in a visual modality (Harris, 

1977; Kearins, 1981).  As such, the use of guided imagery; cognitive disputational 

techniques, which are mediated visually, are possible examples of this type of approach.  

This presupposes that therapists are able to demonstrate some flexibility, and ingenuity 

in the application of ‘mainstream techniques’  in a way that fits the ‘worldview’  of 

Aboriginal people.   

 

Fourth, therapists have always been encouraged to use some of the Aboriginal dialect if 

at all possible.  Some of the most successful NA clinicians are those who take the time 

to do this and are genuinely interested in the culture (i.e., demonstrate cultural 

competence).  Waldegrave and Tamasese (1993) speak of the need to understand how 

indigenous people connect with one another and to be able to incorporate this into 

engagement processes when working with clients of different cultural backgrounds.  

Morice (1979; 1988), in a series of articles, spoke of the need to “ Know your speech 

Community” , which essentially means that there should be an undertaking on behalf of 

the clinician to understand aspects of the local Aboriginal dialect in which they are 

working.  In scientific terms, the need to understand language is about ensuring that 

clinical assessment’ s have some form of ecological validity (Davidson, 1995).  

 

4.1.5     The use of cultural consultants 

The acquisition of knowledge and skill by mental health practitioners can be 

facilitated by the therapist’ s engagement of a cultural consultant who can act as a 

‘guide’  to the culture, its beliefs and practices (Slattery, 1994).  This model was 

developed initially by Waldegrave (1986) and his colleagues, and has attracted 

considerable interest as a process of increasing the cultural competence of 

practitioners, through a model of experiential learning. Cultural consultants have 

been utilised within clinical and psychological assessments for the purpose of 
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“ interpreting sources of cultural bias”  (Cuellar, 1998), and “ minimizing the extent of 

cultural disparity between assessor and assessed”  (T.G. Westerman, 2002c).  

According to Slattery (1984), the cultural consultant may or may not be an 

indigenous person, but must obviously be someone who enjoys respect and a high 

status within the local indigenous community.  Vicary and Andrews (2001) also 

argue that cultural consultants must be ‘vouched for’  by members of the indigenous 

community who enjoy high status within their communities.   

Many authors have proposed models of engagement of cultural consultants, most 

notably Waldegrave and Tamasese (1993) who propose the following approach: 

 

1. The Aboriginal family nominates a respected and trusted member of the 

indigenous community.   

2. The “ cultural consultant”  is used within the therapeutic process either by: a) 

sitting in on therapy sessions with the therapist or b) sitting on the other side 

of a two way mirror (if you have access to one) and providing commentary 

during the session OR debriefing immediately after the session regarding 

appropriate and inappropriate process used by the therapist. 

3. The idea is that the therapist is eventually able to work solely with the client – 

this is, directed absolutely by the client’ s level of comfort in doing so. 

 

Whilst the philosophical basis behind the development of the cultural consultant 

model has demonstrated clinical utility, it is the lack of guidelines around the 

application of this model that often impacts on the effectiveness of this strategy.  

Specifically, there are many potential problems involved in the appropriate 

engagement of cultural consultants, and these have been articulated within research 

conducted by Vicary (2002) as well as Westerman (2001).  The basis of these are the 

potential cultural barriers associated with selecting the right cultural consultant for 

clients, given that there exists a number of avoidance relationships (based on skin 

group and gender) within Aboriginal communities.  This suggests a need for 

guidelines to be constructed around the selection of an appropriate cultural 

consultant.  The development of Clinical Guidelines, which address all identifiable 
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sources of cultural bias in the assessment of Aboriginal youth, formulates a primary 

component of this research.  This is described in Chapter Eight of this research.  

 

Secondly, the cultural consultancy model makes assumptions that the acquisition of 

cultural knowledge can be acquired purely through the engagement of an Aboriginal 

consultant.  There is obviously a considerable amount of expectation that Aboriginal 

people are able to extrapolate how cultural factors manifest themselves in clinical 

disorders.  As such, this study will also aim to generate information on the existence and 

nature of culture-bound disorders that exist with Aboriginal youth for the purpose of 

creating a greater awareness of these issues with NA practitioners and cultural 

consultants alike.   This in turn will reduce the likelihood of cultural bias in the 

assessment of Aboriginal youth. 

 

4.1.6     Understanding the ‘world view’  of Aboriginal clients through 

acculturation  

 

Research with Australian-Aboriginals’  indicates that there exist extreme differences 

between tribal groups.  Therefore, there will be some Aboriginal people who will 

experience a greater level of bias in assessment than others, based upon the degree of 

difference between their culture, and that of mainstream Australia.  A way of accounting 

for this range of difference is by providing a measure of the degree of cultural influence, 

via a scale such as the Acculturation Scale for Mexican Americans-II (ARSMA-II:  

Cuéllar (1995)). A number of researchers have defined, operationalised, and measured 

acculturation (Cuellar, Harris, & Jasso, 1980; Stannard, 1992).  It is beyond the scope of 

the current study to review all acculturation scales in existence. The focus will therefore 

be on the most frequently cited, and psychometrically robust measure, that being the 

ARSMA and its updated version, the ARSMA-II (cited in Cuellar, 2000). In a similar 

manner to the international indigenous population, it is proposed that processes of 

acculturation are able to provide strong explanations for the bias that exists in the 

assessment of Aboriginal youth.   As such, the ASMR will be used within this study as a 

framework to determine the relevance of developing a similar schedule for Aboriginal 
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youth.  It is proposed that such a scale would enable clinicians to discern the relevance, 

or influence of culture on individual Aboriginal clients based on the testee’ s level of 

adaptation to the mainstream culture.  This is a method of establishing greater validity 

for test outcomes, and was developed as a means of correcting the tendency for 

mainstream, standardized, norm-referenced tests, to ‘pathologise’  minority populations 

(R. H. Dana, 2000).  The use of an acculturation measure is one of the few approaches 

that have a fairly sound empirical basis.  Such scales can be used as a general screening 

tool for practitioners to obtain an idea of the ‘general world view’  of clients, and 

warrants exploration within the confines of the current research.    

 

4.1.7     Understanding the relevance of Acculturative stress 

 

Psychologists should always consider the impact of both acculturation and acculturative 

stress on the mental status of the client they are assessing (Velazquez et al., 2000).  In 

fact, current research indicates that it may be the extent of acculturative stress which 

impacts at a greater level than acculturation as a contributor to test bias (Cuellar, 2000).  

In addition to this, the recent work by Cervantes (1991) has shown that indices, which 

measure the extent of acculturative stress, can be developed and applied in a clinical and 

psychological assessment context.   

 

The international literature has already developed a fairly sound research base 

demonstrating the relevance of acculturation and acculturative stress indices in 

accounting for bias in assessment. This is an issue, which clearly requires exploration 

with indigenous populations within Australia.  The marrying of acculturation with 

concepts of acculturative stress is important from a clinical perspective, as it clearly fits 

with the need to ascertain the extent of impairment experienced by individuals 

experiencing acculturation.  The proposed development of the acculturation schedule as 

described in the previous section will therefore also incorporate concepts of 

acculturative stress within its content.  
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4.2     Exploring the basis of differential cultural diagnosis:  is there evidence of 

culture-bound disorders in Aboriginal populations? 

 

Imagine the following scenarios.  As an Aboriginal practitioner, steady streams of 

referrals come across your desk from predominantly white, middle class male doctors.  

Unusually, these are for “ severely depressed, young Aboriginal girls” .  As an Aboriginal 

practitioner, you recognise the need to obtain some sense of “ normal”  functioning 

within a cultural context.  In clinical terms, whether the ‘symptoms’  reported have 

resulted in impairment to her functioning within her usual environment.  The first thing 

you do is to observe the young lady within her community to obtain this cultural 

perspective.  She appears to be functional, and there are no obvious symptoms of 

depression when you assess her clinically.  But is this sufficient?  In terms of 

assessment, it is always necessary to obtain the community's view on how functional the 

person is, and assess the degree to which it fits with your clinical assessment.  In this 

case, these young ladies were also viewed within their communities as functioning 

normally.  So who is correct?   

 

A second scenario, which takes culture-bound syndromes and the complexity of 

culturally valid assessment one-step further, is as follows.  A young lady who had been 

experiencing significant disorders of perception and ideation was referred.  She believed 

that ants were continually crawling all over her and that everyone in the community had 

“ put the ants there”  to drive her away.  The local agencies had known of her for some 

time and simply assumed that disorders of perception such as this were “ common”  

within the Aboriginal culture, that these perceptions were the result of the significance 

of spirituality for Aboriginal people, and that it would be ‘dealt with’  culturally.  No one 

had bothered to ask the community people or the woman herself if anything cultural was 

involved in these hallucinations.  The community was clearly saying that this was not 

“ normal”  and that this woman needed help in the “ white man’ s way” .  It took some six 

months of arguing with local authorities for this woman to be assessed. 
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Other problems include the fact that Aboriginal people who present in situations which 

are considered to be foreign to them (outside of their cultural context) are likely to 

appear more agitated and distressed than in their normal, cultural environment (Hunter, 

1991d).  The concept of shame in the presence of non-Aboriginal authority figures has 

also been cited as a factor that has been misconstrued as depression or low self-esteem.  

The possibility of situationally determined behavioural presentation is not an issue 

which is factored into assessments which are primarily based on Westernised 

perceptions of mental ill health when faced with an Aboriginal client. Difficulties with 

communication and problems associated with an unfamiliar and sterile setting also 

means that Aboriginal people often find it difficult to communicate their distress, and 

for professionals to question Aboriginal people about their feelings as discussed in 

Chapter Three (Hunter, 1993).   

 

4.2.1     Understanding culture-bound syndromes 

 

As an Aboriginal practitioner, a number of referrals for “ brief reactive psychoses” , or 

“ psychoses”  generally are fairly commonly reported.  On presentation, the young person 

acknowledges, “ seeing and hearing things that no one else can see and hear” .  According 

to the DSM-IV, this one of the primary criterion for hallucinations, and is able to 

warrant a diagnosis of psychosis.  However, in formulating diagnoses from a cultural 

context, it is also apparent that this type of behaviour whilst viewed as “ abnormal”  

within a mainstream setting, can be considered as “ normal”  from within an Aboriginal 

view of the world.  In turning back to the definition of Aboriginal mental health 

provided in Chapter Three, it is clear that both spiritual and cultural concepts are 

deemed as part of the manifestation of mental health problems.  The obvious question 

then becomes “ When is something ‘normal’  culturally, or an actual psychosis?”    

 

This current section will explore the evidence base for culture-bound syndromes within 

Aboriginal populations.  While there are anecdotal examples such as those already cited 

regarding culture bound disorders in Aboriginal populations, these have yet to be 

validated through research.  As a result, there exist many difficulties with making a 
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distinction between what is psychopathology and what is a culture-related condition.  

What seems beyond argument is that an appropriate set of guidelines, which enable 

clinicians to make this distinction in clinical assessments, is essential.  The “ Outline for 

Cultural Formulation and Glossary of Culture-Bound Syndromes” of the DSM-IV has 

paved the way for such a process to occur, however, concretised and Aboriginal-specific 

processes have so far eluded the indigenous mental health field.  The work of Cuellar 

(1998; 2000; 1995) internationally has provided a framework for the identification of 

possible sources of cultural bias within the assessment process.  However, this model 

assumes a fairly high level of cultural competence from practitioners to operationalise.  

In effect, clinicians are left to decide what constitutes culturally normal or abnormal 

behaviour when engaging clients; during questioning regarding symptomatology and 

client/family history, as well as constructing appropriate interventions.  Most criticism 

directed at the field, particularly by NA practitioners, is in relation to the practical 

application of many theoretical models (D. Vicary & Andrews, 2001).  As most of the 

‘solution-based’  literature comes from indigenous practitioners, incorporating culture 

into practice is often automatic.  Therefore, the solutions which appear self-explanatory 

from the indigenous perspective are not often so when attempting to be interpreted from 

the NA perspective.  

 

Sheldon (2001) in fact argues that there exist a number of sensitive topics within the 

assessment process, and which clearly impact upon client presentation.  These areas 

include issues of bereavement, the breaking of taboos, ceremonial business, sexuality 

and fertility and domestic habits.  A number of other researchers have similarly pointed 

to cultural differences that may impact on the ability of indigenous and NA people to 

develop understandings of each other.  However, little of this research has focused on 

how these differences impact on mental health presentation.  The following section will 

provide an overview of consistently reported cultural differences, and attempt to 

extrapolate how these issues may impact at a clinical level.   
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4.2.1.1     Men’ s versus women’ s business 

 

Men’ s versus women’ s business is discussed as an important process of problem 

resolution in indigenous communities.  It is accepted that private discussions as well as 

daily interactions within Aboriginal communities are conducted separately for males and 

females.  Whilst awareness raising is an important factor in addressing this reality, the 

stage of implementation of this cultural difference is pivotal to engagement and 

assessment of Aboriginal mental health clients.  Ensuring that therapeutic interactions 

occur with clinicians that are of the same sex as the Aboriginal client is a process, which 

should be obvious to all practitioners.  In instances where this is not possible, 

practitioners should engage an appropriate cultural consultant, as discussed earlier. 

 

4.2.1.2     Skin and avoidance relationships 

 

When an Aboriginal child is born, they are automatically assigned to a ‘skin group’ .  

Ordinarily, the mother’ s skin group determines this skin name.  Skin groups are 

important in that they determine how relationships are conducted within the person’ s 

community.  As children grow, they are taught how to relate to people based on their 

skin group.  The ‘skin’  will determine who they can marry, who they are able to speak 

to, make fun of and so on.  In line with this, Aboriginal people often talk of marrying 

people who are their ‘straight skin’ , or having to be sure that someone is ‘straight for 

them’ .  This is in reference to the skin group classification.  Skin groups therefore 

determine avoidance relationships, and this has an enormous impact upon engagement 

in mental health services as well as behavioural presentation in a number of ways.  First, 

there have been documented instances of intervention occurring, which require 

representation from family members (i.e., family therapy) in order to resolve the issue.  

Given the existence of avoidance relationships within family groups, often family 

members will not participate, and will not offer explanations as to why.  This is due to 

the expressed ‘shame’  that Aboriginal people feel when explaining to NA people of the 

existence of avoidance relationships (T.G. Westerman, 1997).  Additionally, it can also 
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be due to the perception from Aboriginal people that they will not be believed (Swan & 

Raphael, 1995).  Often avoidance relationships are not picked up on for this range of 

reasons, and this can result in additional (cultural) distress for clients who present to 

mental health services.  In effect, it significantly lessens the likelihood that Aboriginal 

clients will present to mental health services at all, particularly those who do not 

understand the strength of avoidance relationships, and are able to deal effectively with 

the existence of these.  In instances where Aboriginal mental health clients present to 

services, questions should always be asked regarding the skin relationship that exists 

between key relationships within families.  For instance, the relationship between 

mother-in-law and son-in-law is often one of avoidance, making direct questions, as 

well as contact between these two, a taboo.  

 

4.2.1.3     The Aboriginal belief system 

 

The Aboriginal belief system is such that bad luck, ill health, negative life circumstances 

are always attributed to external causes.  Mental health is no exception to this, and it is 

for this reason that practitioners must exercise extreme caution when working with 

mental ill health involving Aboriginal people.  External attributions are made more often 

than not, when instances of mental ill health occurs, and it is for this reason that many 

mental health problems do not necessarily come to the attention of mental health 

practitioners.  Issues of ‘shame’ , which can often result from a belief system which 

predicates personal culpability, can be common experiences of many Aboriginal mental 

health clients (D. Vicary & Andrews, 2001).   

 

Therefore, practitioners must examine ways in which they are able to incorporate this 

belief system into interventions in order to be sure that work with Aboriginal mental 

health clients is as respectful of such beliefs wherever possible.  This will result in 

services being recognised as more culturally appropriate, and potentially increase 

current levels of access to such services by Aboriginal clients. 
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4.3.     The need for cultural validation in mental health assessments of indigenous 

Australians 

 

Given the existence of a number of culture-bound syndromes within indigenous cultures 

internationally, and the anecdotal evidence indicating that they also exist within 

Australian Aboriginal populations, this can often create difficulties in the assessment of 

mental health problems in minority populations.   This is in part attributable to the 

difficulties in recognising that ‘mental health’  symptoms have a cultural origin.  In 

addition, there is also the problem that knowledge of culture bound syndromes can 

create a perception that all Aboriginal people who present with complaints of mental ill 

health will be perceived as having cultural origins to their distress, and treated purely by 

these methods.  This can be the danger in recognising the relevance of culture bound 

syndromes, without providing empirical information regarding the exact origin and 

nature of these.   

 

The current research will argue that the ability to discern what is culture-bound and what 

is a legitimate mental health problem lies in the ability of practitioners to assess for the 

relevance of cultural factors.  This can only be done within the Aboriginal culture itself.  

In a similar fashion to mainstream diagnosis of mental ill health, the continuum between 

what is normal and abnormal must be ascertained from within the culture itself.  This is 

what the concept of Cultural Validation is about; to ascertain whether the behaviour 

(which is manifesting on a symptom level as a mental health problem) can be explained 

by culture, or whether the (indigenous) client is experiencing a mental health problem. 

In more practical terms, it assesses the extent of impairment that individual will 

experience within their normal (cultural) environment and whether this equates with 

mainstream assessment.  It acknowledges the reality that the degree of impairment 

experienced from mental health problems is most often culturally determined.  Cultural 

validation frameworks act as clear guides to clinicians in making such interpretations, 

and specifically address issues of cultural validity as well as interpretation bias.   The 

proposed interpretation of a cultural validation framework is depicted at Figure 3.3.  

This proposes that culturally determined views of an individual’ s functioning must 
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always be compared against assessments conducted of that same individual using 

mainstream criteria and tests.  Cultural validation argues that there must be a ‘match’  

between these indigenous and mainstream views of that same individual in order for 

assessments to be considered culturally valid. 
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Figure 4.3:  The interpretation of cultural validation (T.G. Westerman, 2001) 
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Cultural validation in the assessment of indigenous clients is a legitimate process of 

providing reliability and validity to data generated from clinical assessments of 

Aboriginal clients.  More importantly, it provides an avenue to assess the extent of 

agreement between mainstream as opposed to culturally determined views of that same 

individual.  Its primary objective should be to address issues of interpretation bias, and 

as such should ensure that data generated from mainstream assessment processes is 

validated as culturally relevant.  A cultural validation model should provide clinicians 

with such a process, which can be applied to data generated from assessments of 

Aboriginal clients. 

 

In sum, a primary aim of this research is to develop a cultural validation model, which 

will address three primary areas of concern regarding mental health assessments of 

Aboriginal youth.  First that clinicians are able to address possible bias in the 

interpretation of test and assessment data with indigenous mental health clients.  Second 

that they are able to assess for the relevance of culture-bound syndromes for indigenous 

youth and incorporate these into case planning.  Finally, that assessment is able to focus 

on the degree of impairment the same individual will experience (within their cultural 

context) as a result of their disorder.   

 

4.4     Recognising and incorporating culturally appropriate treatment options within 

interventions: 

 

Treatment options must always reflect the worldview of indigenous clients wherever 

possible.  Within this is the need to acknowledge existing frameworks of healing within 

Aboriginal communities and in particular those pertaining to the resolution of issues 

related to mental health problems.  This should be conducted via the following methods; 

 

1. Offering Aboriginal clients the option of traditional methods of 

healing as a primary treatment. 

2. Recognising and respecting the traditional processes that exist for 

Aboriginal people to resolve mental health problems.  This has been 
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referred to by Vicary (2002) as the “Traditional Hierarchy of 

Treatment for Aboriginal Clients”, which is further explained in the 

next section. 

3. Facilitating traditional methods of healing through engaging with 

appropriate cultural healers and community members to achieve this.  

This must occur in such a way that there is opportunity within the 

assessment process to explore the extent to which the particular issue 

is symptomatic of any underlying cultural and/or spiritual issues that 

the person has.  Often, it is the case that mental health problems will 

manifest themselves spiritually and culturally and therefore can often 

only be resolved in this manner.   

 

Recent research indicates that a primary barrier to engagement in mental health services 

for Aboriginal people lies in the failure of services to acknowledge and to also be able to 

work within traditional methods of resolving mental health problems (D. A. Vicary, 

2002; T.G. Westerman, 2002a).   

 
4.5     The Hierarchical structure of indigenous problem resolution:  Implications for 

treatment and intervention. 

 

The anthropological examination of the Aboriginal people has led to the depiction of the 

Aboriginal culture as hierarchical (Tonkinson, 1976).  Indigenous research also 

consistently discusses the hierarchical processes that exist in most daily activities from 

problem resolution, to food distribution and division of labour.  In line with this, Vicary 

(2001) and Westerman (2002) have argued that there exists a hierarchy of treatments 

that are specific to Aboriginal people. Vicary (2001) conducted research in the 

Kimberley as well as the Perth metropolitan area, and found that this process was just as 

relevant for urban Aboriginal people as it was for more remote Aboriginal people.  It has 

also been demonstrated that Aboriginal people will explore cultural explanations prior to 

any other during instances of mental ill health (D. A. Vicary, 2002; T.G. Westerman & 

Kowal, 2002b).   
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LEVEL ONE: Support is provided to an individual from the immediate family.  This treatment 

may consist of support, advocacy, yarning, practical advice and guidance.  

 
LEVEL TWO: If the problem continues members of the extended family might be called in to 

assist. This may result in the individual being sent to a relative who has special skills or 

knowledge that may help resolve the problem.   

 
LEVEL THREE: If the family does not have the capacity to provide a solution the community 

and the Elders may be asked to assist. At times an older person with a ‘responsibility 

relationship’  (a relationship formed during the Law process) to the individual may be called 

upon to provide mentoring and support.  Depending on the nature of the problem the community 

Elders might suggest that the person return to his/her country so they might make a spiritual 

reconnection with the land. Family and community members may travel with the individual 

back to ‘country’  to act as supports and elicit support from other community members. 

 
LEVEL FOUR: If the problem is perceived as being spiritual or cultural in nature the patient is 

referred to the healer (Maban man).  The family or community does generally not deal with 

spiritual or cultural issues, as specialist assistance is required. A family member close to the 

patient would seek the assistance of the Maban. Patients do not approach the Maban directly. 

Generally each family has a Maban that they can contact but sometimes they may require extra 

special intervention and a Maban of renown will be connected. Maban heal through a variety or 

rituals and ceremonies.   

 
LEVEL FIVE: Sometimes the illness might be law related and a Lawman would be required to 

undertake the appropriate ceremonies for healing. This individual’ s function is different to the 

Maban as they only deal in illnesses related to transgressions of law.  

 

LEVEL SIX: If none of the treatments available were successful the family may take the patient 

to an Aboriginal specific mental health service.  

 
LEVEL SEVEN: Mainstream Mental health Service (particularly if there are issues of 

confidentiality or shame). However, Aboriginal people reported considerable stigma and fear 

attached to western mental health delivery. This fear may cause mentally ill individuals to self-

medicate with substances in an effort to control the problem. 

Figure 4.4. Levels of Intervention in resolution of mental health problems via traditional 

Aboriginal methods of problem resolution (D. A. Vicary, 2002). 
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It is therefore vital for practitioners to have a good conceptual understanding of the 

traditional hierarchy of treatment interventions as depicted in Figure 4.4.  Additionally, 

the model should embrace traditional methods of intervention in mental health problems 

as already discussed.  This should involve using key community stakeholders, including 

cultural consultants, elders, or Maban men where possible. 

 
4.6     Objective 1: The development of clinician guidelines for working with 

Aboriginal mental health client and communities 

 
There is now abundant research evidence to suggest that the development of guidelines 

which aim to increase the cultural competence of clinicians, increases service utilization 

and promotes beneficial outcomes for indigenous clients (R.H. Dana, 1998; R. H. Dana, 

2000).   Whilst this obviously impacts at service delivery level, it also addresses ongoing 

problems pertaining to bias in assessment and treatment planning for indigenous mental 

health clients.  The development of a set of guidelines, which aim to reduce the impact 

of this bias, would be a major step forward in ensuring equity in access for indigenous 

mental health clients to quality assured services in mental health.   

 

As already discussed, the cultural competence of clinicians has a demonstrated impact 

on treatment effectiveness as well as the validity of assessments with indigenous clients 

(R.H. Dana, 1998; R. H. Dana, 2000).  The development of a set of clinician guidelines 

which can be attached to psychological tests and used as an interview schedule post 

testing will improve the cultural competence of clinicians through the development of 

clear practical guidelines for clinicians in working with indigenous people who present 

with mental health complaints.  As such, the “ Guideline for Clinicians”  should not be 

considered as a ‘stand alone’  process, but embedded within an entire assessment process 

with Aboriginal clients.  The primary objective of these guidelines is to construct clear 

and concrete strategies for clinicians to work in a more culturally competent manner 

with Aboriginal people who may present with complaints related to mental ill health. 

This approach relates to clinical services by practitioners who are not culturally 

competent or where there is a cultural and/or problem conceptualisation mismatch with 

their client (McClure & Teyber, 1995). 
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4.6.1     Rationale for Clinician Guidelines for working with instances of mental 

health complaints in Aboriginal communities 

 

Cultural factors clearly impact upon the ability of services to identify, intervene and 

treat complaints of mental health in indigenous communities.  As such, services require 

not only an understanding of the particular cultural variants that impact upon 

presentation of mental health complaints, but also clear frameworks which incorporate 

and recognise the need for such factors to be a priority.  Westerman (2002), for example, 

has recognised the role of culture and how it is able to impact upon the presentation of 

Aboriginal people to agencies.  Quite often approaches to engagement of indigenous 

people acts as a significant barrier to disclosure of mental health complaints as well as 

the willingness of community to address this issue on an ongoing level.   

 

4.7     Objective 2: A Psychological Test for Aboriginal People – Why is this the 

most appropriate way forward? 

 

As reviewed in Chapter one, psychometric testing of indigenous populations within 

Australia and internationally has been fraught with difficulty.  There has been debate 

regarding both the extent of test bias that exists (Davidson, 1995; Kearins, 1981), and at 

times, even whether bias actually does exist (Allen, 1998; Dyck, 1996).  What does 

seem beyond debate however, is the evidence of specific patterns or trends that have 

consistently defined certain indigenous populations (Velazquez et al., 2000).  This has 

already been discussed in Chapter Two, but includes the tendency for African 

Americans to achieve elevations on the Psychopathic Deviant scale (Groth-Marnat, 

1997).  The considered opinion within the literature is that these trends are 

representative of cultural difference rather than an actual deficit in mental health 

functioning (see Kearins, 1981).   

 

Currently, Aboriginal youth (and all other sectors of the Aboriginal population) are 

either tested inappropriately or not tested at all.  Often, clinicians who grapple with the 

notion of psychological test bias propose that a solution to this issue is to not use any 
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form of psychological assessment with indigenous clients (Davidson, 1988; T.G. 

Westerman, 2001).  Neither of these positions is tenable in a modern world that relies 

upon the use of psychological assessment to facilitate access to a wide range of social 

services – education and health being the most obvious.  

 

Researchers spent decades attempting to develop tests which would provide adequate 

representation of Westernised perspectives of mental ill health.  This remained an 

evolving process until tests had sampled a sufficient number of (primarily westernised, 

middle-class) individuals to ‘rank’  levels or degrees of severity of symptoms along a 

continuum (for example, mild, moderate or severe depression).  No equivalent process 

has ever occurred for Australian-Aboriginals.  Therefore, when Australian-Aboriginals 

are screened with mainstream tests, the results attained are difficult to interpret within 

the context of normative data, which has not included Aboriginal people within their 

sample frame. 

 

4.7.1     What is currently happening in the field 

 

There have been a number of recent approaches to reducing the amount of bias currently 

experienced by minority cultures when assessed for a range of mental health complaints 

(see Cuellar, 2000 for a review). However, this is an area of research that has failed to 

advance within Australia’ s indigenous population.  The reasons for this are complex, 

and are possibly best summed up by the Report of the National Indigenous Mental 

Health Data Workshop (NIMHDW, 2000).  Whilst the need for valid and appropriate 

mental health data was identified as a priority area, the implementation of 

recommendations from this workshop has proven difficult.  Primarily, this is the result 

of an ethical quandary regarding what mental health data will be used for, who will have 

access to that data, and the possibility of stigmatisation of testees.  The result has been 

that while a number of general strategies were recommended, the advancement of these 

has been stalled by the failure to provide clear guidelines around these issues.  It is 

therefore essential that such a process occur as a priority, and that documents such as the 

“ Guidelines for the Provision of Psychological Services for and the conduct of 
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Psychological Research with Aboriginal and Torres Strait Islander People of Australia”  

(published by the Australia Psychological Society) are able to provide a framework by 

which such a developmental process can be guided.    

 

Despite the debate which exists regarding the most appropriate steps forward, what is 

not debated is that current assessment processes utilized with indigenous Australians is 

inadequate (NIMHDW, 2000).  The current research is aiming to take a proactive 

approach to providing solutions to these problems by focusing on strategies within the 

international and Australian research, which have demonstrated empirical utility.  Whilst 

these strategies have yet to be explored with indigenous Australian populations, much 

can be learnt through adopting similar methodological approaches, which have been 

devised to address a similar range of scientific and cultural concerns within other non-

Western populations. 

 

4.7.2     Why not adapt existing measures to make them more culturally 

appropriate? 

 

The current literature argues that the adaptation of existing mainstream measures as an 

option to assessment of ethnic minority populations is gathering support within the field 

(Allen, 1998).  Adaptation generally involves three major processes, each of which aim 

to address the source of bias in assessment and case planning.  Firstly, information 

pertaining to the cultural relevance (or not) of existing measures is explored.  Secondly, 

changes then occur to the content of scales to incorporate and/or exclude items, which 

are deemed to reflect cultural difference rather than actual deficit.  This process often 

includes adaptation to the wording of particular items; inclusion of additional culturally 

relevant items, as well as exclusion of certain culture-specific factors of mental health.  

Finally, some adaptation is made to the implementation of the actual measures to ensure 

that cultural factors are incorporated in case treatment plans.  

 

Adaptation to standard psychological tests is an approach that is often used to foster 

more credible service delivery styles, and to also increase the perceived fairness of using 
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standard tests with people who have not been considered in test construction (construct 

validity) or represented in normative data.  The advantages of this particular option is 

that it acknowledges the existence of test bias, by making some ‘correction’  to tests to 

reflect cultural difference, as well as interpretation of data that is generated.  

 

Despite these advantages, the main protractor to this approach to culturally valid testing 

lies in the evidence within the field that these measures have yet to be widely accepted 

or adopted in clinical practice.  This is despite the fact that most current approaches to 

testing of Aboriginal people has been via the use of adapted scales (T.G. Westerman & 

Kowal, 2002b).  This has included the Strengths and Difficulties Questionnaire (Silburn 

& McCaulay, 2002), the Kessler-10 (K-10: New South Wales Mental Health Report, 

2002, in preparation) and the Health of the Nations Outcome Scale (HONOS; NMHP, 

1998-2003). However, adaptation as an approach has still failed to ignite the interest or 

support of peak indigenous bodies.  It is argued that this is due to the following concerns 

about adaptation:  

 

1. Adaptation generally only occurs to the content or look of measures.  It has yet to 

involve adaptation to the interpretation of test data through increasing the cultural 

competence of clinicians, or incorporating cultural validation in assessment 

processes. This is perhaps aimed at increasingly the face validity of such measures, 

and provides the perception of cultural appropriateness.   

2. Adapted measures lack construct validity, via two important processes. 

3. Adaptation involves the application of mainstream conceptualisations of mental ill 

health as a framework to generate information from indigenous people regarding 

mental health symptoms of indigenous clients. 

4. Adaptation also applies a mainstream framework of what constitutes an 

appropriate measure of mental health outcome, including relevant domains. 

 

Whilst the above issues are of primary importance, it should be noted that adaptation 

processes often require the allocation of a similar amount of resources in terms of people 

and time as the development of unique measures.  This is due to the fact that once any 
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changes occur to tests in terms of content; it affects the psychometric properties of the 

scale.  This means that all associated reliability and validity data becomes irrelevant. In 

addition to the need to generate data and provide validity and reliability studies on the 

adapted scale, consumer (indigenous) perceptions will always question the relevance of 

this approach as a valid representation of mental health.   

 

4.7.3     Why develop a unique measure for Aboriginal youth?  

 

As already discussed, there are currently no valid psychological tests for Aboriginal 

people across Australia (Drew, 2002).  As there exists a lack of accepted criteria against 

which indigenous mental health can be measured, the performance of indigenous clients 

on these measures must effectively be interpreted in isolation. This means that 

performance on mental health tests cannot be compared against any culturally accepted 

definition of mental illness, making issues of criterion validity of particular concern.  

This is perhaps the greatest shortcoming of the use of any tests which have been 

developed for use within specific cultural groups, and most definitely, the greatest 

danger in interpretation of test scores.  Effectively, general statements are being made 

with regard to the strengths and/or deficits of individuals without confidence that this 

will compare with culturally defined views of that same individual.  The development of 

a unique measure from within indigenous world-views has the great advantage of 

preserving criterion validity, as well as ensuring face and cultural validity.  

 

As already discussed there has been ongoing debate within the literature of the need to 

explore whether mainstream definitions of mental health disorders have relevance for 

indigenous people.  Given the evidence that there may exist symptom variation between 

mainstream and indigenous people experiencing the same disorder, the need to develop 

tests which incorporate these differences becomes particularly necessary (see Okazaki, 

2000, for a review).  The development of a unique test will have two major outcomes.  

First, it will enable the determination of any symptom-based differences in the disorders 

of depression, anxiety and suicidality between Aboriginal as opposed to non-Aboriginal 

youth.   
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Second, the development of a unique test will ensure that testing will occur relative to 

culturally valid constructions of mental health and well-being.  This approach ensures 

the construct validity of measures as well as providing clinicians with confidence that 

treatments are targeting symptoms which are perceived as relevant to indigenous people.  

Clinicians will be able to utilize these tests as part of a periodic assessment of client 

status.  From a service delivery perspective, this obviously enables clinicians to assess 

the suitability of a particular treatment plan or approach, and more importantly, 

incorporate factors which maintain mental health problems in indigenous clients.  

 

According to the literature on testing of cultural minority populations, the development 

of unique measures has yet to be adopted as a general process of testing.  Whilst there 

exist a number of important exceptions to this rule, adaptation of measures is still the 

most popular method of assessing indigenous people.  However, this is in no way 

reflective of the value of this particular approach.  Rather, the research recognises that 

the development of unique measures requires a greater amount of time and resources.  

As demonstrated in this chapter, there is also a scarcity of scientific and culturally sound 

research methodologies available to develop such instruments, as well as the obvious 

lack of clinical acumen that exists in understanding the cultural factors relevant to 

mental health outcome with indigenous populations.  Whilst, this is the case, it is also 

now true that the field has advanced to such a level that makes this option is more viable 

in terms of developmental processes.  

 

In conclusion, an additional concern that has been raised within the literature is that by 

undertaking this approach to assessment, indigenous cultures will potentially have 

different sets of diagnostic criteria for the same disorder, as well as mental health 

outcomes, which are also different.  The opportunity to compare across cultures may 

then become impossible.  It is for this reason that investigation of this issue has been 

restricted to a few studies.   

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  87 

  

4.8     Summary of Chapter 

 

This chapter has provided an overview of the origin of bias in both testing and 

assessment of Aboriginal youth experiencing mental health disorders and argued that 

can be attributed to a number of factors.  First, there is a failure of many non-indigenous 

researchers to recognise the very real contrasts that exist between indigenous and non-

indigenous conceptualisations of mental health.  Primarily this is the result of the 

increasing level of separatism that exists between Aboriginal and non-Aboriginal 

services resulting in a ‘dual’  struggle between indigenous and NA practitioners as 

argued in this chapter.  The result is that Aboriginal issues are not within the general 

consciousness of most practitioners unless they have a work role that requires contact 

with this client group.  Therefore, Aboriginal interests are only represented by ‘chance’  

or ‘luck’  that participants are Aboriginal mental health minded.  The problems with 

making a group of people so exclusive, is that it limits the range of people who are able 

to contribute to finding effective solutions, and even more concerning, leaves an entire 

population with an extremely limited range of service choice.  

 

Third, there is a tendency within the existing research to focus on delineating ‘what is 

wrong’  with Aboriginal mental health, rather than providing practical and concrete 

solutions to these issues for practitioners.  In addition to this, most papers also focus 

upon the need for Aboriginal organisations to have a greater voice in resolution of these 

issues rather than arguing the need for collaborative relationships between Aboriginal 

and non-Aboriginal practitioners (D. Vicary & Andrews, 2001; T.G. Westerman, 1997).  

This is particularly in terms of encouraging empirically-validated therapeutic 

frameworks for (indigenous and non-indigenous) practitioners to work at a more 

effective level with Aboriginal mental health clients (D. A. Vicary, 2002). 

  

Fourth, there are problems inherent in a culture so diverse are that the research 

conducted, even by Aboriginal people, can often not be stated as generic to the entire 

Aboriginal population.  Whilst, it is clear that general frameworks can be developed 

which take Aboriginal culture and spirituality into account, this is often manifested in 
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ways that are distinct to tribal groups (see Reid & Trompf, 1994, for a review).  This has 

many repercussions in terms of training, and particularly, establishing consistent 

frameworks and models of intervention.  The only way to achieve this is therefore 

through rigorous research and testing of the applicability of therapeutic frameworks both 

within and between Aboriginal groups. 

 

It is therefore with the aim of taking a proactive approach towards the issue of 

eliminating bias in assessment of Aboriginal mental health clients that the current 

research will aim to develop a unique test and assessment process for Aboriginal youth.   

Whilst support for such an approach has received mixed support within the Australian 

psychological literature, a fact, which no longer remains in doubt, is that the influence of 

culture upon presentation of mental health problems amongst Aboriginal youth can no 

longer be ignored (Hunter, 1991a, 1993).  Advocating the status quo has failed to 

elevate understanding of Aboriginal mental health beyond simple acknowledgement of 

difference.  The provision of a measure which not only addresses cultural difference in 

presentation as well as in the development of mental ill health amongst Aboriginal youth 

would clearly provide an avenue for clinicians to be able to actively address this issue.  

  

The current research project will meet a direct need of mental health professionals in 

particular in their desire to work on a more cooperative and mutually beneficial level 

with Aboriginal people.  Further, social commitments to equity in access to services will 

be met through the provision of a measurement instrument which will enable Aboriginal 

mental ill health to be identified to a level commensurate with the broader community.   
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CHAPTER 5. 

RESEARCH RATIONALE 

 

 

The existing indigenous mental health literature has in many ways mirrored the social 

struggles that have occurred between Aboriginal and non-aboriginal Australians. Most 

often the differences between these groups have become so overwhelmingly complex 

that they render most very effective and competent clinicians powerless within the 

therapeutic process (Dudgeon et al., 1993; D. Vicary & Andrews, 2001).  The need to 

operationalise these differences has been expressed within the field, particularly given 

the absence of empirically validated practical strategies and therapeutic frameworks for 

practitioners to utilise (D. A. Vicary, 2002).  The objectives of this study are extensive, 

but not beyond the scope of the desire of the Aboriginal community for such processes 

to be developed.  This chapter will provide an overview of the research rationale as well 

as objectives of each stage.   

 

5.1     Participants 

 
This study has involved 723 participants throughout the regions of Perth and North West 

of Western Australia.  A detailed description of the research sample is provided within 

each stage of the study.  

 

5.1.1     A Rationale for the Participant Sample 

 

Current research indicates that the largest obstacle to the accumulation of 

methodologically sound assessment data on Aboriginal youth is the difficulty in 

collecting clinical data on a population which has significant within group culturally 

heterogeneity (Dion, Gotowiec, & Beiser, 1998; D. A. Vicary, 2002).  Additionally, 

there has also been a consistent view expressed within the Aboriginal community that 

there exists considerable differences between different tribal groups throughout Western 
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Australia (Tonkinson, 1976).  This issue has been addressed by conducting a 

comparative analysis using two groups of Aboriginal young people in the study.  This 

included a group who are representative of Rural, or more traditional groups based in 

the North West of Western Australia3.   Second, a group of Urban, or Perth based 

Aboriginal youth was included.  By dividing the sample on the basis of an Urban / Rural 

split, this provided an opportunity to explore whether there existed differences between 

these two groups on a number of issues of importance, including; (a) whether there 

exists symptom differences between disorders of depression, anxiety, suicidality, and 

self-esteem across these two geographical and tribal groupings; (b) the prevalence of 

disorders across these two locations, and (c) the extent of agreement regarding cultural 

variations in symptoms as well as intervention protocols.  

 

Participants were therefore recruited only from the Perth metropolitan area, which 

covers the recognised tribal boundary of the Nyungar people.  The tribal boundaries of 

the Nyungar people are depicted in Figure 5.1. 

 
 
Figure 5.1.  Recognised language groups of the South West and Perth Metropolitan Regions. 

 

                                                 
3 Individual towns and schools participating in this study have not been identified to ensure the 
confidentiality of participants as well as to avoid the potential for communities to be pathologised. 
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The Rural component of this study was confined to the North West of Western 

Australia.  This region incorporates numerous tribal and language groups, which are 

depicted in Figures 5.2 and 5.3.  Major language groups in the region are depicted in 

Figure 5.2 and Figure 5.3.  Participants from the North West would represent most of 

these groups.  Due to the anticipated low number of participants available for this study, 

all youth who identified as Aboriginal were eligible for inclusion in this study.   

 

 
Figure 5.2.  Recognised Aboriginal language groups from the Gascoyne to the North West of 

Western Australia. 
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Figure 5.3. Recognised Aboriginal language groups from the Port Hedland to Broome Region. 

 

5.2     Stage 1:  Community Consultations and Ethical Concerns 

 

Stage One of the research involved extensive consultation within the Aboriginal 

communities throughout the North West as well as the Perth metropolitan region.  The 

objectives of this stage were primarily to ensure that there would be sufficient interest 

and support within the Aboriginal community for the research to be conducted. In 

addition, consultation with the community occurred for the purpose of refining the 

research design and to ensure that there was community investment in implementing 

research outcomes into their communities.  An additional objective included the 

development of a local steering committee to the research for the purpose of ensuring 

the cultural and ethical appropriateness of the study.  The major outcomes of this stage 

have been the development of two separate models of community consultation.  Both of 

these models focus on ensuring cultural safety within research through research 

methodology that ensures ongoing and rigorous scientific and cultural accountability. 

 

5.3     Stage 2:  Development of a unique psychological assessment for Aboriginal 

youth:  Focus Groups and Pilot Study 

 
As discussed, the benefits of psychometric testing is firmly established within 

mainstream populations through their efficacy in guiding diagnostic formulations and 
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appropriate client interventions (Gutterman, O’Brien, & Young, 1987).  However, the 

greatest value in the existence of psychometrically derived tests lies in their value of 

placing respondents upon a continuum of normality through the standardisation process.  

The problem inherent in the use of standardised tests with Aboriginal youth is in their 

potential for misuse by placing individuals upon such a continuum without 

consideration of the merits of this standardisation process.  In the case of Aboriginal 

youth, not only have tests been developed from outside of their cultural context, but they 

have also been standardised on populations, which have no Aboriginal representation 

(Davidson, 1995; Kearins, 1981).  Questions therefore arise regarding how 

representative these tests are of the worldview of Aboriginal clients, given that 

Aboriginal people have not been given the opportunity to inform their development.  

 

This stage of the study aims to address concerns regarding test bias through adopting a 

methodology that ensures that the inventory developed will have construct and cultural 

validity.  In practice this means that focus groups have been used to develop both the 

content and form of the inventory.   Additionally, I have developed a particular guide for 

the development of focus group questions in such a way that participants themselves 

have been provided with the opportunity to operationalise (at a symptom based level) 

what these disorders ‘look like’ .  For example, questions were open-ended and 

developed in way that did not suggest the inclusion of particular mainstream diagnostic 

criteria (for example, the DSM-IV criteria).  The specific guidelines regarding the 

development and implementation of focus groups are provided in Chapter Seven.   

 

Finally, the focus groups also ensured adequate representation from key interest groups 

including; (a) Aboriginal health workers who work specifically with Aboriginal youth; 

(b) parents of Aboriginal youth, and; (c) Aboriginal youth aged between 13 - 17.  

Groups were also conducted within the Urban and Rural locations identified for the 

purpose of providing a comparative analysis across identified Aboriginal tribal groups.  

The groups were also conducted until ‘theoretical saturation’  had been achieved.  This 

refers to consistency in information from participants in groups, or when no new 

information is found.  Saturation has been used in this stege of the research to ensure the 
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external validity of data generated (Lumsden, 1976).    

 
Following the development of the questions for the inventory, a pilot study was then 

conducted on the measure for the purpose of identifying any questions that appeared to 

be ambiguous or difficult to understand.  Any such questions were either removed or 

amended to a more appropriate form.  The outcomes of this stage of the research have 

therefore been: 

 

1. The development of a culturally developed measure to identify Aboriginal youth 

‘at risk’  of suicide, depression, anxiety and low self-esteem. 

2. The development of indigenous specified and operationalised symptoms for 

depression, suicidality, anxiety, self-esteem and protective factors. 

3. Investigation of the extent of differences across geographical locations in 

relation to symptom differences in the disorders under examination.  

 

5.4     Stage 3:  Development of Clinician Guidelines for Use with the WASC-Y 

 
Whilst research points to a number of cultural variants that have been discussed 

regarding presentation and assessment of mental health, these have yet to be validated 

empirically through research. Such factors will be explored for the purpose of 

addressing existing bias in both testing and assessment of Aboriginal youth. The 

objectives for this stage of the study are to provide.     

 
1. Information regarding the relevance and nature of ‘culture-bound’  syndromes 

that exist for Aboriginal youth. 

2. A culturally appropriate approach to engagement of Aboriginal youth ‘at risk’  of 

mental health problems.  This will involve specific counselling techniques and 

strategies, which facilitate engagement of Aboriginal youth in services, including 

incorporating traditional methods of mental health intervention. 

3. The development of an acculturation interview schedule for the purpose of 

ascertaining the ‘world view’  of Aboriginal youth presenting to services.  This 
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schedule will also be used to facilitate the engagement of Aboriginal youth in 

services. 

4. Information regarding the most appropriate methodology to engage cultural 

consultants in the assessment process. 

5. The development of a set of Clinician Guidelines which can be attached to the 

psychological measure to provide specific direction to clinicians regarding points 

along the assessment process to explore possible cultural variants within 

presenting symptomatology.  This will also aid in clinical diagnosis, and to 

ensure that culture-bound syndromes are identified and accounted for within 

assessment. 

6. The development of a model of Cultural Validation process for the purpose of 

providing a measure of concurrent validity to the results obtained by the 

psychological measure. 

7. The development of a model for the resolution of culturally related mental health 

problems. 

 
5.5     Stage 4:  An investigation of mental health issues in Aboriginal youth using the 

WASC-Y and Clinician Guidelines 

 

This final stage of the research has used the WASC-Y to conduct large-scale sampling 

of Aboriginal youth.  The objectives of this process have been to determine the 

reliability and validity of the WASC-Y and also expand the limited information base 

regarding the nature and prevalence of mental ill health in a targeted population of 

indigenous youth.  This research will therefore build on recommendations such as those 

in the Ways Forward (Swan & Raphael, 1995) recommendations, in which reference is 

made to the “ sparsity of information on the nature and prevalence of mental health 

problems amongst Aboriginal people”  (p. 32).  Unfortunately, this situation has not 

improved in the seven years since this document has been released, with the recent 

NMHS (1998-2003) also reiterating the view that indigenous mental health prevalence 

data continues to be lacking.  The objectives of this stage of the research are therefore as 

follows: 
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1. To develop information regarding the nature and extent of disorder in an 

Aboriginal youth sample.  This information will focus on prevalence estimates 

(through the use of a psychological inventory and in the absence of clinical / 

cultural validation interviews).  Additionally, relationships between disorders 

will be inferred based on correlations between subscales, and finally, estimates 

of comorbidity between depression, suicide, drug / alcohol usage, impulsivity 

and anxiety will be calculated.   

2. Investigation of the psychometric properties of the inventory through methods of 

factor and reliability analysis. 

3. The development of assessment protocols for use with involved conducting 

cultural / clinical validation interviews with youth identified as being “ at risk”  on 

the basis of self-report information obtained using the psychological inventory 

developed.   

4. This stage involved validation of the clinician guidelines and intervention 

approaches developed.  This has occurred through utilising the clinician 

guidelines to assess a pool of Aboriginal youth identified as being ‘at risk’  based 

on self-report on the inventory.  The extent of ‘match’  between youth self-report 

on the inventory and their reports of symptoms during the clinical/cultural 

validation interviews were assessed via the kappa statistic. 

 

It is envisaged that the development of the inventory, assessment guidelines and 

intervention processes will increase access to mental health services by Aboriginal 

youth.  This is through increasing competencies in mental health service delivery but 

most importantly through identifying Aboriginal youth at an early rather than acute 

stage of disorder.   
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CHAPTER 6. 

  STAGE 1:  COMMUNITY CONSULTATIONS 

 
 

6.1     Developing a culturally appropriate community consultation framework 

 

There is a growing body of literature which recognises the need for research outcomes 

to be truly representative of community needs (Department of Health and Ageing, 1996; 

Powell, 2000).  Extensive community consultation is consistently viewed as a necessary 

adjunct to this representativeness.  Essentially the most effective approach to community 

based research has been referred to as a ‘bottom up’  approach (Perkins et al., 1995).  

The basis of this is that researchers act as facilitators to the process of communities 

defining their own needs.  Such approaches also ensure community collaboration in the 

research design and ultimately the support of the Aboriginal community of research 

outcomes.  This is particularly important in Aboriginal communities in which views 

expressed are often diverse as well as representative of different tribal and language 

affiliations that may exist.   

 
Therefore, this study has designed a consultation process that follows the general 

frameworks of two national Aboriginal and Torres Strait Islander ethical guidelines, 

which are of importance to the field.  These documents include: 

 

1. The Australian Psychological Society Ltd, Guidelines for the Provision of 

Psychological Services for and the Conduct of Psychological Research with 

Aboriginal and Torres Strait Islander People of Australia. 

2. The National Health and Medical Research Council Guidelines on Ethical 

Matters in Aboriginal and Torres Strait Islander Health Research (1991). 
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Previous research within the Aboriginal health and mental health fields has all 

embedded an extensive consultation phase as a prelude to the delivery of programs and 

finalisation of research methodology (National Health and Medical Research Council, 

2002a).  The above guidelines consistently argue that it is essential that researchers 

“ engage with Aboriginal and Torres Strait Islander communities collectively, not just as 

individuals”  (National Health and Medical Research Council, 2002b, p.29). Research 

within Aboriginal communities must be conducted in such a way that the views and 

values of the Aboriginal community are represented in the conception, design and 

conduct of the research (National Health and Medical Research Council, 2002b).  

However, what is not explicit is that research in Aboriginal communities must have two 

levels of accountability that have been identified in within this stage. Specifically, 

consultation should involve methods which ensure accountability at scientific as well as 

cultural levels.  This approach has been embedded within the methodology of the 

current study through the development of three separate consultative models.  Each of 

these will be described in relation to the objectives that they intend to meet.    

 

6.2     An approach to effective consultation:  Ensuring the integrity and cultural 

safety of research 

 

Extensive consultation with the Aboriginal community must occur at the preliminary 

stages of development and conceptualisation to ensure that research methodology can be 

adequately critiqued.  Whilst it is necessary that consultation is as extensive as possible, 

it is also important that this occurs in the most appropriate and respectful manner 

culturally.  Specifically, research points to the existence of a decision-making hierarchy 

in Aboriginal communities (D. Vicary & Andrews, 2001; D. A. Vicary, 2002).  

Embedded within this approach is the need to both recognise the rights, values, spirit 

and integrity of Aboriginal people and communities over time (National Health and 

Medical Research Council, 2002a).  A pictorial representation of this approach is 

provided at Figure 5.1.  This process has been referred to recently (D. A. Vicary, 2002), 

and Aboriginal communities are increasingly advocating approaches which ensure the 
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representativeness and cultural integrity of research in conjunction with mainstream 

researchers.     

INTENTION THAT RESEARCH WILL LEAD TO IMPROVED MENTAL 

HEALTH OUTCOMES FOR ABORIGINAL PEOPLE AND COMMUNITIES 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

 
Figure 6.1.  Ensuring the values and cultural safety of research in Aboriginal communities 

(Adapted from (National Health and Medical Research Council, 2002b).  

 
6.2.1     A consultation model 

 

The consultation model depicted in Figure 6.1 has provided a philosophical framework 

which has guided the research process.  The next step was to develop a consultation 

model, which achieves four primary objectives.  First, the process must be respectful of 

the different levels of ‘power’  that exist within Aboriginal communities. That is, that 

RECIPROCITY 

CULTURAL SAFETY 
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consultation must firstly occur with; (a) the identified local elders of the region;  (b) the 

Aboriginal Community Controlled Health Organisations (ACCHO’s) relevant to the 

research region; (c) important community stakeholders (usually as identified by elders) 

and finally, (d) government/non-government agencies who work directly with 

Aboriginal people and communities.   

 

Second, this process must be as comprehensive as possible to ensure consistency in 

community views and in recognition of the heterogeneity of Aboriginal culture.  That is, 

that views must not be context specific, but rather reflective of the views of all 

Aboriginal people.  Given that the study aims to operationalise mental health disorders 

and intervention processes for Aboriginal people, the adequacy of consultation also 

assures the external (and cultural) validity of information generated.   

 

Third, any model must also ensure that the consultation is ongoing rather than being a 

one-off event.  This has occurred via the regularly updating key stakeholders, through 

written and/or verbal forms of communication on a monthly basis.  It also provides an 

avenue whereby the research was able to remain culturally valid and focused.  The 

consultation process or management structure of the project is depicted in Figure 6.2. 

 

The consultation process depicted in Figure 6.2 represents an abridged version of how 

consensus is often reached in traditional Aboriginal communities.  It is argued that this 

new consultation model is reflective of the merging between traditional methods of 

consultation and a new order in which government and non-government services form 

aspects.  It also aims to reduce the gulf between Aboriginal and non-Aboriginal views of 

how research should be conducted without leaving the onus on (disempowered) 

Aboriginal communities to achieve this. 

 

Embedded within this process was the need to develop an informal network of key 

Aboriginal stakeholders with whom to consult with about the research on a regular 

basis.  This occurred within the initial consultation process, and has continued to occur 

through regular updates and contacts with important community stakeholders and 
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agency representatives.  The development of this ‘steering committee’  has been 

necessary to ensure that I am accountable to agencies or individuals who, by the very 

nature of their positions, represent the interests of their Aboriginal communities. This 

fits within the view that whilst Aboriginal Community Controlled Health Organisations 

(ACCHOs) which are normally assumed as representing the views of the local 

Aboriginal community, structures and processes for negotiating community involvement 

vary throughout communities (National Health and Medical Research Council, 2002a).  

The model depicted at Figure 6.2 allows local contexts to be taken into account.   

 

RESEARCH GROUP FOR PROJECT (Tracy Westerman, Prof. David Hay, Leigh 
Smith) 

 
 
 

Elders from North West and Perth Regions 
 
 
 

Aboriginal Community Controlled Health Organisations relevant to research 
(i.e. Derbarl Yerrigan, Perth and AMS’  in the North West) 

 
 
 

‘Vouched for’  community stakeholders / leaders from each major language and family 
group 

 
 
 

Local Aboriginal people with specialist health or mental health 
 
 
 

Local AIEOs and schools to be involved in the research 

 
Figure 6.2.  Overarching Consultative Process for study (T.G. Westerman, 2002c). 
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6.2.2     A model for culturally safe consultation processes 

 

The common themes within the three ethical guidelines referred to at the start of this 

chapter are that community consultation should be conducted in a way that is culturally 

safe as well as adequate.  Cultural safety is referred to within these documents as being 

methods which create an environment of cultural security.  Cultural safety is the 

freedom to express cultural rights, values and expectations of Indigenous Australians.  It 

reflects an appreciation of the need for cultural diversity to provide effective programs, 

services and administration”  (Department of Indigenous Affairs, 2002, p.6).  The 

defining characteristic of cultural safety lies in the adequacy and appropriateness of the 

consultation process.  Adequacy of consultation has already been addressed through 

Figure 6.2.  The next essential feature is therefore that research should be conducted in a 

manner that is cultural appropriate and safe.  

 

This approach recognises that often research is carried out which is methodologically 

sound, and in some cases, ethically sound when assessed by westernised standards.  

However, it can also be true that such research may not be ethically sound when 

conducted within Aboriginal communities.  An example of this is the assumption that 

researchers can speak to study participants about personal and private matters when they 

are of the opposite sex to the participant.  In Aboriginal communities, this is considered 

to be the height of “ shame” , but nonetheless still occurs within research.  

 

A model has been developed within this phase of the study, which aims to ensure 

cultural safety and accountability.  This has included that the project is; (a) respectful 

and inclusive of the different language and family groups that exist within each region; 

(b) includes individuals who have a recognized stake in the subject matter of which the 

consultation is about (these individuals are ordinarily identified through a ‘vouching’ 4 

system as depicted in Figure 6.2), (c) conducted in a such a way that the research 

methodology is able to be understood and critiqued by all involved in the consultation 

                                                 
4 Please refer to glossary for a definition of ‘vouching’  as it occurs within Aboriginal communities. 
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process, and (d) that there exists a process of reciprocity of research outcomes and 

information gained.   

 

In response to these issues, specific culturally respectful processes that were adhered to 

within this study included the following: 

 

1. Males were offered the opportunity to engage with a male cultural consultant due 

to that fact that I am female. 

2. People who had avoidant skin relationships were offered the opportunity to 

consult in a different (written) format. 

3. The consultant was aware of local skin and avoidance relationships that existed. 

4. Conducting consultations within language, family and skin groups. 

5. Conducting consultations one on one with elders to demonstrate respect. 

 

In addition to this, particular culturally respectful processes that were followed included: 

1. Research being conducted during times when cultural business (e.g., sorry time, 

law time) was not occurring. 

2. Research consultations and focus groups being cancelled in the event of deaths, 

and particularly suicide deaths in the region.  

 

Within this study, cultural safety has not only been taken to processes which 

demonstrate cultural respect, but has also been expanded to include accountability to the 

Aboriginal communities involved.  Whilst the ethical guidelines already cited discuss 

issues of accountability, they are also bereft by the fact that they assume that 

communities have the capacity to be able to ensure accountability at both the scientific 

and cultural levels.  An approach to this issue has been developed within this study.  The 

engagement of a specialist mental health research consultant ensured that information 

could be communicated to the steering committee at regular intervals.  The rationale for 
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the use of a specialist mental health consultant was therefore to: (1) ensure the scientific 

and cultural accountability of the myself through engaging an individual who could 

‘translate’  much of the complex methodology to the steering committee, (2) to reduce 

the extent of researcher bias that may exist regarding the representation of the research 

methodology, and (3) to act as an interface to the steering committee on occasions when 

I was not available.  The model developed is depicted in Figure 6.3. 

 

 

 

 

 

 

 

 

 

Figure 6.3.  A model of culturally and scientifically accountable research in Aboriginal 

communities (T.G Westerman, 2000). 

 

6.3     Procedure 

6.3.1     Ethics  

 

Prior to the commencement of data collection or consultation there is a requirement that 

all research is passed through an ethics committee.   For research conducted in 

Aboriginal communities there is a requirement that three major ethical bodies pass the 

research.  This includes (a) Curtin University’ s School of Health Sciences Ethics 

Committee; (b) the Western Australian Aboriginal Health Information and Ethics 

Committee (WAAHIEC), and; (c) the committee of the local Aboriginal Community 

Controlled Health Organisation, in the North West. The following process has been 

adhered to: 

 
Main Researcher 

 (Tracy Westerman) 

Aboriginal Community / 
Steering Committee for 

Research 

Specialist Aboriginal Mental Health 
Research Consultant 
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(a) The research proposal was presented to Debarl Yerrigan (previously the 

Aboriginal Medical Service) in 1997 in Perth who was serving as the 

WAAHIEC for approval of all research in Aboriginal communities.  This 

involved presentation of the research proposal to this committee in written 

form, and secondly, an oral presentation by myself to the committee.  Approval 

was obtained via letter prior to the commencement of the practical components 

of the research. 

 

(b) The research was presented to the Aboriginal Medical Service Consultative 

Committee in the North West.  This process included presentation of the 

research to the entire staff of the AMS in the North West locations.  A written 

overview of the research was then submitted to the AMS committee.  The 

Director of the AMS in the major centre of Port Hedland ultimately approved 

the research in 1997.  

 

(c) The research was presented to the ethics committee at Curtin University in 

written form for approval.   

 

The ethical approval of this study required that a number of general guidelines were 

adhered to with particular regard to working with youth at risk.  These guidelines have 

been embedded within the methodology of this study and include the following: - 

 

(a) Given that the target population of the study were under the age of consent, it 

was necessary to gain permission for their participation in the study from 

parents/guardians of youth.  This was achieved via an information sheet, which 

provided details of the study as well as information pertaining to right’ s to 

withdraw consent at any time.  Please refer to this consent form at Appendix B. 

   

(b) All parents were also provided with an information sheet detailing the aims 

and purpose of the study.  This was distributed via the schools through the 
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AIEO’ s.  Additionally, an AIEO acted as a “ contact person”  for parents to 

direct any concerns/queries regarding the research.  They were then directed to 

inform myself of any problems, and contact was initiated immediately with the 

parent in question.   Please refer to Appendix C for copy of information sheet 

provided to parents.   

 

(c) The research was established for the purpose of assisting subjects in emotional 

distress to gain access to services.  However, given the nature of research 

associated with dealing with psychological maladjustment and private nature 

of this, the consent form provided information regarding participants’  rights to 

withdraw from the study at any time.   

 

(d) Should subjects be identified as being at “ high risk”  of psychological 

maladjustment problems, they will be referred to an appropriate treatment 

program.  The process of this is outlined as part of the protocols associated 

with the current research and is described in detail at Appendix D. 

 

(e) Identifying information from participants will be in the form of a code.  

Participants were provided with this code at the commencement of the 

screening process and provided this code to myself upon completion of the 

screening.  Only I had access to this identifying information.  Participants were 

not required to write names on the forms, but provided demographic details 

such as gender, grade, and place of birth.  All information has been kept in a 

locked cabinet at Curtin University in Bentley, with only me having access to 

this.  Participants were informed of the measures taken to ensure 

confidentiality. 
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6.4     Consultation 

  

The first stage of this study involved extensive consultation within the designated 

regions of the North West and the Perth metropolitan area. This stage involved direct 

and ongoing discussions firstly with recognised Aboriginal elders within each of the 

regions.  Elders were consulted initially for the purpose of obtaining permission for the 

research to be conducted in their regions.  Following this, Aboriginal organisations were 

then approached for a similar rationale:  that the research was supported throughout the 

areas identified and that the methodology proposed was considered to be appropriate.  

Additional to this, key community stakeholders as representatives of the Aboriginal 

community were invited to act as steering committee members to ensure the cultural and 

ethical accountability of the research.   

 

6.4.1     Participants 

 

Many of the consultations involved groups of individuals as representatives of their 

agencies.  The numbers cited in Table 6.1 therefore also incorporates consultations, 

which have occurred in a group format.  
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Table 6.1 

Subject numbers involved in Community Consultation Stage. 

 

TOTAL NUMBERS 

 

 

 

RURAL 

 

URBAN 

 

MALE 

 

113 

 

143 

 

FEMALE 

 

86 

 

101 

 

TOTAL 

 

199 

 

244 

 

6.4.1.1     Consultation with elders 

  

The consultation process began with the identification of those Aboriginal people within 

the Perth metropolitan area, and the North West, who were considered to be elders of 

the community.  This occurred through a number of methods.  First, the Aboriginal 

Affairs Department (AAD) maintains a list of local elders in each region for the purpose 

of regularly consulting with elders over land and cultural heritage issues.  Second, 

contact was made through the Aboriginal Training and Liaison (ATAL) Unit of mining 

company Hamersley Iron who consults regularly with local elders and has an ongoing 

relationship with these important groups of people.  Constructing a list of elders was 

therefore straightforward. 

 

The consultation involved discussing the research face to face with each of the elders 

individually and providing opportunity for questions regarding the research, and any 

suggestions on how to improve upon the research proposal.  This involved providing 

information orally on all occasions as most participants had basic literacy levels.  The 

discussion with elders followed a semi-structured format.  The outcomes of these 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  109 

  

discussions are summarised at Appendix E.  Total discussion times ranged from 30 

minutes to 3 ½ hours, with an average discussion time of 1-½ hours.     

 

6.4.1.2     Consultation with agencies/key stakeholders 

 

Stage two of the consultation phase involved identification of key Aboriginal-directed 

agencies within each region of Perth and the North West.  This consultation involved the 

provision of written material entitled “ Common Questions about the Research”  

(Appendix F) which provided answers to questions, which had been asked of me during 

the initial consultation with elders.  Finally, discussion occurred with all major agencies, 

which involved an oral presentation by me.   

 

6.4.1.3     Consultation with Schools 

 

Stage three of the consultation process involved spending time within each school 

identified to be involved in the research.  This involved making initial contact with the 

principal of each school by telephone, and providing a verbal explanation of the 

research.  An abstract of the project was then faxed to the principal to provide more 

information about the aims and objectives.  Finally, an appointment was made to discuss 

the project and particularly the role that schools would play in the process.  This 

consultation involved the provision of the “ Common Questions about the Research”  

sheet referred to in the previous section.  Schools were informed that they were required 

for the following purposes; (1) for access to students; (2) access to AIEO’ s to assist in 

obtaining consent from Aboriginal parents for youth to be screened, and (3) assistance 

with the distribution of flyers and to act as a contact point for parents who may have 

questions about the study. 
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CHAPTER 7.  

STAGE 2: DEVELOPMENT OF THE WESTERMAN ABORIGINAL 
SYMPTOM CHECKLIST – YOUTH (WASC-Y) 

 
 

This chapter of the research describes the methodology involved in the development of 

the psychological inventory, which has been named “The Westerman Aboriginal 

Symptom Checklist – Youth (WASC-Y) ©”.  In doing so, this chapter provides (a) an 

overview of the current methods of assessing internalising disorders in youth for the 

purposes of ascertaining the most appropriate approach to the development of the 

current inventory; (b) an analysis of the empirical research regarding the most effective 

design of psychological inventories for youth.  This will include a rationale for the 

choice of self-report as the most appropriate method gathering information on 

Aboriginal youth; and finally, (c) a detailed description of the theoretical basis for the 

development of the WASC-Y as well an overview of the methodology used to develop 

this inventory.   

 
7.1     Rationale 

 

7.1.1     Literature Search of existing childhood mental health inventories 

 

An attempt was made to provide a comprehensive literature search through the PsychLit 

database as well as Psychological Abstracts to identify existing self-report measures for 

identifying internalising disorders (depression, anxiety, self-esteem, anxiety and suicidal 

behaviours) in youth aged between 13- 17 years.  The purpose of this search was to 

provide a theoretical framework for the development of the WASC-Y, based on 

common themes identified within these inventories.  It should be noted that this is not in 

relation to symptoms, but rather the method of reporting internalising complaints as well 

as the most appropriate response format for the inventory. 
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7.1.2     Utilisation of empirical information in design of inventory 

 

The literature search resulted in important information regarding the most effective, 

theory-driven approach to the development of mental health inventories for children and 

youth.  Whilst personality inventories have been extensively utilised within the arena of 

childhood mental health, the method of assessment utilised has differed markedly.  They 

have included youth self-report, parent and teacher behavioural observations as well as 

clinical interviews.  The following frameworks appear to be the most empirically 

validated approaches to the measurement of mental ill health amongst children and 

youth: 

 

1. All of the successful personality inventories employ a common format, that being 

that young people are presented with a series of statements regarding the presence or 

absence of specific symptoms, and are asked to rate how true these statements are 

for them.  

2. Most of these inventories employ either self-report or clinical interview, although a 

number of the more successful inventories have different forms.  For example, the 

Child Behaviour Checklist (CBCL) requires information about the young person’ s 

behaviour to be rated by parents and/or teachers. 

3. All inventories are fairly short. For instance, the Youth Self Report, Aged 11-18 

(Achenbach, 1991).  It has 117 items, which involves reports of competencies with 

103 that pertain to problems and views of their own functioning.  It should take 

approximately 20 minutes to complete.   

 

7.1.3     Self-Report as a Method of Assessment for the WASC-Y 

 
Following a review of the literature on the most appropriate format for mental health 

assessment inventories, the choice was between self-report or clinical interview. In 

terms of the most appropriate format for Aboriginal youth, clinical interviews were 

considered to be too problematic based upon the complexity of (primarily NA) 

clinicians being able to incorporate understandings of culture (as triggers and 
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moderators to mental health conditions) within such interview processes.  In short, 

clinical interviews would increase the capacity for interpretation bias based on cultural 

difference between clinician and client.  Given the research evidence cited regarding the 

role of practitioner bias in mental health assessment of Aboriginal and minority 

populations (Cuellar, 2000; Davidson, 1995; Kearins, 1981) this form of assessment was 

considered to be the least appropriate choice for this study.  Self-report therefore 

remained as the only remaining option that has been sufficiently empirically tested with 

youth samples.  Self-report also addresses concerns within the literature already raised 

regarding the reliability of ratings from external sources (clinicians) who are most likely 

to have a different cultural perspective to that of the young Aboriginal person being 

rated.   

 

This section of the thesis will now explore the empirical validity of self-report measures 

with youth as a method of further validating the selection of this response format in this 

study.   

 

Self-report as a means of assessing the behavioural and emotional problems in youth 

have received mixed reviews within the adolescent psychiatric literature. Prominent 

examples of the self-report style of personality inventories include the Youth Self-

Report (Achenbach, 1991); The Child Depression Inventory (CDI: Kovacs (1992; 

1977)); The Fear Survey Schedule for Children – Revised (FSSC-R: Ollendick (1978) 

and the Revised Children’ s Manifest Anxiety Scale (RCMAS:  Reynolds (1985).  

Traditionally, assessment of psychological disorders in young people has relied on 

reports from parents, teachers, and observations of clinicians (Gutterman et al., 1987).  

The reliance on outside informants has been largely the result of the cognitive research 

of Piaget (1932), which argues that children and adolescents are unable to provide 

accurate information about their emotional states.  Indeed, several researchers have 

questioned the ability of young people 12 years of age and over to make reliable reports 

on subjective internal emotional states (Boyle, Offord, & Racine, 1993; Costello, 1986) 

or give reliable self-reports.   
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Further arguments against the value of self-report include the belief that youth responses 

to such measures are the result of measurement error rather than construct identification 

(Kline, 1999).  The potential for error seems well-founded, and examples include 

truthfulness in responding (i.e., faking bad or faking good); misinterpretation of the test 

item (Groth-Marnat, 1997), and the tendency of self-report to provide relatively robust 

measures compared to other forms of assessment.  In addition to these concerns de Vaus 

(1991) has argued that structured self-report personality inventories also restrict subjects 

to respond only to those variables provided, rather than accounting for all of the issues 

impacting on the phenomena being studied.  

 

Despite these concerns, the area of self-report has nonetheless flourished, particularly 

with the advent of a number of self-report instruments for adolescents (Achenbach, 

1991; Kovacs, 1992; Kovacs & Beck, 1977);.  Arguments for the use of youth self-

report are primarily based upon ongoing concerns regarding the accuracy of reports 

provided from significant people in the child’ s environment (such as parents and 

teachers).  The basis of these arguments has been four-fold. 

 

First, research has raised questions regarding the use of external raters to assess the 

existence of internalising disorders, such as depression, anxiety, self-concept and social 

withdrawal (Reynolds & Mazza, 1992).  It has been argued that internalising disorders 

are under-diagnosed in favour of the more obvious externalising disorders such as 

aggression, impulsivity and delinquency (Achenbach et al., 1987) due to reliance on 

these external reporters (Martini, Strayhorn, & Puig-Antich, 1990).  Considering that 

internalising disorders require subjective perceptions of internal distress, it follows that 

these problems are not as readily identified by external observers (Hammen, 1987).    

 

Second, there have also been a number of studies, which have contradicted Piagetian 

notions regarding the limitations of the thinking abilities of young people (Martini et al., 

1990).  Such studies have demonstrated that the reliability of self-reports by young 

people is markedly improved when they are depicted in ways that focus upon the young 

person’ s cognitive strengths (Martini et al., 1990).  This has included pictorial 
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representations of mood states (Harter & Pike, 1984) as well as the use of illustrated 

stories (Eisenberg-Berg & Hand, 1979) 

 

The third issue regarding the reliance on ratings from external sources is more particular 

to the assessment of minority populations.  For example, teachers have been shown to 

rate African Americans as significantly higher on externalising disorders using the 

CBCL (Achenbach, 1991).  There also exists similar evidence regarding the consistently 

negative perceptions of Aboriginal children when rated by their teachers (Harris, 1977).  

The option of relying on teachers as objective and reliable informants on the internal 

mood states of Aboriginal children therefore becomes a less attractive option.  Research 

certainly supports this stance.   

 

Finally, there exist low correlations between a number of different informants when 

rating the same youth on behavioural and mental health symptoms.  This includes the 

existence of low correlations between parents and teachers (Kashani, Ray, & Carlson, 

1984), as well as youth, parent and teacher observations (Achenbach, 1991).   

 

The choice of self-report as a form of assessment for Aboriginal youth has therefore 

been informed by a synthesis of the foregoing.  Although all forms of assessment have 

their own set of limitations, assessments regarding internal mood states should always 

be informed by the youth themselves.  The research regarding the accuracy of reports 

from external sources seem to be equivocal regarding the discrepancy that exists 

between ratings from different sources.  Likewise, the research regarding the inaccuracy 

of self-report is inconsistent.  

 

This study also addresses a number of these concerns within its research design.  First, 

the focus is on youth aged 13 to 17 years.  There is evidence within the literature, which 

indicates that children become more adept at making judgements regarding their 

emotional functioning with increased age and cognitive awareness (P. C. Kendall, 1991; 

P. C. Kendall et al., 1990).  Second, the WASC-Y was designed as a self-report of 

feelings and behaviours – it is not intended to equate with a particular diagnosis or 
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inferred disorder (Achenbach, 1991).  The methodology has also been developed in such 

a way that assessment of youth will not occur through reliance on one source of 

information.  Instead, processes will be developed which ensures that the WASC-Y is 

one part of a comprehensive assessment process in which multiple information sources, 

such as clinical / cultural validation interviews and cultural validation of assessment data 

occurs.   

 

7.1.4      Response Format for WASC-Y 

 

An analysis of the existing inventories revealed that several different response formats 

are utilised by the existing range of self-report measures.  A review indicated that self-

report response formats exist under the following categories: 

 

1. Rating Scales:  these are the most frequently used type of instrument.  Typically, 

rating scales provide participants with a statement and are asked to rate the strength 

of their agreement with the statement. Youth can rate their strength of agreement 

with the statement by rating a five or seven point likert scale (Kline, 1999). 

 

2. Checklists:  These involve participants being provided with a number of adjectives 

and they are to tick all of the descriptors that they believe apply to themselves.  They 

are considered to be simple, cost effective and reliable methods of evaluating people.  

Checklists are usually presented as a “ Yes/No”  dichotomy and adjectives are 

assigned to certain categories to enable a construction of words or phrases in a list 

that apply to the individual being evaluated (oneself or another person).  Most can be 

completed in 15 to 20 minutes.  

 

3. Q-sorts:  The Q-sort technique involves providing the participant with a deck of 

cards that contains personality statements into a series of different piles.  These 

range from self-descriptions which are “ most characteristic”  to “ least characteristic”  

of the individual or acquaintance (Aiken, 1994, p.281).  Participants are required to 

sort these cards into a pre-determined number of piles ranging from “ most like me”  
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to “ least like me” .  Participants normally use around 100 cards and each pile is only 

allowed to contain a pre-defined number of cards.   

 

4. Free-Response:  This style of self-report involves the participant completing partial 

statements (e.g. I feel happy when....).  This style of self-report is used infrequently 

due to the fact that it relies largely on qualitative analysis therefore making it 

difficult to standardise results obtained. 

 

Whilst the use of likert scales as a method of self-report seem to be firmly established in 

assessing internalising disorders in young people, the extent to which these scales have 

applicability with Aboriginal people remains relatively untested.  Research, which does 

exist, is mainly unpublished, but has tended to use likert or questions with “ Yes/No”  and 

“ True/False”  dichotomies.  There also exist some questionnaires that have utilized 

figurematic representations of questions as a method of assisting those completing 

questionnaires to understand the context of questions (particularly those who have low 

literacy levels).  A recent research paper by (Donovan & Spark, 1997) in fact advocated 

for the use of graphics and likert scales in a form that allows Aboriginal people to rate 

strength in agreement through visual rather than numerical means.  Given also the 

evidence regarding the low literacy levels of Aboriginal youth (Ministerial Council on 

Education, 1995), likert scales have a demonstrated utility as a teaching concept with 

illiterate youth (Harris, 1977).  Finally, given the research which indicates that the most 

effective learning medium for Aboriginal people is through visual mediation (Donovan 

& Spark, 1997; Kearins, 1981) likert scales, which indicate strength of agreement 

through visual means conceivably, will provide the most effective form of assessment 

for youth.   

 

7.1.5     Theoretical basis for the construction of the WASC-Y:  Developing a 

table of specifications 

 

In planning for the development of the WASC-Y, a number of issues must be taken into 

consideration.  Firstly, item development must be informed by theoretical, rational and 
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empirical approaches (Aiken, 1994).  In line with this, the literature review provided in 

this study has enabled decisions to be made regarding the most appropriate design and 

form in which the WASC-Y should take to ensure maximum relevance for Aboriginal 

youth.  The relevance of self-report seems well established in mainstream, and secondly, 

the likert or forced-choice scale provides a less threatening form of data collection, 

particularly when issues of a personal and private nature are being discussed. 

 

The next stage of test construction, according to Aiken (1994), is to develop a 

comprehensive planning process around the construction of items and implementation of 

the WASC-Y.  For this purpose, a detailed outline, such as a table of specifications, is 

useful as a method of assessing or predicting certain objectives (Aiken, 1994).  Such a 

table should be referred to in deciding what varieties of items and how many of each is 

appropriate for a particular test.  In addition it also provides guidelines for practical 

considerations such as test administration, timing and testing conditions, including 

linguistic and ecological factors.  The table of specifications developed for this study 

can be found at Table 7.1. 
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According to Table 7.1 a number of issues specific to the development of the 

psychological test requires consideration.  First, in terms of item development for the 

inventory, the focus on diagnosis must be driven by culturally informed methods of 

assessment.  Such methods should include; (1) questions regarding any symptoms 

variation between Aboriginal and mainstream cultures; (2) the degree to which culture is 

able to explain symptom presentation (Cuellar, 2000), and; (3) whether the perception of 

mental illness differs within our target population compared to non-indigenous views.    

 

There are also a number of issues regarding test administration that have also been 

identified in Table 7.1.  First, the WASC-Y will be constructed in such a way that a 

standard or composite score is obtained for each identified subscale (of depression, 

suicidal behaviours, anxiety and low self-esteem).  This score will then be able to be 

compared to any participant taking the test.  It is important that each participant’ s score 

is useful in shaping and directing clinical practice (Groth-Marnat, 1997).  

 

Second, the WASC-Y will be developed to enable; (a) group or individual 

administration;  (b) oral administration for illiterate youth; (c) short completion time of 

less than 30 minutes; (d) able to be used by mental health professionals (Aboriginal and 

non-Aboriginal); (e) provides visual representation of each item; and; (e) that test results 

are not considered to be diagnostic of disorders.  The WASC-Y will screen for 

Aboriginal youth ‘at risk’  of each disorder only. 

  

The Table of Specifications has also addressed cultural safety through ensuring that 

Aboriginal people are able to have equal access to the use of the WASC-Y.  Access has 

also not been restricted to mental health professionals due to the fact that there is a 

limited number of indigenous people who have formal qualifications in mental health.  

In addition, a process of accreditation will also restrict the use of the WASC-Y to those 

who have undergone appropriate training in its use.   
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7.2     Development of items for WASC-Y 

 
This phase of the study describes the development of the item pool for the WASC-Y.  

This involved conducting a series of focus groups with key Aboriginal stakeholders 

including; (1) Aboriginal health workers; (2) Aboriginal parents, and; (3) Aboriginal 

youth.   

 
7.2.1     Guiding principles for the development of focus group questions 

 
The facilitation of this component of the research involved careful planning, particularly 

as the primary objective has been to operationalise indigenous views of depression, 

suicidality, anxiety and low self-esteem for youth.  The most important part of this 

planning was to develop a process whereby focus groups were facilitated and not 

directed by the researcher’ s own views.  A number of pre-requisites were considered 

essential to the development of focus group questions which will be outline in the 

following sections of the study. 

 

7.2.1.1     Lack of suggestibility   

 

Previous research on the development of scales for indigenous groups in Australia and 

internationally have primarily chosen to adapt existing measures to make them more 

‘culturally appropriate’  (National Aboriginal and Torres Strait Islander Health Council, 

2002; Silburn & McCaulay, 2002).  This study has argued that the development of a 

unique measure and associated assessment process is the most culturally appropriate and 

scientifically rigorous approach to identifying and measuring mental ill health in 

Aboriginal youth.  The approach advocates for Aboriginal people to have control in the 

operationalisation of mental health symptoms to assess whether there exists variation of 

symptoms for similar syndromes as in other indigenous groups (Luk et al., 2002).  It 

also provides the opportunity for Aboriginal people to reject current conceptual views of 

mental health, which have been defined from within mainstream populations.  These 

definitions exist as the DSM-IV and ICD-10 and advocate for specific and rigorous 

diagnostic criteria for a range of disorders.  The choice by the current study not to apply 
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such a framework ensures the cultural integrity of the information in that it is generated 

from within the Aboriginal culture. Previous research (M. G. Sawyer et al., 2000; Swan 

& Fagan, 1991) has chosen to apply mainstream frameworks of mental ill health to the 

development of tests and assessment processes.  The result is that this has precluded 

Aboriginal people from having the opportunity to define the most relevant views of 

mental health and methods by which to assess these. 

 

With this in mind, it is important that the list of questions developed for the focus 

groups are open-ended, non-directive and lacking in suggestibility towards the definition 

of mental health constructs.  Such questions will address two primary issues identified 

within the literature as impacting the most on the validity of psychometric test 

development, that being acquiescence (the tendency to agree rather than disagree when 

in doubt) and providing socially acceptable responses to questions (Kline, 2000).   

 

7.2.1.2     Based on practical experience of mental health problems 

 

Research supports the notion that practical competence or understanding of concepts 

through experiential learning is a recognised strength within Aboriginal culture (Harris, 

1977; Kearins, 1981).  It was therefore important that focus group questions must 

therefore be constructed to take advantage of this recognised strength.  Questions were 

therefore developed to query participants about their own worldview, or experience of 

mental health issues.  

 

7.2.1.3     Constructed within a semi-structured format 

 

To ensure the external validity of information collected from the focus groups, it was 

important that questions were constructed in a way to enable within and across group 

comparisons.  To achieve this, a structured format was utilised in all of the focus groups, 

however, the open-ended nature of the questions also allowed participants to express 

their own views and thoughts of mental health issues.   
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Following the consideration of the above guiding principles for construction of the focus 

group questions, particularly in terms of ensuring an appropriate and sound 

methodology, it was important to ascertain the particular objectives of the focus groups 

as outlined in section 7.3 onwards. 

 

7.3     Objective 1:  The development of a list of symptoms which represent an 

‘Aboriginal’  view of the conditions of anxiety, suicide, depression and self-esteem.   

 

Effectively, the focus groups were used as a method of operationalising Aboriginal 

views of the mental health conditions under examination.  This included developing an 

accepted pool of symptoms.  This stage represents one of the major aims of the study 

and has evolved due to the evidence which suggests that there are differences in the 

symptoms as well as qualitative presentation of mental health problems within 

indigenous clients internationally (Luk et al., 2002).   

 

The development of the questions for the focus groups based upon section 7.2.1 was 

conducted by myself and can be found at Appendix G.  The rationale for the 

development of these questions were based on the guiding principles provided in section 

7.2.1 as well as the overall aims and objectives for each phase of the study.  These are 

detailed prior to each focus group phase.  

 

For the current section information obtained from the series of focus groups was used to 

develop a list of symptom-based items to be included in the psychological measure.  The 

underlying philosophical orientation of the development of questions were that they 

should reflect familiar, commonsense terms frequently used by Aboriginal youth based 

on information from our focus groups.  The value of using such common, colloquial 

terms is that they will have “ functional validity”  or relevance within the Aboriginal 

youth culture (Groth-Marnat, 1997).  The questions will consist of items concerning 

personal characteristics, thoughts, feelings, and behaviour in relation to the views of 

each of these mental health disorders (Aiken, 1994).  
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It was anticipated that the items of the scale will load onto the four major factors under 

examination and that the number of questions will reflect equity in relation to these 

disorders.  The result will be that the WASC-Y will yield separate scores along each of 

the four variables. 

 

The utility of such an approach is that a basic screening can occur for the specific 

problems of depression, anxiety, suicidal behaviour and self-esteem enabling 

interventions to be tailored more specifically to the client’ s needs, whilst concomitantly 

examining the possibility of comorbidity.   

 

In line with previous research (Aiken, 1994; Zubrick et al., 1995), it was envisaged that 

approximately twenty percent more items than are actually needed should be developed. 

 

7.4     Objective 2:  Cultural inclusion factors – Indigenous specific risk and 

protective factors   

 

Aboriginality or simple membership in an ethnic minority group is sufficient to place 

one at risk for mental health problems (Swan & Raphael, 1995).  The effects of 

colonialisation, oppression and the devaluing of Aboriginal culture by mainstream 

society need to be considered in the risk for the development of pathology.  Given also 

that the mainstream research (S. Spence, 1998) points to the existence of a range of 

protective factors which ameliorate risk for mental health problems, there exists 

sufficient evidence to explore the relevance, and specific protective factors that exist for 

Aboriginal youth.  The aim of this section of the study was therefore to explore the 

relevance of mainstream risk and protective factors for Aboriginal youth.  Specifically, 

information was gathered regarding whether there exists the same view that building 

resilience within youth is a valid form of treatment for mental health disorders.  Further 

information of interest is also whether there exists a unique set of factors which provide 

some explanation for the reported higher risk for mental health problems amongst 

Aboriginal youth.   
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7.5     Objective 3:  The relevance of acculturation and acculturative stress as 

predictors of mental health outcome for Aboriginal youth 

 

Additional factors for exploration in this area are the extent to which culture plays a role 

in protecting young people against the development of pathology, despite coming from 

inordinate risk.  In this sense, concepts of acculturation and acculturative stress already 

discussed may be of some relevance in determining whether culture is able to moderate 

risk in youth.  Cuellar (1998) for instance has argued that the extent of ‘acculturation’  an 

individual has experienced can be determined through the use of acculturation schedules 

such as the Acculturation Rating Scale for Mexican Americans (ARSMA: Cuellar 

(1980)).  Cuellar argues that acculturation scales such as these can be useful constructs 

for examining the extent to which culture plays a role in mental health problems within 

indigenous cultures.  In developing the ARSMA, he has importantly been able to 

demonstrate that there exist certain cultural factors that are more important than others 

in predicting a person’ s level of adjustment into ‘mainstream’  culture.  For further 

information on Cuellars’  acculturation scales please refer to (Cuellar, 2000).   

 

The ARSMA is also now available in revised form (ARMSA-II:  Cuéllar (1995)) and is 

also available for use with Asian American populations.   

 
7.5.1     Acculturative Stress 

 

Models of acculturative stress have been proposed within the literature as providing 

further explanation of the role of acculturation in the development of mental ill health in 

indigenous populations.  For example, The Acculturation Stress Index (ASI: as cited in 

Velazquez (2000)) has been developed based on item components from the MMPI-2.  

The ASI provides an opportunity to understand the impact of acculturation through a 

model of stress and coping.  Acculturative stress provides an understanding of why 

some people appear to cope better with the process of acculturation than other.  

Effectively, they make sense of the individual experience of acculturation and the 
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impact that this process has on mental health functioning.   Tools such as the Hispanic 

Stress Inventory (HSI: Cervantes (1991) continue to exist as important measures in 

understanding the effects of living with a minority population (i.e., Hispanics in the 

United States of America) on mental health.  Models of acculturative stress are 

important to increase understanding within the mental health field of how acculturation 

is able to increase the level of stress reported in minority populations (Ramirez, 1998).   

 

In reviewing the ASI, HSI and ARSMA-II, the intention of this study has been to 

determine the relevance of acculturation and acculturative stress as predictors of mental 

health functioning in Aboriginal youth.  The dimensions of these schedules have 

therefore been used within this study to inform the theoretical development of questions 

pertaining to acculturation and acculturative stress.  Using these frameworks, I 

developed a list of questions which conform to the guiding principles of the 

development of questions for focus groups specified in Section 7.2.1. The development 

of these questions has therefore occurred through the use of empirically validated 

dimensions of acculturation and acculturative stress.  These questions can be found at 

Appendix H.  The aim of this section of the focus groups is therefore as follows: 

 

1. To determine the relevance of acculturation and acculturative stress as 

predictors of mental ill health for Aboriginal youth. 

2. To determine the factors, which are considered indicative of acculturation 

and acculturative stress from within an Aboriginal context?  This is to ensure 

that any measure of acculturation and acculturative stress has content validity 

for Aboriginal people.  This will involve developing a range of acculturation 

/ acculturative stress dimensions for Aboriginal youth. 

 
7.6     Developing an item pool through the use of focus groups 

 
It was decided by the research team (i.e., Steering Committee and the researcher) that 

one of the methods of data collection should be used primarily to ascertain the validity 

and reliability of the study results. The focus group method was selected as being the 

most efficient way of collecting this data. The Steering Committee was a strong 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth   127 

  

advocate in the use of focus groups as they felt that this methodology would allow a 

group of Aboriginal participants to meet in a non-threatening manner and explore the 

research findings and add additional information. According to (Khan & Manderson, 

1992.) and (Morgan, 1992), focus groups collect research information through group 

interaction on a topic pre-determined by the researcher. Therefore the researcher 

provides the direction of the group and the data are determined by group interaction.   

 

Focus groups generally have three major uses which are:  

 

(1) A self-contained method in research where they are the principle vehicle for data 

collection. 

(2) A supplementary source of data in studies that rely on another technique as the 

primary data collection method and; 

(3) A technique in multi-method studies in which there may be a variety of techniques 

used in the collection of data (Morgan, 1996).  

 

In the current study focus groups were used as one strategy in a multi-method research 

methodology. They were used in the development of an item pool for the WASC-Y.  

The groups added to the data that was collected from other methods (e.g., culturally 

competent clinical interviews, cultural validation processes) and allowed the researcher 

to ascertain both the ecological and cultural validity of the findings (Groth-Marnat, 

1997). When applied in multi method qualitative studies Morgan maintains that the 

focus group can add ‘something unique to the researcher’ s understanding of the 

phenomenon under study (p. 3).  He adds that the use of the focus group is dependent 

upon the researcher’ s data requirements (Morgan, 1996).     

 

Focus groups were also employed in the development of the clinician guidelines phase 

of the study described in Chapter Eight.  These focus groups are seen as an essential 

component to the design of the guidelines as they ensured that the counselling 

techniques and models developed were culturally validated.  Morgan (1992) maintains 

that focus groups can be used in a complimentary manner with individual interviews. He 
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advocates that they can be used in either a preliminary or follow-up capacity and to 

strengthen an entire research project by combining qualitative methods. 

 

Potential problems with the focus group approach included that participants may 

provide a socially acceptable response, that personal issues may be raised by individual 

participants that may not be reflective of the views of other participants, and finally, that 

the gender mixes in the focus groups would restrict what people were willing to share or 

disclose.  These issues were addressed through a number of research mechanisms.  This 

included the use of a process of theoretical saturation to ensure that views of individuals 

were also those of the majority of participants.  In the groups this involved ‘checking’  

with all participants that they agreed with views expressed at the cessation of discussion 

on each topic.  This process also ensured external validity of results generated.  Second, 

the focus group method was also combined with direct discussions with elders and those 

who wished to discuss issues “ privately”  with the main researcher.  This ensured that 

adequate respect was demonstrated to elders (in most instances) as well as those who 

held certain power within communities.  Finally, the focus group participants were 

prepared adequately prior to the group to ensure that there was a clear understanding 

that there would be male and female participants involved.  The topic of discussion was 

also clearly explained to all participants to ensure that the process was entirely 

transparent, but most importantly to ensure informed consent as well as cultural safety.   

 

7.7     Method 

 

The methodology for each of the different interest groups was essentially consistent 

throughout the study and is described in the following sections.  The number of focus 

groups was dependent upon whether theoretical saturation was achieved within the 

groups a process which will be described in the next section. 
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7.7.1     Stage 2:  Development of WASC-Y: Recruitment of focus group 

participants 

 

For the Aboriginal health/mental health workers, contact was established with a number 

of important/key stakeholders during the initial consultation stage of the study.  During 

this consultation all participants were informed of the third stage of the study 

(Development of Clinician Guidelines – refer to Chapter Eight) and canvassed regarding 

their interest in participating in these additional focus groups and direct discussions.    A 

total of three focus groups were conducted in the Rural locations with four groups 

conducted in the Urban location.   

 

Aboriginal parents were recruited via a number of local sources.  These were (a) Family 

and Children’ s Services; (b) Aboriginal Medical Services; (c) local high schools; (d) 

personal contacts, primarily through the consultation stage of the research.  Agencies 

were encouraged during the consultation phase to suggest parents of children aged 

between 13 and 17 years.  It did not matter if children were currently enrolled in school.  

Agencies acted to assess the interest of parents in participating in the project.  Once an 

interest was expressed, a list of names and addresses (including phone numbers) was 

provided to me.  I then contact with parents for the purpose of allocating parents to 

focus groups.   

 

Recruitment of youth for participation in focus groups was conducted via the schools 

throughout the North West, Family & Children’ s Services, and other local agencies who 

recruited youth to participate in the study.   

 

7.7.1.1      Participants 

 

This stage involved the recruitment of participants for participation in a series of focus 

groups. A total of 77 participants were involved in this stage with each group involving 

between 6-10 participants. The number of participants meets the guidelines for focus 
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groups as described by Morgan (1992). These groups involved representation from the 

key interest groups of; (a) Aboriginal health workers who work specifically with 

Aboriginal youth; (b) parents of Aboriginal youth, and; (c) Aboriginal youth aged 

between 13 - 17.  Groups were conducted within the Urban and Rural locations 

identified.  Groups continued until ‘theoretical saturation’  had been achieved.  This 

refers to consistency in information from participants in groups, or when no new 

information is found.  Saturation is often used within the focus group format of data 

collection as a method of ensuring the external validity of data generated (Morgan, 

1996).    

 

Focus groups have been consistently shown to provide information, which enables 

existing measures to be adapted to be more reliable within specific populations (Hyland, 

Finnis, & Irvine, 1991).  According to Flick (2002) participants in focus groups must be 

representative of the sample group upon which the measure will be used.  The youth 

focus groups were therefore matched in accordance with a range of relevant 

demographic variables such as age range, sex, and in this case, Aboriginality.  This was 

to ensure that any data obtained from youth regarding the content and wording of items 

for the WASC-Y can be considered to be the result of the variables of interest (i.e., 

ethnicity, sex, age) and not the result of any pre-existing variables that our subjects may 

possess.  For the parent and mental health worker groups, it was important to have 

participants matched by (a) knowledge (of parenting; Aboriginal health/mental health), 

and; (b) ethnicity (Aboriginality: Rural and Urban).  Groups ran for an average of 2 

hours (range 2 – 3 ½ hours). 

 

It should also be noted that attempts were made to involve equal numbers of males and 

females as well as to acquire equal representation from the different tribal groupings 

within the North West.  Participants were also allocated to groups based on the need to 

be respectful of cultural issues.  For instance, groups were all female or all men and any 

avoidance relationships discerned.  This occurred by seeking permission from 

participants for their names to be placed on a central list and then used to query potential 

participants as well as the steering committee regarding the existence of any avoidance 
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relationships, or family feuds that may exist with other participants.  In those instances 

in which this was the case (N=6), participants were reallocated to another group.  A 

description of participants within each of the three groups will now be provided. 

 

7.7.1.1.2     Aboriginal Health Workers 

 

A total of four focus groups involving 31 participants were conducted for this stage.  

Two groups occurred in the Urban location, and another two in the Rural locations.  

Workers were initially identified via conducting a mapping of local health and mental 

health services.  Agencies were then invited to recommend other individuals within the 

region who were recognised leaders or community stakeholders.  These individuals were 

all currently working in the health related field.  A description of this participant is 

provided at Table 7.2. 

 

Table 7.2 

Description of participants in Aboriginal health workers focus groups. 

 

Gender 

 

 

Location  

Male 

 

Female 

Urban 3 4 

Urban 2 5 

Rural 4 4 

Rural 4 5 

Total 13 (42%) 18 (58%) 

 

7.7.1.1.3 Parents of Aboriginal youth 

 

A total of 18 parents from the Rural and Urban locations participated in this stage of the 

project.  This represented a total of two groups in the Urban location and two groups in 
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the Rural location.  Parents were identified through major local organisations – 

primarily Family & Children’ s Services, Aboriginal Community Controlled Health 

Organisations, and Senior High Schools.  The criteria for inclusion in this section of the 

study were that participants must be “ parents of teenage children, who identified as 

being Aboriginal” .  Parents were not specifically targeted as a result of having ‘at risk’  

children, rather, an open invitation was extended to parents to participate in groups.  

Demographic details of these parents are provided in Table 7.3. 

 

Table 7.3 

Details of participants in parent focus groups. 

 

Gender 

 

Group  

Male Female 

Rural 1 3 

Rural 1 4 

Urban 2 3 

Urban 1 3 

Total 5  (28%) 13 (72%) 

 

7.7.1.1.4      Aboriginal youth 

 

A total of 28 youth participated in this stage of the study.  The youth were recruited via 

the Aboriginal & Islander Education Officer’ s (AIEO’ s) at each school.  Students were 

not deliberately targeted to participate, but rather, a general invitation was given to all 

Aboriginal students at each school.  Students were then able to express an interest to 

participate in the groups.  Groups were held separately for females and males to 

encourage participants to talk more openly and freely about issues.  Criteria for 

inclusion in this part of the study were that the youth “ must be thirteen years of age and 

over, and identify themselves as Aboriginal” .  Demographic information pertaining to 

participants is delineated in Table 7.4. 
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Table 7.4 

A description of participants in Aboriginal youth focus groups. 

 

Gender 

 

 

Group Male Female 

Rural 3 2 

Rural 2 5 

Urban 4 3 

Urban 4 5 

Total 13  (46%) 15 (53.5%) 

 

7.7.2     Procedure 

 

Prior to the commencement of each focus group, participants were provided with a form 

detailing issues related to informed consent.  This form is provided at Appendix I.  The 

contents of this form were read out to all participants prior to the commencement of all 

groups, given that there were some participants who had limited levels of literacy.  

Some participants chose to sign forms, whilst others indicated their verbal agreement 

and understanding of the information contained in the informed consent form. 

 

I facilitated all of the focus groups, using a standard format, which is described. The 

group began with a brief introduction of myself, which was consistent for all groups. 

 

“Thank you all for agreeing to be a part of this important research.  For 

those who don’t know me, my name is Tracy Westerman.  My mob is 

Nyamal people from between Port Hedland and Marble Bar in the North 

West of Western Australia.  I am also a psychologist, and I have worked for 

some seven years with Aboriginal young people and their families.  This 

research is part of my PhD in Clinical Psychology”.   
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The group began with a brief explanation of the purpose of the research, which was the 

same for all groups, and stated: 

 

“Today’s group is a follow-on from the talks I have been having with a lot 

of Aboriginal people, mostly elders, through the North West and Perth about 

mental health problems like suicide, depression and anxiety in our young 

people.  The purpose of groups like the one today is to get people together to 

talk about the sorts of problems Aboriginal young people may be 

experiencing. I will be speaking with elders, Aboriginal health and mental 

health workers, community members and Aboriginal youth.  All of you and 

those in other groups may have come into contact with these sorts of 

problems through being related to someone who may be feeling this way, or 

even through their work.  Unfortunately, many of our young people cannot 

get access to the help that they need because there is very basic 

understandings of mental health problems in our youth.  This group and a 

few more like it will hopefully change that.  I will be talking about suicide, 

so as respect for those who have been touched by this, please feel free to 

refuse to participate in discussions about this”.  (Time was given to allow 

people to consider whether this was an issue for them). 

 

“Today’s group should take around two hours.  We will continue to talk as 

long as you need to.  If there are any issues that come up for people I will 

also hang around at the end to talk anything through with you”. 

 

The group then commenced utilising the focus group questions contained at Appendix 

G.  I facilitated the discussion within the groups through the following standard process: 

 

1. Posing a question to the group. 

2. Listening to responses from the group. 

3. Encouraging all participants to offer an opinion in an attempt to gain group 

consensus on ideas generated. 
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4. Provision of a summary at the end of discussion of each question for the purpose of 

(a) ensuring correctness in interpretation of ideas by myself; (b) to offer participants 

the opportunity to add to discussion. 

 

At the end of the list of questions, a “ tick list”  of symptoms, based on the DSM-IV, was 

provided to all group members to view individually and assess the relevance of these 

symptoms for Aboriginal clientele.  I then facilitated a group discussion with each 

participant and encouraged them to express their thoughts and ideas on symptoms which 

they felt were indicative of particular mood states for Aboriginal clientele.  Discussion 

on this area ceased once a consensus on a list of symptoms was reached within the 

group. 

 

7.8     Results 

 

The pool of focus groups resulted in a large amount of raw data being collected.  A 

thematic analysis was conducted on the raw data for the purpose of identifying common 

themes identified within each group.  Raw data from the focus groups were initially 

organised under the following symptom-based headings: 

 

1. Depression symptoms 

2. Suicide symptoms 

3. Anxiety symptoms 

4. Self-esteem symptoms, and 

5. Protective factors 

 

A thematic analysis was then conducted on the raw data.  This involved identifying 

common themes in information reported by participants and organising these under each 

of the above factors.  Symptoms that were consistently viewed within focus groups as 

being indicative of each of the disorders were retained.   
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In addition to information generated from focus groups there was a need to incorporate 

identified risk factors based on previous epidemiological research on completed 

Aboriginal suicides.  A strong association has been made within post-mortem data of 

alcohol and drug use and completed Aboriginal suicides (Hillman et al., 2000; Hunter, 

1991c, 1991d, 1993).  Questions regarding drug use and feelings regarding drug use 

were therefore incorporated within the suicide questions.  Secondly, it was also 

hypothesized (based on the morbidity data and focus group information) that there may 

also be a strong association between impulsivity and suicidal behaviours amongst 

Aboriginal people. Questions regarding impulsivity and its role in suicidal behaviours 

therefore also formulated three of the questions in the WASC-Y.   

 

The wording of questions was dictated by the youth focus groups, and particularly the 

language youth used (which was transcribed verbatim) to describe the range of 

symptoms under each of the disorders.  This ensured that the items were worded 

appropriately and made functional sense to youth.   

 

The items, once finalised totalled 60 (14 depression questions; 15 suicide questions; 3 

impulsivity-related questions; 4 alcohol / drug questions; 11 self-esteem questions, and 

13 questions on protective factors).   

 

7.8.1     Results from focus groups: Comparison between Aboriginal and Non-

Aboriginal Views of Disorder 

 

Analysis of the final items in each subscale revealed a number of differences when 

comparing these to DSM-IV criteria.  For the depression subscale, focus groups 

consistently viewed early symptoms of depression as being indicative of an ‘acting out’  

phenomena, or more specifically, a change demonstrated by “ arguing or picking fights 

with family and friends for no apparent reason”  (Item 11).  Participants felt the purpose 

of this acting out phenomenon was for youth to achieve isolation from others.  This 

contrasts with the mainstream view that depression is identified by a tendency to ‘act in’  
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through behaviours of internal guilt and remorse for the purpose of isolating oneself 

from others. 

 

Second, the absence of appetite increase or decrease was also notable.  Participants 

related this to culture, feeling that food has always been an important aspect of the 

hunter-gatherer lifestyle of Aboriginal people and would always continue to be so 

regardless of experiences of sadness or depression.   

 

For the suicide subscale, the contagion or copycat phenomenon was considered to be a 

primary aspect of risk for Aboriginal youth (Item 18, “ Someone I was good mates with 

killed themselves” ).  Participants related this to the fact that child-rearing practices in 

Aboriginal communities were such that people learnt primarily through modelling and 

imitation (J.J. Goodnow, 1976; Harris, 1977).  There was concern expressed that 

resolution of problems through suicidal behaviours was becoming common in 

Aboriginal communities. Additionally, there was an absence of more appropriate or 

effective role modelling of problem resolution within communities.   

 

Second, a consistent view existed regarding the absence of planning for rescue from a 

suicide attempt by Aboriginal youth.  Participants related this to the fact that most 

completed suicides appeared to be the result of youth attempting to resolve interpersonal 

conflicts in the context of a lack of alternative methods of coping with stress, rather than 

actually wanting to die.  Participants acknowledged that a significant number of known 

recent suicides had in fact occurred on communities, on front verandas of homes and in 

places where youth should have been stopped from completing suicide, yet this hadn’ t 

occurred.   

 

The anxiety subscale incorporated a number of items regarding physiological responses 

to life circumstances.  Whilst many of these mapped onto DSM-IV criteria, two items 

(Item 35 “ I feel on edge, like something bad is going to happen” , and Item 36, “ I have 

bad dreams) were included which recognised the reality that sexual and physical abuse 

were becoming endemic within the communities surveyed.   
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Finally, the self-esteem and protective factors subscales provide evidence for the 

primary role of culture as a moderating influence on risk for mental health problems in 

Aboriginal youth.  

 

7.8.2     Rural versus Urban focus group outcomes 

 

Of note is that the thematic analysis revealed no differences in symptom presentation for 

Urban versus Rural based youth at risk.  Focus group participants in fact had consistent 

views regarding the symptoms, which were indicative of each of the internalising 

disorders under examination. 

 

7.8.3     Finalisation of WASC-Y Format 

 

The graphics and artwork incorporated the final stage of the development of the WASC-

Y.  The final presentation and design of the WASC-Y was based on three primary 

considerations.  First that the WASC-Y should be presented in the most effective 

medium for Aboriginal youth.  Based upon the existing literature, the recognised 

strength in terms of a primary modality for Aboriginal people is visual (Harris, 1977; 

Kearins, 1981).   

 

Second, research indicates that information is best presented in a way that it can be 

related to practical and concrete constructs such as visual / schematic representation of 

complex constructs (Donovan & Spark, 1997).  This includes emotions, behaviours and 

feelings. This is based on Aboriginal child-rearing factors and has also been validated 

through empirical research (Harris, 1977; Kearins, 1981).  

 

Third, given the basic levels of literacy of most Aboriginal people (Ministerial Council 

on Education, 1995) it was also clear that the WASC-Y needed to be minimally verbally 

mediated and more schematically represented through drawings. The presentation of the 

WASC-Y therefore needed to capitalise upon both of these recognised strengths. The 
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wording and design needed to be constructed in a way that is most meaningful and most 

valid for Aboriginal youth.  I therefore made two decisions with regard to the 

presentation of the WASC-Y in line with this research-based information.  

 

Finally, an artist who had conducted a significant amount of work in Aboriginal 

communities throughout Western Australia was also contracted to represent each of the 

items of the WASC-Y through drawings.  This ensured that the pictorial representations 

were culturally appropriate and context specific, therefore ensuring that the WASC-Y 

would have ecological validity for Aboriginal youth. 

 

7.9     Pilot Study 

 

As discussed, information from the focus groups resulted in the development of a pool 

of 60-items for the WASC-Y.  This information was derived through consensus within 

groups regarding symptoms for disorders as well as a process of saturation to ensure the 

external validity of data generated.  More importantly these processes were adopted to 

ensure that the WASC-Y has construct validity for our Aboriginal population.  

However, ensuring that the WASC-Y has functional validity for Aboriginal youth still 

required determination through a pilot study on the scale.  This involved piloting the 

measure on a representative group of Aboriginal youth in the Urban and Rural regions.   

 

7.9.1     Participants 

 

A description of the sample for each participant is provided.  This stage involved a total 

of 20 Aboriginal youth from the Urban and Rural locations to pilot the measure.  

Participants were recruited through a number of different sources, including Family and 

Children’ s Services, Education Department, and Mining Companies through Perth and 

the North West.  Participants were recruited from sources outside of schools given that 

these youth would form the cohort who would be recruited into the large-scale sampling 

stage. The demographic details of participants in this section of the research are 

provided in Table 7.5 
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Table 7.5 

Description of subjects participating in Pilot Study. 

 

Total Numbers 

 

 

Rural Urban 

 

Male 5 5 

 

 

Female 

5 5 

 

Total 

20 20 

 

7.9.2     Method 

 

This stage involved youth completed the inventory and leaving out any questions that 

they deemed to be too difficult to understand.  Following this, a feedback session 

occurred in which any such ambiguities were discussed and either removed (N=4) or 

reworded (N=3) to a more reader friendly format.  

 

7.9.3     Results 

 

The pilot study with the youth led to a total of 4 items being removed from the scale due 

to youth consistently expressing confusion as well as different interpretations of the 

meaning of these items.  This included 2 items from the depression subscale and 2 from 

the suicide subscale.  In addition, one item was reworded from the depression scale.  

This resulted in a final 56-item inventory.   



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth   141 

  

 

7.10     Summary of Chapter 

 

Stage Two of the study has been described in this chapter.  It has resulted in the initial 

development of a 56-item inventory which purports to provide a culturally defined 

measure of depression, suicidality, alcohol / drug usage, impulsivity, anxiety, self-

esteem and protective factors.  Whilst the WASC-Y has also undergone a pilot study to 

determine its functional validity for use with Aboriginal youth, the focus of the 

following chapter is the administration of the inventory.  As discussed, this has involved 

the development of comprehensive clinician guidelines the aim of which are to develop 

protocols that reduce the potential for bias in the implementation, interpretation and 

intervention with Aboriginal youth experiencing mental health complaints.    
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CHAPTER  8. 

STAGE 3:  DEVELOPMENT OF CLINICAL GUIDELINES FOR THE  
WASC-Y:  THE RELEVANCE OF CULTURE 

 

 
In order to administer the WASC-Y, appropriate clinical guidelines were needed.  This 

chapter explains the procedure involved in the development of these guidelines which 

are intended for use with the WASC-Y.  The outcome will be that, in addition to the 

WASC-Y a comprehensive mental health assessment process will have been developed 

for use with Aboriginal youth.   

 

The development of the clinician guidelines has focused on reducing the potential for 

bias experienced by Aboriginal youth screened with the WASC-Y.  Two areas have 

been identified as potentially impacting on the validity of assessments with Aboriginal 

youth, and these are practitioner and interpretation biases (see Dana (2000)).  This 

section of the study is guided by the principal that both types of assessment bias can be 

decreased by using appropriate clinician guidelines which directly address these 

concerns.  First, the guidelines have been developed to increase the ability of 

practitioners to effectively engage Aboriginal youth in testing and assessments.  This 

has involved the development of a culturally appropriate engagement process for use 

with Aboriginal youth.  In addition, protocols which aim to increase the cultural 

competence of practitioners in working with Aboriginal youth have also been 

developed.  This has included a cultural competence continuum as well as acculturation 

and acculturative stress interview schedules.  

 

Second, guidelines have been developed to assist clinicians in determining the role of 

culture in the aetiology of mental health assessments with Aboriginal youth.  This has 

involved the development of a set of additional questions for use with particular items 

on the WASC-Y which have been identified as having potential cultural variation to 

them.  For instance, if youth respond “ I feel sad” , is this the result of cultural issues such 
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as being assessed outside of their cultural context, or the result of an intrinsic feeling of 

sadness which is more indicative of depression?   

 

Finally, guidelines have been developed to address interpretation bias when using the 

WASC-Y.  This has involved the development of a cultural validation process which 

enables clinicians to assess the degree of ‘match’  that exists between youth self-report 

using the WASC-Y and how they are viewed, or function within their cultural context.  

Essentially this framework provides clinicians with direction regarding how to assess 

the extent of impairment experienced by Aboriginal youth as a result of their self-report 

of symptoms.  The overall objective of this section of the study has therefore been to: 
 

(1) Identify processes which contribute to assessment bias experienced by 

Aboriginal youth in testing and assessment. 

(2) Develop guidelines to enable practitioners to address these sources of 

bias. 

(3) Determine the relevance of culture-bound disorders within the Aboriginal 

communities under examination. 

(4) Determine the cultural variants to Aboriginal youth symptom self-report 

(with the WASC-Y) and clinical presentation.  

(5) Identify the range and nature of culture-bound disorders that exist within 

the targeted Aboriginal communities.  These syndromes must have been 

demonstrated and validated culturally, through reports of these 

occurrences as well as consensus within the Aboriginal culture on the 

existence of these syndromes.  This will include information on cultural 

triggers to ‘mental health presentation’  as well as culture-specific 

aberrants or disorders that exist. 

(6) Develop a model of cultural validation that can be used to aid clinicians 

to determine the ‘cultural origin’  or aetiology of a particular mental 

health disorder.  This will involve validation of the clients presenting 

symptoms at individual, cultural and community levels.  Such a model 

will require that assessments of youth conducted with the WASC-Y and 

Clinician Guidelines equate with how that same individual is viewed 
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within their cultural context. 

(7) Develop a process to aid in the resolution of culture-bound mental health 

problems.  This will enable clinicians to identify the cultural triggers to 

mental health problems as well as culturally validated protocols for the 

resolution of these syndromes. 

 

The existence of bias assessment processes with Aboriginal people has been discussed 
in the literature review section of this study.  However, this awareness has failed to 
translate into empirical research regarding the origin of this bias or the development of 
appropriate to minimise the impact of these factors.   
 
Whilst triggers to culture-bound disorders have been discussed fairly extensively at an 
anecdotal level (e.g., Indigenous belief system; payback; offending cultural taboo’ ), 
none of these have been the subject of empirical validation.  There is also limited 
research information regarding particular cultural-specific disorders within the 
Aboriginal community that often manifest as mainstream illnesses such as depression or 
psychosis.  This study represents the first attempt to validate information within 
Aboriginal populations.  This information will then be used to develop the clinical and 
cultural validation interviews attached to the WASC-Y.   

 

8.1     Method 

 

The development of the clinician guidelines for the WASC-Y occurred over five 

separate stages.  The first stage involved the development of a culturally appropriate 

model of engaging Aboriginal youth in assessment and testing.  This occurred through 

the use of focus groups with Aboriginal health workers and elders.  In stage two, 

information generated from focus groups was used to develop a culturally appropriate 

engagement model for Aboriginal youth who have been screened with the WASC-Y.   

 

The third stage involved the validation of culture-bound disorders as legitimate 

phenomena within Aboriginal communities through the use of focus groups with the 

same participants from stage one.  This stage also resulted in information being 

developed on the particular culture-bound disorders that are identifiable within the 
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Western Australian Aboriginal community.  Stage Four involved the development of 

interpretation guidelines for the WASC-Y using information generated from focus 

groups.   

 
 The final section of the study involved a series of direct discussions with a select 

number of participants from the same focus group cohort.  This selection was based on 

participants being identified as having cultural expertise, knowledge and power within 

their communities.  This stage resulted in the development of two separate models 

which address interpretation bias in testing and assessment of Aboriginal youth screened 

with the WASC-Y.  The first involved the development of a model of cultural validation 

to determine the difference between disorders which are ‘culture-bound’  and those 

which have an organic basis to them.  The second model acts as a guide to the resolution 

of culture-bound disorders.   

 

As there were there were ethical and cultural concerns regarding confidentiality of 

information generated in the focus groups, a similar procedure to that described in 

Chapter Six was adopted during this section of the study. 

 

8.1.1     Participants 

 

For this stage of the study, participants were from a different cohort to those who were 

involved in the development of the item pool for the WASC-Y described in Chapter Six.  

Participants were recruited primarily during the consultation phase described in Chapter 

Five.  Participants in this stage of the study were identified on the basis of having 

recognised expertise in health, mental health and cultural knowledge within their 

communities.  Whilst some of these participants (N=14) were identified on the basis of 

their job type and recognized expertise within the Aboriginal community, others were 

identified through having cultural knowledge and expertise (N=24).  Three focus groups 

were held in Perth, and a further three were held in the North West.  A total of 38 

participants were involved in this stage of the study.  Groups were held separately for 

males and females due to the culturally sensitive nature of information generated from 
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these groups.  A description of the sample is provided at Table 8.1.     

 
Table 8.1 

Description of Participants involved in the development of Clinician Guidelines. 

 

Gender 

 

 

Group Male Female 

Rural 3 2 

Rural 2 5 

Rural 4 3 

Urban 4 5 

Urban 3 2 

Urban 2 3 

Total 18 (47%) 20 (53%) 

 
In addition to this, 15 participants from the focus group component of this stage of the 

research also participated in the direct discussion stage.  This included 6 males and 2 

females from the North West, and 4 males and 3 females from Perth.  All of these 

participants were recognised as elders, or holders of ‘cultural-knowledge’  by a process 

of cultural vouching already described.   

 
8.2     Stage One – The Development of Information regarding Sources of Cultural 

Bias in the Assessment of Aboriginal Youth 

 

This first stage aimed to develop information regarding the potential sources of bias in 

the testing and assessment of Aboriginal youth.  Information was generated through 

focus groups regarding bias in testing and assessment processes (e.g., such as location of 

testing) as well as qualities which are more intrinsic to the practitioner – client 

relationship (e.g., the cultural disparity between tester and testee).   
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Focus groups were conducted over two separate sessions due to the volume of 

information that was collected from participants.  These dates were booked in advance 

with all participants.  

 

I facilitated all of the focus groups and utilized a standard format. The group began with 

a brief introduction of me, which was consistent with that provided in Chapter Seven. 

The group then began with a brief explanation of the purpose of this part of the study, 

which was also standard for all groups and included: 

 

“ Today’ s group is part of a big research project that is happening with 

Aboriginal communities though Western Australia.  This research is looking 

at problems that exist with our young people such as suicide, depression, 

bad nerves or anxiety and what we can do as a community to help services 

work in better ways with our young people.  What we are finding is that 

culture seems to be the most important part of why our young people either 

become unwell, stay unwell, and in some cases, can actually stop them from 

becoming well.  The main problem though is that there aren’ t too many 

services that have a lot of cultural knowledge about how to work with our 

young people.  This is where you come in.  You might remember that I came 

and spoke with you all a while ago about the research and how we are 

developing a measure to screen Aboriginal youth who may be at risk of 

mental health problems. Often Aboriginal people will come to a mental 

health service or yarn with community, elders, or their cousins and friends 

about feeling sadness, nerves, seeing and hearing bad spirits etc., but this is 

not for the same reason that wubellas / wodjella (NA people) feel this way.   

It is usually because of cultural reasons.  There’ s lots of research overseas 

with indigenous people like Canadian Indians, Maori and Asian populations 

that have identified a number of these problems.  They call them ‘culture-

bound syndromes’ .  This means that people can become unwell in 

themselves because of something they have done wrong culturally.  There 

are also many examples of illnesses that only Aboriginal people have. The 
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big problem is that they ‘look’  like mainstream, wabulla/wadjella mental 

health problems and are treated in this way.  The result is that our people 

continue to get more and more unwell” .   

 

“ So what we are hoping to achieve over the two separate sessions are two 

major outcomes.  First, we want to develop information that will make it 

more likely that Aboriginal youth will go into mental health services.  This 

will involve coming up with many of the reasons that you have noticed as to 

why Aboriginal youth do not access these services.  I will then use this 

information to develop a model for services to use to engage Aboriginal 

youth in mental health services. This model will then be sent back to you all 

to get your approval and opinion on it” .   

 

“ Second, we want to yarn about whether these things called culture-bound 

syndromes actually exist in Aboriginal communities.  If you all agree that 

they do exist we will then have a yarn about the sorts of experiences that you 

have had of them.  The aim is to develop a list of the culture-bound 

disorders that exist in communities in Western Australia.  This will then be 

used to develop a cultural interview process for use with Aboriginal youth.  

Again this interview process will be sent back to you all for approval and to 

make sure that the information in it is correct” . 

 

“ Today’ s group should take around two to three hours.  We will continue to 

talk as long as you need to.  If there are any issues that come up for people I 

will also hang around at the end to talk anything through with you.”  

 

I developed a list of focus group questions which were formulated under a similar 

philosophy as Chapter Seven, section 7.2.1, to ensure the cultural validity of information 

generated from focus groups.  Questions were developed in relation to objectives 1 – 2 

described in the introductory paragraph of this section.  The questions are depicted in 

Figure 8.1. 
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1) In people’ s experiences what are some of the reasons why NA 

practitioners do not assess Aboriginal youth appropriately?   

 

2) What experiences do people have of practitioners who conduct 

assessments in ways that make it less likely that they will present in ways 

that are different to their normal behaviour? 

 

3) What are some of the things that practitioners need to do more of – what 

have you noticed that works when trying to engage Aboriginal youth in 

mental health assessments?   

 

4) What sorts of qualities would practitioners need to have in order to be 

seen as culturally appropriate or competent?    

 

5) What particular activities would practitioners need to engage in to 

demonstrate cultural competence? 

 

Figure 8.1.  Focus Group questions for developing information regarding culture-bound 

disorders in Urban and Rural Aboriginal sample. 

 

8.2     Results – Raw Data from Focus Groups 

 
This section of the study provides an overview of the common themes generated from 

focus group discussions.  This information will be used to develop the culturally 

appropriate model of engaging Aboriginal youth in psychological testing and 

assessment, which will be described in the following section. 

 

8.2.1     Appropriateness of interventions with Aboriginal youth 

 

This section of the study is concerned with identifying sources of practitioner bias in the 
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assessment of Aboriginal youth.  These sources of bias were related to two constructs; 

(1) the cultural appropriateness of the processes used by practitioners when conducting 

assessments of Aboriginal youth and; (2) qualities intrinsic to the practitioner – client 

relationship.     

 

8.2.1.1     The use of culturally inappropriate methods of engaging youth in 

psychological services 

 
Based on information generated from focus groups, the following issues emerged: 

 

Participants were of the consistent view that NA clinicians find it difficult to engage 

with Aboriginal people at a level that ‘makes sense’ .  Participants felt that problems 

could be related to clinicians having a lack of cultural knowledge, language as well as 

local customs and norms.   

 

Introductions should incorporate understandings that Aboriginal people relate to land, 

country and each other.  Clinicians should be comfortable discussing relationships and 

connections to land with Aboriginal people.  NA practitioners should therefore have an 

understanding of different language groups within the region in which they work, as 

well as of the main family groups.  Participants felt that knowledge of one’ s family or 

‘mob’  as well as familiarisation with different tribal groups, boundaries and skin groups 

was an essential part of this engagement process. 

 

There were often problems with payback that operated for indigenous practitioners, 

which often precluded them from wanting to work with suicidal Aboriginal clients.  This 

needed to be addressed to encourage Aboriginal people to work with this particular 

group of youth. 

 

That clinicians often failed to assess for the existence (or not) of culture bound 

disorders.  Participants expressed that Aboriginal people would not necessarily 

volunteer information about culture-bound syndromes as a result of a genuine fear that 
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they would not be believed by most practitioners.  In addition, participants agreed that 

they would refrain from discussing raising this issue for fear that they may be 

considered mentally ill themselves for expressing these sorts of beliefs. It was agreed 

that clinicians therefore needed to raise the possibility of a culture-bound explanation to 

disorders at the preliminary stages of an assessment interview.  This needed to occur 

through a direct question such as “ Is there something cultural going on here (or for 

you)?”  

 

8.2.1.2     Assessed outside of situational context 

 

Participants spoke of many examples of misdiagnosis, underdiagnois and overdiagnosis 

occurring with Aboriginal youth as a direct result of being assessed outside of their 

country / community, or preferred cultural context.  There was agreement that 

Aboriginal youth would present quite differently when assessed in their cultural context 

in contrast to unfamiliar environments.  Participants agreed that this would either result 

in increased levels of pre-existing agitation and distress (including anxiety and 

depression) or create behavioural responses that are not consistent with their 

presentation in their normal environment.  This made proximity to country and land 

important components for practitioners to consider when undertaking mental health 

assessments of Aboriginal youth.   

 

8.2.1.3     Cultural disparity between Aboriginal youth and practitioners 

 

Participants agreed that a major source of bias in the assessment of Aboriginal youth 

was the cultural differences that exist between client and practitioner.  It was agreed that 

the greater the extent of cultural differences between youth and practitioner, the greater 

the potential for bias in assessments.  Effectively, participants agreed that the degree of 

bias experienced by Aboriginal youth would decrease as youth became more 

acculturated with the mainstream (white) culture.  Therefore, as a general rule, it was 

agreed that Aboriginal youth from more traditional locations (Rural populations) would 
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ostensibly experience more bias in assessments than those who were from less 

traditional (Urban) backgrounds.  However, participants raised concern that this was not 

always the case with many able to cite examples of Urban-based Aboriginal youth who 

were engaging in traditional practices.  Participants agreed that there needed to be some 

method of ‘determining’  the extent of bias that individual Aboriginal youth would 

experience as a result of cultural differences.  There was further concern expressed that 

currently this is left to the practitioner to be able to determine.  The problem is that often 

NA practitioners in particular were unaware that certain behaviours evidenced in 

assessment were the result of cultural differences, rather than some form of deficit in 

functioning. The range of culture-bound disorders already discussed in this chapter was 

cited as examples of this.   

 

8.2.1.4     The inappropriate use of cultural consultants 

 

Participants agreed that the use of cultural consultants within the assessment of 

Aboriginal youth should become standard practice throughout mental health services.  

However, participants were also clear that currently, practitioners often engaged cultural 

consultants in ways that were culturally inappropriate and importantly, contributed to 

bias experienced by Aboriginal youth in assessment.  Participants were able to cite a 

number of examples that they had personal knowledge of, in which the use of cultural 

consultants was inappropriate.  These factors included; (a) engaging the wrong level of 

cultural consultant for the presenting problem; (b) engaging a cultural consultant of the 

opposite gender to the client; (c) engaging a cultural consultant who had an avoidance 

relationship with the client; (d) engaging a cultural consultant from a different tribal or 

language group to the client and who did not have an understanding of each other’ s 

culture, and; (e) engaging a cultural consultant who was feuding with the client’ s family.   

 

Added to these concerns was the view from participants that Aboriginal people who 

were engaged as cultural consultants would not necessarily volunteer information of a 

cultural nature that precluded them from being engaged as cultural consultants.  

Participants felt that there were two primary solutions to the effective engagement of 
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cultural consultants; (i) that practitioners must ask the question “ Is there any cultural 

reason why you can’ t be involved?”  (ii) That practitioners were culturally 

knowledgeable and competent; (iii) that the client nominated a cultural consultant and 

(iv) the community validated this choice where possible.  Participants referred to this 

process as ‘community vouching’  and felt that this decreased the likelihood that 

practitioners would select the wrong cultural consultant.   

 

8.2.1.5     Gender Differences between youth and practitioner 

 

Participants agreed that Aboriginal people were raised to relate closely to people of the 

same gender.  This meant that boys and girls were separated from each other at an early 

age and encouraged to interact closely (and more intimately) with those of the same 

gender.  As a result, participants felt that it was often inappropriate for mental health 

practitioners to work with youth who were of the opposite gender to them.  On 

occasions when this did occur, participants spoke of numerous examples of practitioners 

labelling Aboriginal youth as “ non-communicative” , “ difficult to engage” , or “ unable to 

establish rapport” .   Participants agreed that this was often a direct result of the “ shame”  

felt by youth to engage in intimate discussions with people of the opposite gender.   

 

Participants felt that gender and cultural differences between practitioner and youth 

could be exacerbated by the discussion of private issues, which included commenting on 

the quality of family relationships, discussing intimate relationships, and most 

particularly, topics which included any questions of a sexual nature. Discussions of 

private matters such as these rarely occur between Aboriginal people of the opposite 

gender.  Matters of a sexual nature were considered by participants to be the height of 

‘shame’  for Aboriginal youth. Participants noted examples of instances where such 

discussion had occurred and that this had resulted in a number of behavioural 

presentations, which were misinterpreted by NA practitioners.  Examples included 

young ladies who would bow their heads, not make eye contact, and even cry when 

questioned by NA males regarding sexual issues.  A few participants had noted that this 

had resulted in labels such as depression, as well as anxiety. 
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The use of cultural consultants who are of the same gender as the client was considered 

to be an appropriate solution to this problem in instances where assessments had to be 

conducted by practitioners of the opposite sex to the Aboriginal client.  In addition, the 

use of culturally appropriate counselling strategies would also increase the likelihood 

that assessments would be more culturally valid. 

 

8.2.1.6     Putting people on the ‘spot’  for a direct answer 

 

Participants felt that one of the greatest mistakes made by NA practitioners in particular 

was the expectation that Aboriginal people would respond to questions posed with a 

direct answer.  It was agreed that communication styles within Aboriginal communities 

are such that hierarchies of decision-making power exist.  This means that decisions 

often take time to be reached, and that there are also certain people within communities 

who hold the ‘power’  for certain types of decisions.  For instance, participants noted that 

decision regarding placement or care of children are often made further up the female 

hierarchy meaning that parents often have less power than grandmothers or female 

elders.  This process is therefore at odds with the requirement, particularly in interview 

situations, for a direct answer to a direct question.   

 

8.2.1.7     Cultural Competence of Practitioners 

 

During the focus groups there was extensive discussion regarding the perceived lack of 

cultural appropriateness that was often demonstrated by practitioners (both Aboriginal 

and NA).  Participants felt that cultural competence of practitioners was often discussed, 

but very few people had been able to successfully define what this actually meant.  In 

turn, it became difficult for practitioners to be able to adjust their practice in accordance 

with specific or defined parameters.   
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Participants were in complete agreement that cultural competence should be a quality 

that was measurable and must also be demonstrated as a pre-requisite to working with 

Aboriginal youth and communities.  Participants agreed that cultural competence should 

incorporate four primary domains, that of (a) demonstrated cultural knowledge; (b) 

underlying beliefs about Aboriginal people; (c) flexibility in practice to be able to 

incorporate cultural factors in diagnosis, and; (d) personal involvement in the Aboriginal 

community.  From these four themes, focus group participants agreed on the following 

components of cultural competence;   

 
1) Demonstrated cultural knowledge including: 

 

i. Being able to name the different language and tribal groups in their local 
community; 

ii. Being able to describe cultural differences between the local language 
and tribal groups; 

iii. Understanding cultural differences between Aboriginal and non-
Aboriginal people and are able to describe these.   

iv. Demonstrating an ability to network with local Aboriginal organizations 
and communities 

v. Have an awareness of the conflicts between Aboriginal groups or 
communities in their area. 

vi. Having knowledge of Aboriginal views of mental health and well-being 
and how this differs from non-Aboriginal people. 

 

2) Underlying beliefs about Aboriginal people  
 

i. Being able to perceive that there are differences between working with 
Aboriginal as opposed to non-Aboriginal clients and be able to 
demonstrate knowledge of what these differences are. 

ii. Report feelings of confidence when going out to Aboriginal communities 
and engaging with Aboriginal youth. 

iii. Demonstrate that they can engage as effectively with Aboriginal youth 
compared to non-Aboriginal youth. 

iv. See at least an equal number of Aboriginal clients compared to non-
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Aboriginal clients. 
v. Report a consistent level of engagement in services between Aboriginal 

and non-Aboriginal clients.  
 

3) Flexibility in practice to incorporate cultural factors in diagnosis 

 

i. Be able to acknowledge the primary importance of culture in assessments 

with Aboriginal people. 

ii. Demonstrate strategies that are used clinically to take culture into account 

within treatment and interventions with Aboriginal youth. 

iii. Be able to assess for the relevance of culture-bound syndromes when 

assessing Aboriginal clients. 

iv. Report that they evaluate services they provide to Aboriginal clients 

(primarily through self-report of client satisfaction). 

v. That they conduct regular self-assessments of their cultural competency 

in working with Aboriginal youth. 

vi. That they attend cultural awareness workshops or trainings. 

vii. That they are able to engage a range of cultural consultants through their 

local networks. 

viii. That they engage in ongoing cultural supervision with an appropriate 

cultural consultant. 

ix. Report an awareness of the Aboriginal mental health literature. 

 

4) Personal Involvement in Aboriginal culture 

 
i. Whether they attend cultural activities or celebrations within the 

Aboriginal community. 

ii. Whether they interact socially with Aboriginal people in their 

community. 

iii. Whether they have Aboriginal friends. 

iv. Whether they attend work-based meetings with Aboriginal community 

groups in their service area. 
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8.2.1.8     Acculturation and Acculturative Stress 

 

Participants were particularly concerned about the potential for bias in assessment to be 

caused by the failure to take into account the heterogeneity of Aboriginal culture.  This 

related to the relevance of culture-bound disorders, the resolution of mental health 

problems through cultural methods and indeed, whether practitioners needed to take 

culture into account at all.   Often this could be assumed when in fact for certain 

individuals these factors may not be relevant.  The problem is obviously in determining 

how relevant the Aboriginal belief system is to individual (Aboriginal) people and how 

to take these factors into account  

 

Agreement was reached regarding the applicability of acculturation and acculturative 

stress as contributors to bias in the assessment of youth.  Participants were of the view 

that questions regarding acculturation or ‘extent of Aboriginal worldview’  needed to be 

incorporated in the preliminary stages of all interviews with Aboriginal youth.  

Participants also felt that an important aspect of how Aboriginal youth managed the 

process of acculturation was also an important factor in psychological functioning.  

Constructs of acculturative stress were therefore also incorporated in these guidelines.  

Finally, participants felt that such a range of questions should be included in all 

assessments of Aboriginal youth, and not just be confined to this study.   

 

8.2.2     Stage Two: Development of Engagement Model and Assessment 

Protocols 

 

This stage of the study resulted in three primary outcomes.  First, a cultural competence 

continuum for NA practitioners has been developed.  Second, acculturation and 

acculturative stress interview schedules have been developed as methods of accounting 

for bias in the engagement of Aboriginal youth in mental health testing and assessment.  

Finally, a culturally valid engagement model for use with Aboriginal youth.   
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8.2.2.1     The cultural competence continuum 

 
I therefore developed a pool of questions which best represented the important 

constructs of cultural competence as defined by the focus group participants. This 

resulted in the development of a Cultural Competence Continuum in draft form.  This 

was then sent to all focus group participants for comment to ensure that they accurately 

represented views of participants.  This resulted in no changes or amendments being 

made to this document.  The final version of the Cultural Competence Continuum is 

provided at Appendix J.   

 

8.2.2.2     Acculturation and Acculturative Stress Indices 

 

I therefore developed a pool of questions, which were generated from the acculturation-

related questions from the WASC-Y cultural resilience subscale.  This resulted in a pool 

of 23 questions being developed.  These questions were then sent to all focus group 

participants for comment to ensure that they accurately represented views of all 

participants.  The Acculturation Interview Schedule can be found at Appendix K, and 

the Acculturative Stress Index at Appendix L. 

 

8.2.2.3     Culturally Appropriate Model of Engagement for Aboriginal Youth 

 

Information from focus groups regarding the sources of practitioner bias in the 

engagement of Aboriginal youth in psychological assessment was used as framework 

for the development of the engagement model.  Extrapolation of these themes occurred 

in a manner that aimed to provide clinicians with an engagement process that could be 

used sequentially.  The final engagement process involves eleven steps which will be 

described. 

 

Step One:   Consider the location of therapy – this must be natural and incidental 

and preferably within the clients own home or community to reduce the 
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potential for bias associated with being assessed outside of cultural 

context.  Ask client to select location where possible.  

 

Step Two: Sit ‘side by side’  with clients, looking down at the ground in front of you.  

This addresses issues of cultural concerns regarding level of eye contact 

(assess relative to non-verbal cues regarding comfort with this).  It also 

reduces anxiety Aboriginal youth will experience about having to provide 

a direct answer to a direct question.   

 

Step Three: Notice and acknowledge any non-verbal expression of illness or 

discomfort.  This must be expressed via Aboriginal views of mental 

health and well being instead of in illness terms (that is, the disease 

model is not appropriate).  That is, make comment on general sense of 

“ not being well within themselves” , or “ not looking too good”  in 

themselves (as opposed to looking depressed, anxious or sad). 

 

Step Four: Introduce self ‘Aboriginal way’ .  Contextualise yourself in relation to 

your land / country as well as cultural background of origin.  Ask the 

youth to contextualise themselves in relation to their land and country.  

Ask questions such as “ Who are your mob / people?” ; “ Who are your 

tribal group or people?” , and “ Where is your country?”  

 

Step Five: Acknowledge cultural differences between yourself by making comment 

on this difference and invite youth to make comment on how they feel 

about this. 

 

Step Six: Negotiate limits to confidentiality. 

 

Step Seven: Ask client to nominate cultural consultant (aims to minimise extent of 

cultural bias in assessment process). Engagement of cultural consultant 

must occur with regard to the cultural appropriateness of the person.  
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Assess whether there are cultural factors operating for the cultural 

consultant.  Ask the question:  “ Is there any cultural reason why you 

can’ t be involved with this client?”  including: 

 

a) Men’ s versus women’ s business. 

b) Avoidance relationships.  

c) Different tribal grouping. 

d) Community infighting. 

 

Step Eight: Negotiate issues regarding possible payback or retribution with 

community or family of youth.  This needs to occur prior to your 

involvement with the youth and may also need to occur on behalf of the 

cultural consultant if necessary to ensure their involvement particularly 

with ‘at risk’  Aboriginal youth.   

 

Step Nine: Offer the client the option of resolving the problem through traditional or 

westernised methods of therapy (or both). 

 

Step Ten: Assess level (or hierarchy) of intervention that has already occurred. 

 

Step Eleven: Assess degree of acculturation and the extent to which this impacts on 

assessment and therapeutic process using the acculturation interview 

schedule (refer to Appendix K). 

 
8.2.3     Stage Three:  The development of Interpretation Guidelines for the 

WASC-Y 

 

This stage involved focus group participants moving to a discussion of the culture-

bound syndromes that existed within Aboriginal populations, and the exact nature of 

these.  I developed a list of questions which were formulated under a similar philosophy 
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as Chapter Six to ensure the cultural validity of information generated from focus 

groups.  Questions developed for this stage of the study are depicted at Figure 8.2. 

 

1. Do people agree that culture-bound syndromes really exist in Aboriginal 

communities or are they not really relevant to Aboriginal people today? 

 

2. Do people have knowledge of any cases of Aboriginal youth acting ‘funny 

way’ /’ silly in the head’  (or appropriate local dialect which is indicative of being 

unwell mentally), that has been caused by something cultural? Think about cases in 

which you have known Aboriginal people to be diagnosed as having a mental illness 

“ whitefellas way”  and you have known that the cause is a cultural one.   

 

3. What are some of the cultural reasons that people are aware of that have caused 

Aboriginal youth to become unwell mentally? 

 

Figure 8.2. Focus Group questions for developing information regarding culture-bound 

disorders in Urban and Rural Aboriginal sample. 

 

In a similar fashion to the development of items for the WASC-Y, questions were 

developed to ensure that participants themselves (and not the researcher) were able to 

define and identify disorders that were known to them to be culture-bound.  The groups 

were again conducted using the same general process for focus groups described in 

Chapter Seven already described. 

 

8.2.3.1     Results 

 
This section provides an overview of the information generated from focus groups 

regarding the existence of culture-bound disorders in the communities represented.  

First, there was unanimous agreement that culture-bound disorders were relevant within 

both the Rural and Urban locations.  This resulted in a range of culture-bound disorders 

being identified.  Information presented represents consensus between the Urban and 
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Rural locations.  There were no specific disorders identified that could be considered as 

specific to either location.  Rather there was agreement that all of the following 

disorders were prevalent in both locations.   

 

8.2.3.1.1     Payback as conflict resolution:  its relevance to mental ill health 

 

Participants explained that the use of payback as a traditional form of punishment still 

continues to exist in varying forms within all of the regions represented.  Typically, 

payback would involve spearing in the thigh or a beating with nulla nullas (traditional 

hunting sticks).  However, the form of payback was often at the discretion of the elders 

who had the primary role in making / facilitating decisions regarding the form of 

payback as well as who should administer it.  Participants were able to agree on a 

general model of payback which was deemed as relevant within communities who were 

still operating on a completely traditional model of payback.  This model is depicted at 

Figure 8.3.   

 

 

 

 

 

 

 
Figure 8.3.  A traditional model of conflict resolution as payback 

  

Participants all felt that the role of payback in the development of mental health 

problems could be related to three central themes.  These included; (1) the fact that 

traditional payback was occurring less often or did not occur at all; (2) the fact that 

traditional payback was being replaced by a ‘contemporary’  payback, and (3) fear of 

payback within Aboriginal communities.  These three themes were discussed in detail 

within the focus groups and will be described.   

Wrong doing occurs    Meeting of Elders    Decision regarding        Punishment 

        or a representative        appropriate punishment       carried out  

        from each Skin        including who must  

        Group         administer it. 
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8.2.3.1.1.1     The fact that payback is occurring less often or not at all  

 

Participants agreed that increased contact with mainstream judiciary had resulted in 

traditional payback occurring less often particularly for those Aboriginal people living 

outside of their traditional cultures. Interestingly, participants felt that it was the 

increasingly limited role for traditional payback in Aboriginal communities, which often 

acted as a trigger (and maintaining factor) to mental health complaints such as 

depression, suicide, anxiety and even psychosis.  Participants all reported knowledge of 

individuals who had experiences of such mental health complaints as a direct result of 

failing to resolve cultural wrongdoing or conflict through payback.  Particular examples 

included Aboriginal youth who were in ‘lock up’  or prison for a breach of law without 

going through their payback first.  Participants reported that these individuals would 

often continue to become unwell until payback was able to occur.  

 

Payback was considered by all participants to be effective in that it matched the 

indigenous view that ill health is dependent upon harmonised inter-relations between 

spiritual, cultural, mental and physical health.  The notion being that walking around 

with unresolved internal conflict disrupts the balance of these inter-relations.  The 

conflict needs to be dealt with or resolved in an immediate way.  Payback as a 

traditional process enables this to occur, and for the person to ultimately have inner 

peace, or in practical terms, good mental health.   

 

8.2.3.1.1.2     The fact that traditional payback is being replaced by a 

contemporary form 

 

Participants explained that the breakdown in traditional methods of payback was clearly 

implicated in the development of mental ill health. Examples known to participants 

included complaints of depression, psychoses, psychosomatic blindness, and particularly 

suicidal behaviours. Participants were able to agree on a consistent model of 

‘contemporary’  payback, which is depicted at Figure 8.4.  Participants agreed that there 

were three core differences between traditional and contemporary forms of ‘payback’  
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and that it was vital for practitioners to be able to distinguish between what was 

legitimate payback and what constituted a more contemporary form.  This was 

important to enable practitioners to assess the role of payback in Aboriginal youth 

presenting with mental health complaints, which were triggered by these issues.     

 

First, participants agreed that the contemporary form of ‘payback’  did not validate the 

role of elders and community in determining whether payback was warranted.  

Participants felt that this often led to people ‘taking the law into their own hands’ , but 

also using payback as an excuse for violence or inappropriate behaviours.  Participants 

cited numerous examples of people using payback as a defence for murder, when it was 

clear that the community had not sanctioned this.  In addition, this contemporary form of 

payback was implicated in a range of mental health complaints by participants including 

post-trauma, depression, suicidal behaviours and self-harm.   

 

Second, there was consensus within all groups that as traditional resolution processes 

once existed, conflict is now being managed in an indiscriminate manner in accordance 

with family alignments. Participants agreed that traditional forms of payback are 

controlled and specific involving victims and perpetrators only.   

 

Third, traditional payback has an end point or resolution.  Participants agreed that the 

entrenched nature of contemporary payback has led to the escalation of conflicts and 

contributed to a significant amount of infighting and violent family feuding.   

 

Overall, participants agreed that whilst traditional forms of payback were still possible, 

the breakdown in tradition (including having access to strong elders who were able to 

facilitate and manage this process) meant that this was increasingly bypassed, resulting 

in community extracting their revenge in this manner.   The result was that community 

violence is continuing to increase and become part of ‘normal’  methods of conflict 

resolution.  Participants were clear that when formalized processes of conflict resolution 

did occur, this guarded against the escalation of crises, but most importantly, restricted 

the inappropriate use of culture, and sorcery as a method of payback.  
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Figure 8.4.  A contemporary model of conflict resolution as payback 

 

Fear of payback was viewed by participants as playing a primary role in triggering a 

number of mental health complaints in Aboriginal youth. Participants cited specific 

examples in which Aboriginal youth would ‘run’  from their responsibilities of payback, 

which has several negative consequences.  First, youth would have to leave their 

traditional land, often resulting in being ‘sick for country’  (refer to section 8.3.3.1.6).  

Second, as the conflict remained unresolved, an imbalance between spirit, culture and 

mental health would occur resulting in mental ill health.   

 

Finally, participants also implicated the fear of payback in the resistance of many 

indigenous health and mental health workers to become involved with youth who were 

experiencing mental health problems.  Participants explained that indigenous people 

have cultural obligations to ‘look after’  the young.  However, within this responsibility, 

there is the associated possibility of retribution via payback for any (suicide) death of a 

young Aboriginal person.  This obviously has an enormous impact on intervention with 

Aboriginal mental health clients who may be at risk of harm to self or others.  

Participants felt that this issue needed to be addressed within interventions to ensure that 

more Aboriginal people would be available to work with Aboriginal youth.   

 

Conflict  occurs   Individuals engage    friends/cousins     feud erupts   “ payback 

Between            friends & cousins           involve family       carried 

Individuals in conflict  & extended in         out in                      

                                      conflict        accordance 

              with family  

              alignments 

              & is  

              indiscriminant 
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8.2.3.1.2     Being ‘sung’  or having the ‘bone’  pointed 

 

Participants spoke of two other forms of payback that could occur in Aboriginal 

communities and which did not involve causing direct physical harm to the perpetrator 

of cultural wrongdoings.  The first of these was having someone ‘sung’  which involved 

conjuring (or calling/singing for) spirits to inhabit the person’ s psyche and for bad 

mental, physical or spiritual health to result.  The manifestation of this process was 

wide-ranging, and had been known by participants to take the form of psychosomatic 

complaints, such as blindness, depression and suicidal behaviours as amongst the most 

common.   

 

A second process of ‘payback’  that was discussed by participants included ‘having the 

bone pointed’ , which could occur as a result of a transgression of law.   This process 

could only occur by a recognised elder, or holder of significant spiritual power such as 

Maban or lawmen.   

 

8.2.3.1.3     Skin and avoidance relationships 

 

Participants spoke of the increasingly common role for avoidance and ‘wrong way’  skin 

relationships in the development of mental ill health amongst Aboriginal youth.  Both of 

these concepts require explanation.  Participants explained that when an Aboriginal 

child is born, they are automatically assigned to a ‘skin group’ .  Ordinarily, the mother’ s 

skin group determines this skin name.  Skin groups are vital within Aboriginal 

communities as they determine how relationships are to be conducted.  As children 

grow, they are taught how to relate to people based on their skin group.  The ‘skin’  will 

determine who they can marry, who they are able to speak to, make fun of and so on.  In 

line with this, Aboriginal people often talk of marrying people who are their ‘straight 

skin’ , or having to be sure that someone is ‘straight’  for them.  This is in reference to the 

skin group classification.  Unfortunately, given the policies of assimilation and removal 

of Aboriginal people from their families and cultures of origin for generations, skin and 
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avoidance relationships have become increasingly fragmented and confused.  The result 

has been that participants reported knowledge of numerous occasions where Aboriginal 

people either married, or fell in love with someone who was not of the correct skin 

group for them.  In these instances, the realisation that this has occurred has triggered 

depression, suicidal behaviours, and in some reported instances, completed suicides.   

 

Finally, participants reported instances in which there were children who were the 

product of ‘wrong way’  skin relationships.  In these instances, ‘wrong-way’  children 

were typically ‘shunned’  by both sides of the family, and had been known to exist as 

outcasts within the Aboriginal culture.  Participants cited specific examples in which 

such crises of identity had triggered ongoing feelings of sadness and confusion, which 

often culminated in incidents of self-harm and depression amongst Aboriginal youth. 

 

8.2.3.1.4     Running from the law 

 
The coming of age for Aboriginal young people is identified by significant ceremonial 

events within Aboriginal culture.  The specifics of this event are not openly discussed; 

however, participants were open to discuss peripheral aspects of law business that had 

relevance to mental health.  It was considered by all participants that young Aboriginal 

boys at the time of perceived maturity (which is often dictated by views within the 

community of when the young boy is ready to become a man) are taken through a 

process which has often been compared to a ‘rites of passage’  ritual.  The most 

important aspect of ‘law business’  is that the components of it remain a secret to all 

those who have been involved in the ritual.  The boys spend weeks in certain regions of 

the traditional lands, which are deemed to be sacred areas.  At this time, they can be 

termed ‘bush boys’  or other derivations.  This time is commonly referred to as ‘going 

through the law’ , or ‘law business’ .  Once boys have gone through traditional law, they 

then become men, and are referred to and treated as such within the communities 

(regardless of their chronological age which can be from middle childhood to early 

teens).   
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However, participants agreed that there were often a number of inaccuracies that 

circulated regarding the true nature of ‘law time’  which was perceived as the primary 

reason for young boys increasingly choosing to opt out of going through traditional law.  

Participants referred this to as ‘running from the law’ .  Importantly, the act of running 

from law time can extract punishment by traditional law through payback.  Running 

from ‘law time’  often led to enormous inner turmoil and conflict, and participants 

reported that this had been known to trigger mental health complaints such as suicide, 

parasuicide, anxiety, depression and psychoses (involving spiritual concepts). 

 

8.2.3.1.5     External attribution belief system 

   

Whilst not using the term “ external attribution” , participants consistently viewed the 

Aboriginal belief system as being significantly different to the non-Aboriginal one.  This 

belief system obviously incorporated mental health with causality often being viewed in 

terms of external reasons, or sources.  Participants saw these reasons as being the result 

of (1) payback, including ‘intergenerational ‘payback’ ; (2) being sung or having the 

bone pointed; (3) engaging in wrong way ‘skin’  relationships; (4) running from the law 

business, and; (5) mental ill health being inherited and considered to be characteristic of 

certain families and individuals which will be described in this section.    

 

Effectively, participants agreed that Aboriginal people who become ill mentally would 

always explore a cultural (external) cause or trigger before any other.  The implication is 

that obviously cultural solutions are always explored prior to mainstream interventions.  

Interestingly, participants expressed a view that if a proximal cultural trigger could not 

be readily identified, secondary causes, such as “ intergenerational payback”  or 

“ inherited mental illness”  would be ascribed as causal.  For instance, participants cited 

examples of community believing that youth were experiencing depression, suicide, and 

anxiety or self-harm as a result of inherited payback or bad spirits.  
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8.2.3.1.6     Longing for country 

 

Participants spoke of the strong relationship that exists between Aboriginal people and 

their traditional lands or ‘country’ .  There was a consistent view expressed that the 

complexity of this relationship was often related to mental unwellness. Participants 

linked this with the spiritual disconnection that Aboriginal people experienced when 

removed from traditional land. Examples were cited from knowledge of this occurring 

as well as direct experiences in which short-term removal from traditional land had lead 

primarily to symptoms of depression.  Whether this removal was through choice or 

through ‘being on the run’  from payback or from the law didn’ t appear to make a 

difference to the end result. It was agreed that absence or periods of disconnection from 

land can have an adverse affect on many levels of functioning which included, (1) 

physical health, including feelings of weakness, nausea and general ‘sickness’ , (2) 

spiritual health, particularly given that this affects mental health presentation, 

intervention, as well as diagnostic processes, and (3) mental health, which often 

manifests as symptoms consistent with a depressive or anxiety disorder.  Participants 

described this as having ‘stress’  or bad nerves. 

 

Appropriate interventions included returning to country to rejuvenate or reconnect with 

land, culture and spirit.  Participants spoke of knowing when they needed to return 

home, and this was often precipitated by feelings of sadness, despondency, moodiness, 

frequent crying, wanting to be alone, and arguing with loved ones for no apparent 

reason.  Participants described going home as feeling like “ complete wellness and 

rejuvenation” .  Therefore, participants felt that not being able to return home (due to 

being on the run from payback, financial constraints, being imprisoned) has resulted in 

increasing levels of depression (not being able to get out of bed, communicate, or make 

any sense to those around them) and in some cases, suicidal behaviours, self-harm and 

suicide. 
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8.2.3.1.7     ‘Sorry Time’  

 

Participants identified that the passing of loved ones placed a considerable obligation on 

relatives to return home to ‘pay respects’  which meant returning home for ‘sorry time’ .  

It was explained that deaths within Aboriginal communities always follow a period of 

mourning, which was referred to by all participants as ‘sorry time’ .  This involves all 

relatives deemed as important (involving community members, immediate and extended 

family) meeting at a central location (usually the home or traditional lands of the 

deceased) for a period of communal mourning.  This often necessitates waiting for 

periods of time (up to a week or two) for all relatives to travel to pay respects in this 

way.  Sorry time has a number of very important rituals associated with it, and for 

Aboriginal people, absence from this process holds important ramifications for mental 

health.  These will be discussed.   

 

8.2.3.1.7.1     Absence from sorry time 

 

First, participants agreed that absences from sorry time, particularly of those who are of 

importance (through having a close relationship with the deceased, or being an 

important cultural person) were always noticed by relatives.  Participants spoke of 

individuals not attending sorry time coming into ‘bad luck’  (which was often sung or 

paid to them through spiritual means) or being ‘growled’  at by other relatives for not 

paying their respects.  Second, should individuals not come home to pay respects to the 

deceased loved one, feelings of distress would typically increase in intensity, with 

participants describing instances of catatonic and clinical forms of depression. 

 

Appropriate interventions included returning home to country to pay respects, or in 

some instances, sending a family member as a representative at sorry time.  It is 

important that this representative clearly articulates who they are representing, and this 

usually occurs by directly telling grieving immediate family of their sorrow for their 

‘bad news’  as well as whose respects have been sent with them.   
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8.2.3.1.7.2     Pathological Grief and Hysteria 

 
According to participants, sorry time involves a very specific and ritualised process, 

which often involves entire communities, extended families and immediate families of 

the deceased.  This means that it is often not uncommon for a few hundred people to 

attend funerals and be involved in sorry time.  Participants agreed that Sorry Time is a 

process that encourages the outward and intense expression of grief by loved ones for 

the deceased.  This can often appear as hysterical and histrionic in nature.  Participants 

spoke of intense and prolonged periods of ‘wailing’  by female elders, and that this 

developed eventually into displays of hysterical crying and screaming.  In addition, 

people would often cut themselves with bottles, rocks or even harm themselves as a 

direct result of the hysteria encouraged as part of the grieving process (this is further 

addressed in section  8.3.3.1.8 on self-harm).  The fact that this was conducted in such 

large groups of people appeared to increase the intensity of these behaviours, as well as 

the experience itself.  Participants spoke of these processes in a mix of sadness for the 

many deaths they had all experienced, but also respect for the fact that the Aboriginal 

culture allowed and encouraged such open and communal expressions of grieving for 

loved ones.  Most of the participants agreed that through encouraging such open and 

intense expressions of sorrow this enabled resolution of death to occur within the 

context of community support, and respect.  

 

Participants also spoke of specific rituals which Aboriginal people are expected to 

observe with the passing of loved ones, and that this was often misinterpreted as 

pathological grief.  As is the case with histrionic-like displays of grief, these rituals are 

encouraged as well as reinforced within Aboriginal culture as appropriate displays of 

respect for the deceased.  For instance, participants agreed that time was not a 

consideration in the expression of hysteria and open expressions of grief in the passing 

of loved ones.  It is therefore not uncommon or ‘pathological’  for relatives (immediate 

and distant) to cry at the mention of the name of a deceased person who may have 

passed away years previously.  Other common behaviours cited by participants include 
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the bowing of heads at the mention of a deceased person, particularly when the name of 

the deceased is mentioned in company.   

 

8.2.3.1.7.3   Psychosis 

 

Finally, participants also spoke of many personal examples of Aboriginal people 

(particularly youth) who would experience, ‘visits’  from loved ones following their 

passing.  Participants noted examples in which these visits could be of an auditory, 

visual or tactile nature. Whilst all participants agreed that spiritual visits were not 

uncommon for Aboriginal people, the role of these visits in mental health was 

considered as two-fold.  First, participants expressed concern that many Aboriginal 

youth reported these visits as being distressing in nature rather than comforting or a 

natural part of the grieving process.  Participants felt that ‘visits’  from loved ones had 

become increasingly sensationalised and distorted as a result of ‘yarn telling’  but most 

importantly, the inappropriate use of the spiritual realm by youth themselves, and on 

occasion by elders or community members.  Examples of this included parents and 

elders putting fear into youth by using culture and the threat of conjuring up a ‘bad 

spirit’  to do harm to them.  Participants also expressed a belief that youth were confused 

by ‘true’  culture and often used the spiritual realm to put fear into each other.  

Participants noted that this often occurred during times when youth were quite 

psychologically vulnerable (i.e., when using substances or during grieving).  The 

problem that was highlighted by participants was that for youth who were particularly 

vulnerable to these fears, the combination of these events was sufficient to create a 

heightened risk for legitimate mental health problems, most notably psychosis, 

depression, self-harm and suicide.  Participants all noted that they had direct experiences 

of such cases. 

 

Second, that it was often difficult for NA practitioners in particular to ascertain the 

cultural meaning and appropriateness of such ‘visits’  from deceased persons.  The 

obvious problem is that any acknowledgment by individuals regarding seeing and 

hearing entities that were not within the experience of others meets the criteria for 
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psychosis as defined by westernised standards.  Given that there is no requirement for 

practitioners to determine the cultural appropriateness of such behaviours, participants 

cited numerous examples of misdiagnoses occurring with youth regarding psychosis.  

The result is that Aboriginal people have learnt not to admit to visits from loved ones for 

fear that a diagnosis of mental illness will result. 

 

The third and final point relates to the second point above in regard to the difficulty of 

determining the cultural appropriateness (or not) of sensory and perceptual 

hallucinations.  This can often mean that for those Aboriginal people who are 

experiencing psychosis of an organic aetiology, there has been a resistance by NA 

practitioners to diagnose at all.  Often, genuine psychoses can therefore be considered to 

be ‘culturally appropriate’  or normal, when the behaviours fall outside of the parameters 

of what is normal within the Aboriginal culture.  Again, these assessment and diagnostic 

issues will be discussed later. 

 

8.2.3.1.8     Self-harm 

 

Participants spoke of a number of cultural activities within their communities that 

involved engaging in self-harmful behaviours, but which were considered as 

appropriate.  There are three primary examples of self-harm that participants noted.  

First, ‘cutting’  or hurting oneself as an expression of sorrow and grief during funerals 

and sorry time.  This process still occurs in most regions of Western Australia, and 

involves the spilling of blood as an expression of grief.  In the Pilbara region 

participants spoke of certain individuals hitting themselves with a rock and breaking the 

skin.  In the metropolitan region, participants spoke of similar experiences, although 

noted that people would “ grab anything”  to cut themselves with.  

 

Second, participants also noted that the cutting of skin (usually on the chest or back) is 

associated with tribal markings that occur during law business).  This process occurs 

during law time, and is demonstrative of the initiation process.  Third, participants 

agreed that the process of payback often involves some form of physical retribution, 
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which can involve spearing in the upper thighs or leg.  This process is again, sanctioned 

culturally. 

 

The obvious problem is that there exist mental health assessments which query whether 

clients engage or have engaged in deliberate self-harm. The cultural appropriateness of 

these behaviours is reliant upon (usually NA) practitioners to gauge.  Participants noted 

that in Aboriginal culture, the cutting of skin either by one’ s own hands or the hands of 

others, can be a process of resolving some form of pain.  In a similar way to the function 

of self-harm, the intention of these three events is not to create pain, but to resolve pain 

of some description.  The cutting of skin through sorry time is to resolve the pain of 

loss, and to demonstrate respect for the deceased.  The payback process represents a 

process of resolving conflict through cutting and physical retribution, and finally, the 

cutting of skin in the initiation of young Aboriginal men into the law is representative of 

the conflict that exists when boys become men.  Most importantly, however, in terms of 

syndromes which are culture bound, is the potential for such behaviours to be 

misinterpreted as intentions to harm either oneself or others.  This is the case with 

harming associated with grieving, and physical cutting associated with payback and law 

rituals.  Participants were adamant that the failure by clinicians to determine the cultural 

relevance of these behaviours had resulted in examples of misdiagnosis, which were 

known to them.  Being able to determine the difference between behaviours which 

represented deliberate self-harm as opposed to those which represented a culturally 

appropriate expression of grief, respect or problem resolution was considered of primary 

importance by participants.   

 

8.2.3.1.9     Ritualistic and Obsessional Behaviours 

 

Participants spoke of a number of ritualistic behaviours that occurred during traditional 

ceremonies such as law time and sorry time within their communities. Whilst many of 

these processes could not be discussed directly by participants as they represented secret 

business, it was agreed that a number of these behaviours could be obsessional in nature.  

Some participants cited the example that during law time there was a need to 
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demonstrate the ability to perfect certain behaviours such as hunting and spearing.  

Ritualised and obsessional practice was often paramount to this ‘perfection’ .  Beyond 

this example, participants were not prepared to disclose any further examples of these 

behaviours.  However, participants all agreed that there was a need for practitioners to 

be aware that the origin of obsessional or ritualistic behaviours may be cultural, and that 

this must be determined.   

 

8.2.4     Stage Four:  Development of WASC-Y Interpretation Guidelines 

 

Stage Four of this section involved the development of the WASC-Y interpretation 

guidelines.  These guidelines were developed based on the raw data from focus groups 

regarding the nature of culture-bound disorders in the Urban and Rural Aboriginal 

populations.   

 
8.2.4.1     Procedure 

 
I collated information generated by focus group participants regarding the existence and 

nature of culture bound disorders to develop interpretation guidelines for the WASC-Y.  

These guidelines exist as questions attached to specific items on the WASC-Y to enable 

clinicians to assess for potential sources of cultural variants to self-reported symptoms.  

For instance, a number of items on the depression subscale, such as “ I feel sad”  and “ I 

cry”  require an assessment regarding the existence of cultural factors which may be 

triggering and maintaining such feelings (e.g., longing for country, payback).   

 

Secondly, research validated information regarding specific risk factors that exist for 

Aboriginal people have also been included within the interpretation guidelines.  This has 

ensured that all possible risk factors (which are not necessarily a focus of mainstream 

assessments) are addressed in the assessment of Aboriginal youth.  Examples include 

the inclusion of impulsivity and agitation within the suicide subscale, as well as the 

assessment of degree of impairment experienced as a result of having a close 
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relationship with someone who has completed suicide (i.e., effect of contagion on 

youth).   

 

For some items on the WASC-Y, a number of different questions have been developed, 

and this reflects the potential for cultural bias associated with positive responses to these 

particular questions.  Some items do not have additional questions attached to them, and 

this indicates that these items have not been identified as having cultural variation to 

them.   

 

8.2.4.2     WASC-Y Interpretation Guidelines 

 
This section is provided to enable clinicians to interpret items on the WASC-Y in 

accordance with the clinician interview guide, which includes cultural validation.  This 

section provides clinicians with methods of ensuring that symptoms reported by youth 

are a valid indication of their true mental health functioning.    

 
8.2.4.2 1     The Depression Subscale 

 
The Depression subscale provides the opportunity for youth to report the relevance of 

eleven different symptoms, which are considered to be indicators of indigenous 

conceptualisations of depression.   

 
Score of 1 = very small problem 
Score of 2 = minor problem 
Score of 3 = moderate problem 
Score of 4 = medium to high risk 
Score of 5 = high risk 

 
Ask questions for scores of 2 and above 
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Item 1.  I feel sad 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
Item 2.  I’d rather be alone than with other people 
 
 
 
 
 
 
 
 
 
 
Item 3.  I can be happy one minute, and upset the next really quickly 
 
 
 
 
 
Item 4.  I like to sleep a lot 

Item 7.  I find it hard to sleep 
 
 

At this point, interviewer should assess whether the sadness has cultural origins.  

Questions should include: 

1. When you feel really sad, what is the thought that is strongest in your head at 

the time?   

2. What is the strongest image for you?  Can you describe it to me? 

3. Have you ever felt this way when you are living in your normal country or at 

home? 

4. When you think of your country / home, does your sadness get bigger or 

smaller?  

5. If you could go home right now what would your sadness be like? 

6. Do you think that your family (or mob) would think of you as a sad or 

unhappy person most of the time?  

1. Has anything happened recently to make you want to be alone more often? 

2. Is there something that has happened with the other Aboriginal kids for 

you to feel like this?  For example, sometimes payback can be happening.  

Is this something that is happening for you?  Is there anything else, that is 

going on culturally?  

3. Assess if child is from different tribal group to the one they are currently 

in. If so, ask if cultural bullying is a factor. 

1. Has this changed from how you normally are? 

2. Do you know why you have changed? 

3. What has happened to make you this way? 

Assess for any physical pain – headaches, pains in stomach. 

Some culture-bound syndromes can manifest as physical complaints (due to 

interconnections between physical, mental, spiritual and cultural) 
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Item 5.  I find it hard to pay attention to things going on around me 
 
 
 
 
 
 
 
 
 
Item 6.  I feel tired and have no energy 
 
 
 
 
 
Item 8.  I cry 
 
 
 
 
 
 
 
Item 9.   I’m not interested in doing stuff I used to like doing 
 
 
 
 
 
 
 
Item 11.   I pick fights with people for no reason 
 
 
 
 
 
 
 
 
 

Assess for cultural relativity:  Is it that you can’ t follow one thought or instruction to 

the next?  If no, what are some of the reasons why you are finding it hard to pay 

attention?  Are you doing a few things at once? (Aboriginal child-rearing practice to 

help others and express concern for peers, can be misinterpreted as concentration 

difficulties) 

Is the loss of energy something new? 

Assess for cultural variants and cross-over of physical dimensions. 

How often does this happen?  Does this happen as often when you are at your home or 

in your community?  Assess cultural triggers:  What are you telling yourself to make 

yourself cry? Assess cultural factors by providing practical example:  Some people can 

cry because they are longing for home and country – is this happening for you?   

What sorts of things have you stopped enjoying?  Has this affected how your 

community or family sees you?  How do you know this?  Assess for degree of cultural 

impairment:  Are there any cultural things (like hunting, fishing, camping) that you 

have stopped doing? 

Tell me what happens to set you off?  Has this changed from how you normally are?  

Cultural impairment: Has this stopped family or community from wanting to be 

around you?  Isolation achieved by acting out. If so, do you make an effort to try and 

reconnect with them?   
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NOTES:   Assess for existence of delusions and hallucinations, which can sometimes be 

part of major depressive episode.  This should be differentiated from cultural 

hallucinations or delusions through the use of cultural validation, eg. Being visited by 

those who have passed away. 

 
8.2.4.2.2     The Suicide Subscale:  Interpretation Guidelines 

The suicide subscale represents indigenous views and determinants of risk for suicidal 

behaviours.  This has been based upon information obtained from indigenous people, 

and also includes risk factors, which have been determined by research as being of 

importance in determining degree of suicide risk.   

 
Score of 1 = very small problem 
Score of 2 = minor problem 
Score of 3 = moderate problem 
Score of 4 = medium to high risk 
Score of 5 = high risk 

 
Ask questions for scores of 2 and above 
Item 12.   I have felt so sad I have thought about ending my life 
 
 
 
 
 
 
 
 

 
 
 
 

 

 “ How often have you had thoughts of ending your life?”   “ How do you feel about 

suicide as an idea?”  High risk event (look for relationship breakdown and 

patterns) 

“ When you have these thoughts, what has happened to make you think about killing 

yourself?”  Cultural issues 

“ Is there anything going on cultural way that makes you have these thoughts?”   

“ Have you done anything wrong culturally?”  “ On a scale of 1-10 where 1 = I would 

never ever kill myself, and 10= I am absolutely sure; where are you at the moment?”   

What makes you that particular number?”  
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Item 13. I have thought about a way to go about ending my life 
 

 
 
 
 
 
 
 
Item 14.  It would be easy to follow through with this plan of ending my life 
 
 
 
 
 
Item 15.   I have tried to end my life before 
 
Item 16.  I would try to end my life again 
 
 
 
 
 
Item 18.   I know someone who killed themselves 
 
 
 
 
 
 
 
 
 

 
Item 19.  I feel like my life is getting worse and worse 
 
Item 20.  I feel like my life will not get any better 
 
 
 
 

 
 
 

“ Have you thought about how you would kill yourself?”  “ Why this particular 

method – what is good/less good about it?”  Check out availability of method 

Assess for hanging as a method; is this attractive to them. If so, why? 

´:RXOG�\RX�WU\�WR�NLOO�\RXUVHOI�ZKHQ�\RX�DUH�DORQH�RU�ZLWK�RWKHUV�QHDUE\"µ�
 

What makes this plan so easy to follow through with?  Beliefs about suicide 

(including cultural) “What is good/less good about suicide as an idea?”  

“ Have you ever tried or threatened to kill yourself before?”  

“ Did it change the way you felt?  Tell me about it.”  Experience of suicide 

 

“ Do you know anyone who has killed themselves?”   Assess degree of impairment 

“ How did this (death) affect you?”  “ What was it like for the community/family 

afterwards?”  Assess cultural reinforcement and modelling:  Do you know of any 

other kids who have tried to kill themselves?  What do you think about suicide as an 

idea?  What was it like for you when this person killed themselves or tried to kill 

themselves?  Why is suicide a good idea for you? 

Loss of hope 

“ Do you have any hope that things will get better?”   “ Do you look forward to the 

future?”  Lack of (cultural) restraints against suicide 

“ What stops you from following through with your thoughts of suicide?”  
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 8.2.4.2.3     The alcohol and drug subscale 

The drug subscale is a stand-alone scale, however should be interpreted in relation to the 

risk for suicide subscale.  This is due to evidence which indicates (at a post-mortem 

level) that suicide completion has a strong association with alcohol and drug use.  

Whilst this subscale is scored separately to the suicide subscale, the associated 

Clinicians Guidelines incorporates alcohol and drug use as a component to the 

assessment of overall suicide risk based upon cultural interview. 

 
Item 22.   I drink grog/smoke gunga5, or use drugs 

 
 
 
 
 
 

8.2.4.2.4     The Impulsivity Subscale 

 
The impulsivity subscale is similar to the alcohol and drug subscale in that it should also 

be interpreted in relation to the suicide subscale.  Impulsivity has been incorporated 

within the WASC-Y as a dimension of suicide risk, based upon post-mortem suicide 

data, which indicates that impulsivity is associated with completed suicides in 

indigenous communities (Hillman et al., 2000).  Whilst this pattern has also been shown 

within the non-indigenous community, the current study has demonstrated that 

impulsivity is strongly associated with suicide risk.  It was therefore considered essential 

to assess the relevance of impulsivity as a concept for indigenous people, and by doing 

so provide the opportunity to explore empirically, the association of impulsivity with 

completed suicides.    

Item 24.   Sometimes I do stupid things without thinking 

Item 25.  When I get upset I find it hard to sit still 

Item 26.  When I get upset I don’t listen to reason 

 
 
 

                                                 
5 Gunga is the colloquial term used for marijuana by Aboriginal youth. 

“ Do you drink alcohol or use other drugs”  

“ Does this make your thoughts of suicide better or worse?”  

“ When you get upset, or have an argument do you sometimes do silly things without 

thinking?”   “ If so, do you feel shame about it later on?”   “ Can you listen to reason when 

you get this way?”  Assess self-reported emotional high risk situations, and high risk 

situations (eg. fights with partner.  Construct a plan around these times and situations. 
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NOTES:  Assess community view of them as a suicide risk “ Do you think people in the 

community would view you this way?”   Use cultural validation model to ascertain 

cultural relativity.  Self-harm is also a commonly sanctioned process of grieving.   

 
8.2.4.2.5     The Anxiety Subscale:  Interpretation Guidelines 

The anxiety subscale is scored separately and represents indigenous views of anxiety, or 

‘bad nerves’ .  The scale represents information obtained from indigenous people, which 

are considered to indicate risk based upon reports of symptom constellations.   

Score of 1 = very small problem 
Score of 2 = minor problem 
Score of 3 = moderate problem 
Score of 4 = medium to high risk 
Score of 5 = high risk 

 
For scores of 2 and above: 

 

Considerable cultural variations exist in the expression of anxiety (Paniagua, 2000).  In 

some cultures, anxiety is expressed predominantly through somatic symptoms, in others 

through cognitive symptoms.  The cultural context should be considered during the 

evaluation of worries about certain situations as excessive.  

Item 27.   I worry about a lot of things 
 
 
 
 
 

 
 

Item 28. When I get really worked up with worry about something, I find it hard to 

breathe 

Item 29. When I get worked up with worry about something, I feel dizzy 

Item 30. When I get really worried about something I start to shake 

Item 31. When I get worked up with worry about something I feel sick in the guts 

Item 32. When I worry about something my face goes all red and hot 

Assess for cultural relativeness.  Do you think that you worry more or less than other 

Aboriginal kids?  Do people at home or on your community think of you as a worrier?  

What sorts of things do you worry about? 
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Item 33. When I worry about something I get all sweaty 

 
 
 
 
 
 
Item 35.  I feel on edge (like something bad is going to happen) 

Item 36. I have bad dreams 

 
 
 
 
 

NOTES:  Assess community view of them “ Do you think people in the community 

would view you this way?”   Use cultural validation model to ascertain cultural relativity.  

Also assess cultural relevance:  trembling or shaking, chest pain, fear of dying, 

palpitations and other symptoms of anxiety can exist as a result of fear of spirits, doing 

something wrong culturally and being ‘sung’ , or specific phobias can exist only in 

relation to hallucinations regarding spirits.  Symptoms of Obsessive compulsive disorder 

can be culturally sanctioned, i.e. The need for continual and repetitive washing, dancing 

etc. for traditional ceremonies.  Coping behaviours may also be culturally determined:  

For instance, during the passing of a loved one, it is not uncommon for symptoms 

resembling acute stress disorder during sorry time.   

 

8.2.4.2.6     The Cultural Resilience Subscale:  Interpretation Guidelines: 

 
The Cultural resilience scale incorporates issues of self-esteem, acculturation, 

acculturative stress and coping styles.  These factors have been demonstrated with 

indigenous groups internationally to be one of the greatest predictors for the 

development of mental ill health.  The need for clinicians to be able to incorporate such 

factors within their assessments, as well as interventions with indigenous youth is 

therefore demonstrated.  Interventions, which provide opportunity for youth to develop 

Assess for any physical pain – headaches, pains in stomach. 

Some culture-bound syndromes can manifest as physical complaints (due to 

interconnections between physical, mental, spiritual and cultural). 

Assess for abuse:  What are you having bad dreams about?  What do you think is 

going to happen to you when you are asleep? 
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greater resilience to risk factors, are the focus of this particular subscale.  Similar to 

other subscales within the WASC-Y, the interpretation of scores remains consistent: 

 

Score of 1 = very small problem 

Score of 2 = minor problem 

Score of 3 = moderate problem 

Score of 4 = medium to high risk 

Score of 5 = high risk 

 

Item 38.  I think I am okay looking 

Item 39.  I have lots of friends 

Item 40.  People like me 

Item 41.  I think I am a good person 

Item 43.  My parents care about me 

 

 

 

 

Item 42. I have something I am pretty good at (sports, hobbies) 

Item 45.  I speak my Aboriginal language 

Item 46.  I am friends with whitefellas 

Item 47.  I know a lot about my Aboriginal culture 

Item 44.   I like being Aboriginal 

Item 48.  I like going to school 

Item 49.  When I feel upset, I can talk to someone (eg. My parents, friends) 

Item 50.  There is someone who I look up to and admire 

Item 51.  When I feel upset, I can usually do something to make myself feel better 

Item 52.  When people say racist things to me, I get really upset 

 

 

 

Assess for acculturation:  Do you feel this way about yourself when you are away from 

your community and / or home?  If not, why don’ t you feel this way all the time?  Do you 

think that you feel this way most places you go? 
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8.2.4.3     Summary 

 

Whilst the focus of this chapter is the development of interpretation guidelines, further 

clinical validation of these guidelines will occur in Chapter Nine. The validation process 

will involve administering the guidelines with a sample of Aboriginal youth screened 

with the WASC-Y for the purpose of determining the clinician and cultural utility of 

these guidelines.  Second, the extent of agreement between youth self-report scores on 

the WASC-Y and their clinical presentation will then be determined statistically through 

computation of the Kappa statistic.   

Do you mostly have Aboriginal health beliefs and practices in your home? For example, 

eating traditional foods like damper, kangaroo; participate in traditional ceremonies eg. 

Sorry camps for grieving?  Do you believe in law business? 

Do you know much about your Aboriginal culture (1-10, or little bit to big mobs); 

Do you know who your traditional people are? 

Can you speak your traditional language?  (1-10 or little bit to big mobs); 

Have you spent much time in mainstream schools with Aboriginal and non-Aboriginal 

kids? 

How much time have you spent in your traditional culture?  More than in mainstream, or 
less? 
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8.2.5     Stage Five:  Assessing for culture-bound disorders in clinical practice 

 

The major problems that were noted by participants in the first phase of this section of 

the study was (a) how practitioners would be able to make the distinction between what 

is culture-bound and what is not, and (b) when the distinction has been made, how to 

intervene in such culturally-related illnesses in the most appropriate way.  This stage of 

the study will again utilise a focus group format as a method of determining culturally 

appropriate models and assessment processes which will address these two concerns.  

This will involve: 

 

1. Development of a cultural validation model, which can be used to 

distinguish between what, is culture-bound, and what is not. 

2. Development of a model for the resolution of culture-bound disorders.   

 

8.2.5.1     Participants 

 

This stage of the study was conducted with the a selection of participants who were 

involved in stages one to six.  However, participants were targeted on the basis of either 

being elders or being ‘vouched for’  by the existing focus group participants as having 

extensive cultural knowledge.  Participant information has already been provided at the 

start of this chapter.    

 

8.2.5.2     Procedure 

 

Preliminary explanations of overall aims and goals of the study or introduction of 

myself were not necessary given that participants were from the same cohort as for the 

previous stages.  The participants were provided with an explanation of the objectives of 

the direct discussion stage, which was standard for all participants and included: 
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“ Today I want to have a yarn with you as an important member of the 

community about culture and how it relates to mental health.  The reason I 

am yarning with you is that you have been identified as having specialist 

knowledge that very few people have.  I also wanted to make sure that this 

knowledge is treated respectfully.  That means that your views should be 

heard one on one, instead of amongst a group. Second, I need to make sure 

that any information that you give to me can stay private if you want it to.  

Today’ s yarn follows on from the groups you have already been part of and 

will look at developing some solutions for wubellas to be able to work better 

with the traditional way that Aboriginal people deal with mental health.  

There are two things I would like to cover today, and these are; (a) how 

people can tell the difference between mental illness that is related to 

culture and what is a ‘real’  mental illness “ wubella’  way, and; (b) how 

people and services can intervene in culturally related mental health 

problems. In ways that are culturally respectful.  The yarn will last for as 

long as you want to talk” .  

 

As per the previous stage, I developed a list of questions, which were formulated under 

a similar philosophy as Chapter Seven, section 7.2.1, to ensure the cultural validity of 

information generated from focus groups.  Questions developed for this stage are 

depicted at Figure 8.5. 
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1. How would you know if something was culturally related?  What sorts of things 

would you do to figure this out?  

 

2. Who would need to be involved in providing some form of validation that the 

disorder was culture-bound?  What steps would need to be taken? 

 

3. What would happen in communities if someone you knew became unwell in 

himself or herself mentally? 

 

4. What would happen in Aboriginal communities to help resolve these sorts of 

problems? 

 

5. How could mental health services form part of this process, if at all? 

 
Figure 8.5.  Focus Group questions for developing a model of cultural validation and 

an approach to resolve culture-bound disorders in the Urban and Rural sample. 

 

The direct discussions were conducted at different times with all participants over a 

period of one month.  The participants from the Rural sample were interviewed during a 

two-week period usually on separate days.  This was due to the average length of 

interviews being three hours.  These dates were booked in advance with all participants.  

I came to a location specified by the participants to ensure that they felt comfortable and 

open to discussion.   

 

8.2.5.3     Results 

 

8.2.5.3.1     Criteria for the development of cultural validation model 

 

The following information represents common themes that were generated from direct 

discussion with participants in this stage of the study and as such represent consensus 
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(or theoretical saturation) in views.  As a general theme, participants agreed that any 

model of cultural validation must be able to be applied as a generic framework or 

approach to intervention across Urban and Rural locations.  These issues included the 

following:  

 

1. Different levels of validation would be required and that these should occur at the 

individual, community and cultural levels.  Any assessment needed to ensure that all 

of these different components agreed with each other. 

2. Appropriate cultural consultants should be engaged in this process. 

3. All participants agreed that as youth would be unlikely to mention that a disorder 

was culture bound or triggered (despite having knowledge that this was the case), 

practitioners needed to assess the cultural origin of mental health problems, as well 

as the relevance of culture in the maintenance and development of mental ill health.  

Participants felt that such a model should provide clinicians with clear guidelines to 

assess the relevance of culture; there is a greater likelihood of obtaining diagnoses, 

which are legitimate mental health problems, as opposed to being culturally bound.  

In addition, participants were adamant that there needs to be a number of 

prerequisites to the use of such processes, most particularly minimum levels of 

demonstrated and measurable cultural competence, the use of cultural consultants as 

well as knowledge of culture-bound syndromes.   

4. The need to determine what is normal and what is considered to be abnormal 

behaviours within Aboriginal culture is the most difficult aspect of assessing mental 

health disorders in Aboriginal communities.  This is both in terms of degrees of 

disorder and extent of impairment experienced as a result of disorder.  Both of these 

constructs are further confused by cultural appropriateness of certain behaviours, 

(i.e., whether disorders are culture-bound or not). 

5. The cultural validation model should be paramount in terms of assessment.  That is, 

should there exist a discrepancy between indigenous views of a youth and 

‘mainstream’  assessment of that same youth, the culture view should be considered 

‘correct’ .  Ultimately, participants agreed that there should be a ‘match’  between 

both mainstream and Aboriginal views of the same individual for an assessment to 
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be culturally valid.  This fits within the general philosophy of cultural validation as 

discussed in Chapter Four.  

6. All participants agreed that they would feel uncomfortable accessing a mainstream 

mental health service or service provider that did not understand Aboriginal culture.  

This included being able to demonstrate a high degree of cultural competence, which 

also necessitated the engagement of cultural consultants. 

 

The major problem with culture-bound disorders that was expressed by participants was 

three-fold.  First, the potential for clinicians to not recognise that mental health disorders 

can be culturally triggered.  Participants spoke of many instances in which youth they 

had known had presented to mainstream mental health services and clinicians had failed 

to assess for culture as a trigger.  Examples included, youth who were fearful of ‘going 

through the law’  and had become depressed, and even suicidal; youth who has done 

something wrong culturally, and had become depressed, as they had not received 

payback.  Unfortunately, regardless of the therapeutic technique, because cultural 

origins to disorders had not been assessed for, youth (and indeed many Aboriginal 

people) continued to become increasingly ill (which manifested as a mental health 

disorder).   

 

8.2.5.3.2 Development of Model 

 

Information gained from direct discussions formed the basis of the development of a 

cultural validation model for use with Aboriginal people in Western Australia.  A 

schematic model was developed which matched the criteria identified by direct 

discussion participants in the previous section.  This model was then sent back to all 

participants for comment and validation.  This resulted in no changes being made to the 

overall model, which is depicted at Figure 8.6.  The model involves aspects of cultural 

competence, the use of cultural consultants, as well as knowledge of culture-bound 

syndromes.  The rationale for cultural validation was to ascertain whether the behaviour 

(which is manifesting on a symptom level as a mental health problem) can be explained 

by culture, or whether the (indigenous) client is experiencing a mental health that is not 
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culture-bound.   

 

It is proposed that the cultural validation model depicted in Figure 8.6 will be able to be 

used as a general process to aid clinicians in determining the cultural validity of 

assessments conducted on Aboriginal youth.  It enables clinicians to make the 

distinction between disorders that are culture-bound (or not).  Additionally, the model 

enables some assessment of whether the Aboriginal youth is impaired both within a 

mainstream and cultural context as a direct result of the symptoms reported.  The model 

has been developed in a way that specific disorders can be incorporated into it.  

Importantly, this also enables some modification to the model to ensure that it can be 

context specific to different tribal and language groups as necessary.   Therefore, the 

individual validation component is able to incorporate information relevant to 

depression, suicidal behaviours, alcohol / drug use and cultural resilience which are 

included in the interpretation guidelines developed in this chapter. 
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8.2.5.3.3     Resolution of Culture-Bound Disorders 

 
The final stage of this chapter involved developing a general model for the resolution of 

culturally related mental health problems.  This again involved participants determining 

what they perceived to be the most culturally appropriate and respectful method of 

resolving disorders which have a clear and identifiable (through cultural validation) 

cultural origin to them.   

 

8.2.5.3.4      A model of resolving culture-bound disorders 

 

Participants felt that there was a lack of knowledge regarding the most appropriate 

methods of resolving these disorders through cultural methods by NA as well as 

Aboriginal practitioners.  Participants noted that this had often led to Aboriginal people 

travelling for long distances in order to find Aboriginal people who were able to resolve 

culture-bound disorders.   

 

Participants were again asked to facilitate the development of such a process based on 

their own experience and recognised status within their communities as people who 

were often involved directly or through helping to facilitate such processes.  A model, 

which was, developed to encapsulate correct cultural processes and which all 

participants validated as appropriate is depicted at Figure 8.7.   

 

According to Figure 8.7, resolution of culture-bound syndromes can only occur if 

practitioners are able to follow these distinct processes.  The model incorporates the 

cultural validation as well as the interpretation guidelines developed in this section of 

the study. In order to resolve culture-bound syndromes participants were also clear that 

practitioners would need to demonstrate a high degree of cultural competence (as 

measured through the cultural competence continuum).  Finally, practitioners must also 

be able to understand and work within the existing hierarchies of traditional problem 

resolution as described in Chapter Four. 
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8.2.5.4     Summary 

 

This part of the study has resulted in the development of a comprehensive assessment 

process for use with Aboriginal youth identified as being ‘at risk’  of mental health 

problems using the WASC-Y.  This assessment process has been developed in such a 

way that all sources of bias in the assessment and intervention with Aboriginal  youth 

have been identified and addressed. This has included; (1) the development of a 

culturally valid model of engaging youth in mental health assessment following 

screening with the WASC-Y; (2) a set of interpretation guidelines which enable 

clinicians to assess for potential cultural variants to youth symptom self-report using the 

WASC-Y; (3) a model of cultural validation which exists as a method of determining 

whether youth self-report of symptoms result in the same degree of impairment within 

their cultural context, and finally, (4) a model for resolving disorders which have a 

definitive cultural trigger or origin.  The following chapter will now determine the 

validity of the WASC-Y through a range of statistical methods which will be described.
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Engage with client 

Limits to confidentiality and payback negotiated 

Ascertain that mental health problem has been cultural precipitated (see cultural validation 

model. Ask the question “ Is there anything cultural going on here?”  

Agreement made with client to work with community / cultural dilemmas that exist 

Client is offered the choice to resolve cultural issue by  traditional or ‘mainstream’  methods 

 

 

Engage with community 

Client nominates “ cultural consultant”  

Cultural consultant is vouched for or validated by community as appropriate 

Therapist agrees to work with cultural consultant as co-therapist 

Cultural consultant provides introduction to community 

 

 

Engage with culture 

Client / therapist and cultural consultant identifies “ key stakeholders”  in community / family  / 

extended family / elders 

Meetings occur with all of the above members through the cultural consultant for the purpose of 

determining a cultural solution to problem through the elders 

 

 

 

 

 

 

 

 

Therapist disengages from cultural intervention 

Therapist works indirectly (as a support) to community / cultural consultant through resolution 

process 

Therapist continues to work with individual to assess and monitor ongoing level of risk 

Figure 8.7. Model for the resolution of culture-bound disorders 

Choice of culturally appropriate intervention 

Community decides which level of intervention is required to resolve disorder 

Decision is made regarding use of therapist and westernised mental health therapies (in addition to 

traditional problem resolution) 
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CHAPTER 9.  

  STAGE 4:  AN INVESTIGATION OF MENTAL HEALTH ISSUES IN 

ABORIGINAL YOUTH USING THE WASC-Y 

 
 
 
The aim of this section of the research has involved three major objectives.  First, to 

determine the psychometric properties of the WASC-Y through reliability and factor 

analysis.  Second, to examine the nature and extent of mental health problems in a 

sample of Aboriginal youth from Western Australia through a process of large-scale 

screening using the WASC-Y.  Finally, to determine the clinical validity of the WASC-

Y.  This has occurred by assessing the extent of agreement between youth clinical 

presentation and self-report using the WASC-Y.  The extent of agreement has been 

determined through calculation of the kappa statistic.   

 
9.1     Stage One:  Large-Scale Sampling of Aboriginal Youth 

 

The research applied similar methodology to that of (Dion et al., 1998), in which 

recognised tribal boundaries constituted the sample population from which this phase of 

the study was drawn.  This section describes the large-scale sampling of Aboriginal 

youth from our Urban and Rural locations via the administration of the WASC-Y. 

 

9.1.1     Participants 

 

A total of 183 youth participated in this stage of the study.  Details of the sample are 

provided at Table 9.1.  Of these youth, 79 were from the Urban locations, with the 

remaining 104 participants from the Rural locations.   

 

The age distribution was positively skewed (.813), with the mean age being 14.36 years 

(SD 1.29; Median 14 years).  Participants ranged in age from thirteen to seventeen years 

of age in the year in which the testing was conducted (Mean Age 14.4; Median Grade 
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14) with 31.7% (58) aged 13 years; 29.5% (54) aged 14 years; 18.6% (34) aged 15 

years; 13.1% (24) aged 16 years, and 7% (13) aged 17 years.  Females constituted 

56.3% (N=103) of the sample with males representing 44% (80) of the total sample. 

 

In comparing the samples by gender and location some important differences are 

apparent.  For example, the sample included a greater representation from Rural 

Aboriginal youth with 104 youth (57%) compared to 79 (43%) Urban youth.  This 

difference was due to the problems encountered with gathering consent forms from 

Aboriginal parents for youth participation in the Urban location.  These difficulties are 

described in Chapter Six.   In terms of gender, in the Urban sample, participants (n=79) 

were represented almost equally by the genders with 45 males (57%) and 34 (43%) 

females.  In contrast, the Rural sample (N=104) were represented by 35 males (34%) 

and 69 (66%) females.   

 

By age, there were no significant differences by location with participants from the 

Urban and Rural sample having a mean age of 14.54 and 14.24 years respectively.  

 

The samples also differed in terms of literacy with 11.5% (N=21) of the Urban sample 

requiring oral presentation of the inventory due to low literacy.  Contrastingly, there 

were no youth in the Urban sample who required oral presentation due to low literacy 

levels. 

 
9.1.1.1     Sampling Procedure 

 

The first phase in the sampling procedure was to define the available sample frame, and 

the potential number of participants available for the research.  Access to Aboriginal 

student enrolment numbers was therefore requested and granted by the Western 

Australian Education Departments’  Aboriginal Education Directorate.  As already 

discussed in Chapter Five, the EDWA Aboriginal Education Directorate have provided 

unequivocal support to this project, including access to enrolment numbers and location 

as well as practical in-kind support of key staff.   
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Based upon the enrolment data the North West was identified as a ‘high Aboriginal 

enrolment’  location and therefore represented the Rural sample.  Perth constituted the 

Urban sample, and schools were ‘ranked’  in descending order from highest to lowest 

Aboriginal student enrolment numbers, with those schools having the highest enrolment 

numbers being specified for use in the proposed study.  Table 9.1 describes the results of 

this initial search. 

 

Table 9.1   

Aboriginal student enrolment numbers in the year 1998. 

School Aboriginal Student Enrolment Numbers 

 

1. Urban School # 1 

2. Urban School # 2 

3. Urban School # 3 

4. Urban School # 4 

5. Rural School # 1 

6. Rural School # 2 

7. Rural School # 3 

71 

63 

59 

46 

50 

35 

130 

NOTE:  No schools have been identified to protect the identity of Aboriginal youth 

participating in the study and ensure that schools are not ‘pathologised’  due to the 

results of this study. 

 

A multistage stratified sampling technique was used to recruit a representative sample of 

183 young people aged 13 to 17 years.  In this procedure the designated populations 

have been stratified on the basis of geographical location (i.e. Urban versus Rural).  The 

sample was then divided further on the basis of school districts (please refer to Table 8.2 

above).  
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9.1.2     Procedure 

 
Having identified those schools with highest Aboriginal enrolment numbers, the 

principals of each school were contacted for the purpose of providing information about 

the research and ascertaining interest in the schools involvement (this process has been 

described in Chapter Six).  

 

9.1.2.1     Recruiting the Urban sample 

 

All identified schools expressed strong support for the research proposal, and principals 

in particular assured that AIEO’ s would provide assistance in obtaining consent from 

parents for Aboriginal youth to be screened.  A time frame of three months was set for 

each school to obtain the required consent numbers, with a target of 30 students set for 

each school. Selection of participants for sampling then occurred via Aboriginal and 

Islander Education Workers (AIEWs) contacting all parents or guardians to obtain 

consent from parents of youth participation. 

 

Schools initially sent letters to parents explaining the research.  These letters were 

written by myself (see Appendix C).  Additionally, consent forms were also included in 

this letter and parents encouraged to return them in a self-addressed stamped enveloped.  

This resulted in an average 5% response from all schools.  Numerous phone calls with 

AIEO’ s resulted in a further letter being sent, and a similarly small response.   

 

Concerns regarding the low number of consent forms obtained from schools led to a 

further meeting with all principals to gain permission for student addresses to be 

released to the researcher for the purpose of contacting parents about the research.  This 

request was then put in writing to the Director, Aboriginal Education Directorate, and 

Perth for this information to be released.  Given that the AED had already been 

consulted and were on the steering committee of this research, permission was obtained.  

Following this, a research assistant was employed in the Perth region for the purpose of 

obtaining consent from parents for youth to participate in the study.  In addition two 
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AIEOs who were employed by the designated schools were also paid to gain consent 

forms in their districts.  This resulted in 35 consent forms being received from 3 of the 

schools identified for the study.   

 

The number of consent forms obtained was far short of the number required for the 

large-scale sampling.  In addition, as the time taken to collect consent forms had crossed 

over school years, many of the students had either left school (N=8) or moved to another 

district (N=4).  This left only 23 students for who consent had been obtained.   

 

As a result, a letter was sent out to all schools in the Perth region regarding the study, 

including aims and objectives and requesting participation from other schools.  This led 

to the Perth Education District expressing firm interest, which resulted in the allocation 

of their AIEOs to a two-week intensive consent form collection exercise.  This resulted 

in an additional 56 consent forms being obtained, and resulted in the participation of a 

total of 12 schools in the Urban region. 

 
9.1.2.2     Recruiting the Rural sample 

 

Following a time period of six months, North West School Number One (N=55) and 

North West School Number Two (N=21) had obtained sufficient student consent 

numbers for screening to occur in these schools.  All of these consent forms were 

collected by AIEOs from North West School Number One who chose to approach 

parents directly rather than send letters requesting consent. The response rate from 

parents was reportedly 100%.  During the period in which consent forms were being 

collected, North West School Number Three, had obtained a very small number (N=6).  

The AIEOs in North West School Number Three in fact employed a similar 

methodology to the Urban region in that letters were sent out to parents as opposed to 

approaching them directly.  This resulted in funding being obtained from Curtin 

University’ s Psychology Department to extend a field trip to the North West for the 

purpose of obtaining consent forms from parents.   
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Of the parents approached (N=43), one parent refused consent, and this was due to 

issues of identifying as Aboriginal, rather than any issues with the research itself.   

 

9.1.3     Data Collection 

 

The sampling of youth involved a standardised explanation of the test and process of the 

inventory to youth, which was used in all locations.  This section provides explanation 

of the procedure involved in screening and obtaining large-scale sampling of Aboriginal 

youth in the Urban and Rural locations.  Instructions provided formulate an important 

aspect of the administration of the WASC-Y. 

 

Preparation for the sampling involved contacting principals of each school by phone and 

alerting them to the date of proposed screening.  Principals then informed staff of the 

fact that youth were to be away from classes for a period of approximately half an hour.   

The sampling occurred in a classroom allocated by the school.  Typically, students were 

informed at the commencement of the school day to gather in an allocated room.  The 

screening was then able to occur in a group setting.  The smallest group included six 

youth with the largest being twenty-three. 

 

The instructions were provided as if the WASC-Y was being administered to a group, 

however, the explanation did not differ when it was administered individually.  During 

this research, the WASC-Y has been administered individually or in groups of up to 

twenty people.  The instructions that were provided to youth are written in italics.  The 

instructions provided have been utilised consistently in all screening of Aboriginal youth 

at the commencement of this process.  All details were covered verbatim prior to the 

administration of the WASC-Y.  This involved the following explanation to all youth: 

 

“ Today I am going to ask you to fill out a questionnaire, which will ask you 

questions about how you think and feel about life.  (The WASC-Y is then 

held up and shown to the group or individual taking test).  I have been 

travelling around the state and doing this questionnaire with all Aboriginal 
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youth in Perth and the North West.  You can see it looks a bit like a comic 

book.  Each question has five different options, and you have to put a line 

through the answer that best describes how you “ usually feel and think 

about life” .  Don’ t think too much about how you are feeling today - you 

may have woken up in a really bad mood today, or a really good mood.  If 

today’ s mood is the way you normally feel, then that is great.  If it helps, try 

to think how you have felt about life over the past three or four weeks” . 

 

“ Once you have found an answer that best suits how you feel, you have to 

then place one (diagonal) line through it.  (The group is shown the front 

cover of the WASC-Y and the example on the cover page is worked through 

with the group).  If you want to change your mind about your answer, you 

then need to put a cross through the wrong answer and a line through the 

right answer” .   

 

“ It is really important that you are as honest as you can be.  To make sure 

of this, you don’ t have to put your name on this form, so no one will know 

that you have filled it out.  You will see that there is a code at the top of the 

form.  This code will be put next to your name when you have finished the 

questionnaire.  Only I will have access to this form with your name and code 

on it.  It may be that I will have to have a yarn with you if there is anything 

in the questionnaire that I need to clear up with you, or if I am worried 

about you in any way.  This is just to make sure that everything is okay with 

you and that you are safe” .   

 

“ If is also important that you answer every single question, because if you 

miss one, I can’ t use your questionnaire.  So if there is anything that doesn’ t 

make sense, just put your hand up or call out, and I will help you with it. 

When you have finished, give me your code, and leave the completed 

questionnaire at the front of the class” . (The youth were directed to a box at 

the front of the class for them to put their completed WASC-Y forms in). 
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There were also a number of youth (N=21) for whom literacy levels were fairly low.  

Literacy levels of youth were ascertained prior to all screening sessions by asking school 

teachers, principals or AIEOs if there were any youth who had literacy problems.  In this 

situation youth were administered the WASC-Y orally.  This involved reading out each 

question as well as explaining to youth that they were required to answer in accordance 

with the strength of their agreement with the statement.  This administration only 

occurred with the Rural sample, with no youth in the Urban sample being identified as 

illiterate by schools prior to the screening. 

 

9.1.3.1     Sampling Rural Youth 

 

The Rural sample was represented by three different cohorts, which occurred as 

screening at different time frames.  Although the screening was conducted at clearly 

distinct locations (Urban and then Rural), there also existed time lapses between 

sampling within these defined geographical locations.  As such, youth from the first 

school were tested in June 2000; the second school were tested two weeks later in late 

June 2000, and the third school were tested during September 2000.  The time delay in 

sampling was the result of two primary factors.  Firstly, the problems involved in 

obtaining a sufficient number of consent forms for youth in the third school (which is 

described in the “ data collection”  phase of the methodology).  Secondly, the number of 

young people who were expressing suicidal ideation and associated risk of suicidal 

behaviours that had to be interviewed involved a significant amount of time and 

intervention by myself.  These two factors resulted in time delays occurring for 

screening of youth within the Rural location. 

 
9.1.3.2     Sampling Urban youth  

 

The Urban youth sample was conducted in five different schools with one session 

involving a mix of Aboriginal students from within the Perth Education District.  These 

participants were all screening between July to August 2001, almost one year following 
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the Rural sample.  The reasons for this time delay were two-fold.  First, the difficulty 

obtaining adequate consent numbers already described resulted in significant delays to 

screening of youth.  Second, the number of ‘at risk’  youth identified in the North West 

lead to a significant time investment in the region.  This resulted in a deliberate ‘stalling’  

of sampling to ensure that all Rural youth had been provided with adequate supports 

prior to commencing the Urban sample. 

 
9.1.3.3     Maintaining Anonymity and Confidentiality 

 
Anonymity was ensured by informing participants that it was not necessary to put their 

names on the WASC-Y forms.  Each participant was assigned a code, which was placed 

at the right hand corner of the cover of the WASC-Y.  Codes were developed in relation 

to location and subject number.  For example, school three of the Urban sample was 

assigned a code of 10, so participant number one would have a code of 101, participant 

two would be 102 and so forth.  Participants were informed of this at the 

commencement of the screening process.  They were also informed that at the 

completion of the WASC-Y they were to write their names next to their assigned code, a 

copy of which remained only with myself.  Participants were informed that no one had 

access to this information other than myself.  They were also informed that as a result, 

WASC-Y’ s could not be identified by anyone outside of myself. 

 
9.2     Stage Two: Determining the Psychometric Properties of the WASC-Y 

 

The WASC-Y has been developed as a structured 56-item personality inventory 

designed to obtain self-report perceptions from 13 to 17 year-old Aboriginal youth 

regarding their typical behavioural traits and feelings.  The inventory has been designed 

as a paper and pencil individual or group administration, but is also able to be 

administered orally to youth that have low level literacy skills.   

 

Items on the WASC-Y are grouped into seven separate subscales and purport to 

represent the following mental ill health and personality constructs in Aboriginal youth: 

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth   205 

  

1. Depression (11 items) 

2. Suicidal behaviours (10 items) 

3. Alcohol and drug usage (2 items) 

4. Impulsivity, hyperactivity and agitation (3 items) 

5.  Anxiety (11 items) 

6. Self-esteem (8 items) 

7. Resilience to Mental Ill Health (11 items) 

 

The WASC-Y presents as a series of likert scales.  Questions 1 to 13 and 19 to 56 are 

five-point scales (1 = “ Never” ; 2 = “ Little Bit” ; 3 = “ Half and Half” ; 4 = “ Fair Bit” , and 

5 = “ Heaps” ).  Items 14 to 18 are a “ True”  (1) or “ False”  (2) option.  Participants are 

required to mark those items on the inventory that they judge to be most descriptive of 

the way they “ usually”  feel and think about life.  Please refer to Chapter Eight for 

specific instructions provided to youth during administration of the WASC-Y. 

 

This section describes the statistical analysis that has been involved in determining the 

psychometric properties of the WASC-Y, resulting in (1) finalisation of items on the 

WASC-Y, (2) determining the reliability of the WASC-Y and, (3) determining whether 

the WASC-Y represents the constructs of depression, suicidal behaviours, drug usage, 

and impulsivity, anxiety, self-esteem and protective factors that have been hypothesised.  

This has been investigated through Factor Analysis (FA).   

 

These objectives are important for a number of reasons.  First, they provides 

quantification of the degree of uniformity or normality of the raw data.  Second, the 

scale can be refined based upon the removal of items which are considered to be 

statistically unreliable.  The analysis of the factor structure of the scales has been an 

important component to this.  Within the development of the WASC-Y, there has been 

an expectation that items which purport to measure a certain psychological construct 

(e.g., depression) should share common variance with items which also represent that 

same variable.  FA provides an opportunity to ascertain which items should be included 

or excluded on this basis.  
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9.2.1     Data analysis 

 

Statistical analysis was conducted using SPSS for Windows Version 11.5.  The SPSS 

package was chosen as an appropriate data analysis package as it is able to provide the 

levels of multivariate analysis required for this study.  

 

9.2.1.1     Assumption Testing and Sample Size Considerations of FA  

 

There are a number of assumptions that underlie the use of FA.  According to (Coakes 

& Steed, 1996) these include: 

 

1. A minimum of 5 participants per variable.  There still remains a lack of consensus 

with regard to minimum sample sizes for FA. There exists a direct relationship between 

the sample size and the power of a test to identify statistically significant relationships 

between groups (or between variables).  The larger the sample size, the greater the 

‘power’  of the study, and therefore the greater the likelihood that the relationships found 

within the study will generalise from the sample to the population (i.e., “ all Aboriginal 

youth” ).  However, estimating the size of the sample to achieve sufficient power within 

the studies is often disputed.  Most agree that a minimum of 100 participants is required 

with numbers of 200 or more the preference (Coakes & Steed, 1996; Dixon, 2001).  

Most often, researchers argue that sample size should be estimated based on a 

participant to variable ration of 10:1 (Dixon, 2001), however, Kline (1981) showed that 

with clear factors a ratio of 2:1 yielded replicable results.  Others argue for a minimum 

of 5:1 (Coakes & Steed, 1996). 

 

The current study has achieved a participant to variable ratio of 3.3:1 when using the 

whole sample. However, as FA was run separately for each subscale the participant to 

variable ratio in each of the expected subscales separately providing the following 

estimates of power.  For each of the subscales of depression, suicidal behaviours, drug / 

alcohol, impulsivity, self-esteem and protective factors were 17:1, 18:1, 91:1, 61:1, 17:1, 

15:1 and 20:1 respectively. 
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1. Outliers among Cases.  FA is sensitive to outlying cases.  There need to be 

identified and removed or transformed.  A screening then occurred for any 

outliers by converting the inventory into z-scores and checking data for 

uniformity.  This was based on an inspection of whether the data fell within the 

range of +3 through to –3.  Any data falling outside of this range were classed as 

outliers.  For each scale, the case number was entered as the dependent variable, 

and the scale items as the independent variables.   No outliers were detected. 

2. Factorability of the Correlation Matrix.  Several assumptions must be met to 

ensure the factorability of the matrix.  This includes; (a) that the matrix has 

correlations in excess of .3; (b) Bartlett’ s Test of Sphericity (BTS) and the 

Kaiser-Meyer-Olkin (KMO) are both test that are used to determine to 

factorability of the matrix.  The BTS must be large and significant and the KMO 

must be greater than .6 for factorability to be assumed.  Issues of factorability are 

specified and ensured in this study prior to conducting PCA. 

 

9.2.1.2     Data cleaning  

 
9.2.1.2.1      Missing Data 

 

The raw data from the WASC-Y were initially checked for any missing values.  There 

were a number of items on the WASC-Y, which did not require a response.  These 

included items 13 – 17 and item 23.  In effect, participants who answered “ Never”  to 

Questions 12 & 22 were then not required to respond to Items 13-17 and 23.  These 

questions were therefore listed as missing values, which was indicated in the data set as 

a “ 0”  or “ Not applicable”  value.   

 

In addition to this some participants did not provide the required demographic 

information.  In these cases, the coded questionnaires could be cross-referenced with 
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demographic information provided by the schools (i.e., gender, age, grade and place of 

birth of youth), and the appropriate data entered into the data set.   

 

9.2.1.2.2     Data entry errors 

 

For each of the variables a frequency distribution was computed for the purpose of 

checking for out-of-range values. On occasions when obviously incorrect variables were 

found, information was cross-checked against completed questionnaires, and the correct 

value was then entered into the data set. 

 

9.2.1.2.3     Distortion of test results – social desirability and acquiescence 

In questionnaires, there are two kinds of response sets which are able to distort results 

obtained.  These are social desirability and acquiescence.  Acquiescence is defined as 

the tendency for respondents to agree with the test item regardless of its content (Kline, 

2000).  Social desirability is the tendency to respond positively to an item, not due to its 

meaning, but its social conformity.  In addition to this, the use of a 5-point likert-scale in 

self-report inventories provides participants with the opportunity to respond randomly.  

This is often through participants choosing the most common response, that being, “ Half 

and Half” , or as (Kline, 1999) argues, it enables them to “ sit on the fence” .  As such, 

inventories were carefully analysed to identify participants who were obviously making 

a consistently bias response, or were not logical in their patterns of responding (for 

example responding consistently as “ half and half”  for all answers). Any such cases 

were removed (N=0).   

 

In addition Guilford (1959) claims that both of these problems can be minimised 

through careful item writing for specific behaviours or feelings under examination.  This 

has occurred by youth being involved in informing the most socially desirable wording 

of salient items on the WASC-Y.  For instance, Item 12, “ I have felt so sad I have 

thought of ending my life”  is an example of how the youth focus groups and pilot 
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studies have determined that “ ending my life”  as opposed to “ killing myself”  or other 

wording was considered more appropriate (and socially desirable).  Acquiescence has 

also been addressed in a similar manner, that is, by being more specific about 

behaviours rather than describing general traits or ideas (Kline, 2000).  For instance, it 

would have been easier for subjects to put an acquiesce response to Item 8 “ Sometimes I 

feel so sad I cry” , and more particularly as the response required also requires 

participants to be specific about how often this occurs.   

 

9.2.1.2.4      Computational transformations to Scale 

 

Further inspection of each of the WASC-Y items identified a number of problems, 

which may distort the results obtained.  First, there were a number of items which 

required a “ True” / “ False”  response as opposed to participant providing a response 

along a 5-point Likert scale.  Items that were identified included question 14, 15, 17 and 

18. These items were simply coded with as “ 1”  (low risk) and “ 5”  (high risk).  Second, 

there were also three items identified within the WASC-Y for which a low response (< 

scores of 3) indicated high risk, and high responses (> scores of 3) indicated low risk.  

Items identified were simply reverse scored within the data set.  Those items were 

questions 18, 21, and 51.   For these items responding “ Not at all”  or “ Never”  attracted a 

score of 5 as opposed to a score of 1 on all other items.   

 

Finally, there were 6 items which participants were only required to respond to if they 

provided a positive response to an initial question.  For instance question 12 “ I have felt 

so sad I have thought of ending my life”  – a response of “ Never”  makes questions 13-17 

no longer applicable as they assume some form of suicidal ideation.  These items were 

recoded as “ Not Applicable”  in the SPSS variable view and coded as a value of “ 0”  in 

the SPSS data view.   

 

9.2.1.2.5     Total cases deleted.  

As a result of the above procedures, no cases were deleted.  
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9.2.1.3     Examining the Psychometric Properties of the Scales 

 

According to Kline (1999), if new tests are properly constructed, reliability and validity 

can reach acceptable standards.  The WASC-Y has been developed within a strict 

methodological approach, which has aimed to ensure both construct and content 

validity.   By extension, this has aimed to ensure that the WASC-Y will have cultural 

validity for our sample of Aboriginal youth, given that they have been actively involved 

in the development of the content and form of the inventory.  However, as the WASC-Y 

is a new test, it must nonetheless undergo rigorous testing of its reliability and validity.  

This section represents the first time the WASC-Y has undergone statistical analysis.  

This occurred through three primary methods which have included factor analysis, 

reliability analysis and calculation of the kappa statistic.  Each of these methods will 

now be described. 

 

9.2.3     Factor Analysis 

 

Factor analysis has been used to determine whether the hypothesised domains (e.g., 

depression, suicide) actually group together as one factor, that together measure what 

they purport to measure.  

 

The factor structure of all scales was examined using Exploratory Factor Analysis 

(EFA) procedures available in SPSS 11.5. Of the scales analysed, they all contained 

non-normally distributed (ordinal) variables.  All of the items in the WASC-Y also 

contained variables that elicited a negative response from participants such as “ Not at 

all”  or “ Never” .  

 

The technique of factor analysis is one of the most widely used procedures for 

investigating and developing clinical tools and it has been suggested that it is especially 

adept at developing and testing multiple item measures (Aroian & Norris, 2001).  FA is 

often used as part of the instrument development process, and is considered to be a 
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particularly vital step when developing new instruments, as is the case with the WASC-

Y (Dixon, 2001).   

 

Factor analysis has three primary goals with regard to the development of clinical tools 

(SPSS 1991-1999).  First, the identification of the subscales within the WASC-Y can be 

achieved through conducting FA on the data set.  A factor is defined as a “ group of 

items that belong together”  (Dixon, 2001. p.306).  For instance, if someone agrees 

strongly with statement “ I feel sad”  (Item 1), which purports to measure depression, 

there would be an expectation that the same person would also score highly on other 

items of the same factor (for example, “ I would rather be alone than with other people” ).   

The amount of shared variance or relationship between particular items within each 

subscale of the WASC-Y can therefore be confirmed through the calculation of FA.    

 

The second goal of the FA is data reduction.  Data reduction is often necessary in the 

development of scales, particularly those which have items that are highly correlated 

with each other (SPSS, 1991-1999).  The role of FA is therefore to summarise or reduce 

the correlation matrix (Dixon, 2001).  By decreasing the number of items that are 

required to accurately measure the identified constructs (e.g., depression, anxiety), the 

aim is to be able to develop a more reliable and efficient measure. 

 

9.2.3.1     Types of FA 

 

When considering factor analysis it has been necessary to distinguish between its types 

and associated uses to ensure that the most appropriate form of FA is used in 

determining the FA of the WASC-Y.  The two primary types of FA are exploratory and 

confirmatory.  Exploratory factor analysis (EFA) is used when the researcher has “ no 

firm a priori expectations based on theory or prior research”  in the population under 

investigation (Floyd & Widaman, 1995, p.287).  Confirmatory factor analysis (CFA), on 

the other hand, aims to confirm a previously formed hypothesis.   
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The choice of whether to use CFA or EFA in this study has been made with reference to 

the specific goals of FA.  Obviously, the primary goal of this study is to construct a 

reliable test.  FA is obviously useful in determining if the items that have been 

developed for the WASC-Y are tapping into the same construct as predicted (e.g., items, 

which purport to measure anxiety, factor together). Whilst EFA and CFA are similar in 

that they group variables together based on being correlated, EFA has four statistical 

assumptions that are not necessary to CFA (Aroian & Norris, 2001).  CFA is becoming 

a more popular technique and is rapidly replacing the use of EFA in research due to its 

flexibility, because it allows more “ precise tests of an instrument’ s factor structure”  

(Aroian & Norris, 2001, p.332).  The decision regarding whether to use EFA or CFA to 

analyse the factor structure of inventories is often left mostly to the researcher.   The 

advantages of CFA are that it is more ‘theory driven’  and as such allows researchers to 

be flexible enough to specify a model according to theoretical expectations.  However, 

in this study, EFA has been chosen as the method of analysis for the factor structure of 

the WASC-Y for the following reasons:  

 

1. The use of EFA and CFA are both problematic in this study due to the relatively 

low number of Aboriginal youth screened using the WASC-Y (N=183).  This 

also makes the use of the factor extraction technique of principal components 

analysis (PCA) which is only available in EFA, the most appropriate technique 

for analysis of the inventory.  EFA consists of either Principal Component 

Analysis (PCA), Unweighted Least Squares (ULS), Generalised Least Squares 

(GLS), Maximum Likelihood (ML), Alpha Factoring (AF), Image Factoring (IF) 

or common factor analysis (CFA). The current study employed PCA as it 

represents the variances of the observed variables in an economical fashion (i.e., 

in as small a number of dimensions as possible) (Tabachnick & Fidell., 1996, 

p.287).  It is the “ solution of choice”  for researchers who are primarily interested 

in reducing a large number of variables (such as a test or inventory) down to a 

smaller number of components and is the most useful technique in the 

preliminary development of scales (Tabachnick & Fidell., 1996). 
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2. This research is essentially exploratory. The literature review has already alluded 

to both the sparsity of research into the phenomenology of Aboriginal mental 

health problems, as well as the lack of empirical validation regarding expected 

risk factors for the development of disorders.  This has made the development of 

hypotheses regarding the factor structure of the WASC-Y problematic for two 

reasons.  First, whilst there is an expectation that the range of symptoms 

generated from focus groups will form factors under each of the specified 

domains, this information has yet to be validated empirically.  Second, it is not 

known whether certain items will be correlated as expected.  To simplify the 

choice of EFA over CFA, in the absence of a significant amount of theory 

regarding where test items would be expected to correlate, EFA enables a choice 

to be made in this regard through a more ‘data driven’  approach (choice 

regarding retaining or removing certain items is based on statistical 

‘performance’  of items).  However, it is the case that the use of the more ‘data 

driven’  EFA also does not preclude the researcher from making decisions 

regarding the exclusion of certain items based on their theoretical or clinical 

importance.   

3. EFA allows items to be excluded primarily through data driven methods and as 

such ensures that the inventory will stand up to rigorous statistical analysis. This 

will be conducted initially through FA and then by computing a reliability score 

for each item to determine whether there exists a data driven argument for its 

exclusion from the scale.  

4. EFA through PCA allows a dataset to dictate underlying factors.  Whilst the 

highly exploratory nature of EFA can increase the risk for type II error (i.e., 

accepting a model that should be rejected – accepting the null hypothesis) this 

likelihood has been minimised in this study by conducting EFA (PCA) on each 

subscale of the WASC-Y, rather than on the entire scale.  This decision has also 

been based on the relatively small numbers of participants per item as already 

discussed in point 1 of this section. 
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Given the above, the current study employed EFA (PCA) with the aim of isolating the 

theoretical constructs identified as a result of participant’ s responses and for the purpose 

of reducing the number of items required to adequately represent each construct. 

 

Whilst EFA has been chosen as the primary method of determining the psychometric 

properties of the WASC-Y, the inventory will still need to undergo validation through 

CFA once a sufficient number of Aboriginal youth have been screened.   

 

9.2.4     Scale Reliability 

 

The second method used to determine the psychometric properties of the WASC-Y has 

been through measuring the internal consistency of test items, as well as the calculation 

of reliability for each subtest.  This has been conducted through the calculation of 

Cronbach’ s alpha scores, which is regarded as the best method for estimating the 

reliability of a test (Kline, 1999). 

 

Establishing the reliability of scales often occurs following the calculation of FA for 

scales (Dixon, 2001).  This study has utilized Cronbach’ s alpha as a measure of internal 

consistency reliability.  Cronbach’ s alpha is a coefficient that describes how well a 

group of items focuses on a single idea or construct.  This is referred to as inter item 

consistency.  Alpha assumes that there is only one construct being measured. 

Cronbach’ s alpha does not tell you how well you covered an idea. Thus, you may have a 

high alpha (i.e., .70 or higher) indicating that your items are focusing on one construct, 

but you may have only partially covered the breadth of the construct.   

 

Cronbach’ s alpha has been calculated using SPSS 11.5, using the following formula: 

 

rkk=k/k-1(1-� 2
i¥� 2

y)  

 

Where rkk = the alpha coefficient of a test of k items;  

k=the number of items;  
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2 WKH�LWHP�YDULDQFH�� 2
y = the variance of the test and; 

�� �WKH�VXP�RI��DV�XVHG�LQ�VXEVHTXHQW�IRUPXODH�� 
 

According to Dixon (2001), calculating such reliability is another method of 

determining the extent to which items go together.  The calculation of Cronbach’ s alpha 

enables ‘weak’  items to be further identified for exclusion from scales, and is therefore 

most useful when conducted in conjunction with PCA.   

 

However, research has also pointed to a number of problems with the technique.  First, 

that test reliability tends to increase with the number of items that exist (Kline, 2000; 

Tabachnick & Fidell., 1996).  It has been shown that 10 items is about the minimum for 

a reliable test, and that 30 items offers very high reliability (Cronbach, 1951).  Second, 

whilst authors have consistently argued that internal reliability is essential for good tests 

(Groth-Marnat, 1997; Kline, 2000), it not sufficient to ensure that a test is valid.  It must 

therefore be viewed in conjunction with measures of psychometric properties of the test 

such as FA and validity studies (Aroian & Norris, 2001; Tabachnick & Fidell., 1996).  

The WASC-Y addresses both of these concerns; with the number of items being of a 

sufficiently high number, as well as the fact that PCA has been used in conjunction with 

Cronbach’ s alpha levels to determine the overall reliability of the inventory. 

 

9.2.5     The Kappa statistic  

 

The final method of establishing the clinical and cultural validity of the WASC-Y 

occurred by conducting clinical / cultural validation interviews on a sample of 

Aboriginal youth screened with the WASC-Y.  The kappa statistic was then calculated 

to assess the extent of agreement between youth ‘at risk’  and their clinical presentation. 

Kappa is a measure of agreement and is generally used, to determine whether client 

symptoms using different protocols (in this case, the WASC-Y and clinical / cultural 

validation interviews) agree with each other.  It is currently gaining popularity as a 

measure of scorer reliability. The Kappa statistic is a measure of reproducibility for 

categorical data. For example, if we have a categorical variable measured by two 
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processes (the WASC-Y score and clinical / cultural validation interview), then we use 

the Kappa statistic to measure reproducibility between the two using the following: 

 

  po = observed probability of concordance between the WASC-Y and clinical / 
cultural validation interviews 

pe = expected probability of concordance between the WASC-Y and clinical / 
cultural validation interviews 

Kappa is a measure rather than a test.  Its size is judged by using a standard error to 

construct a t statistic to test whether the agreement differs from 0.  The K value can be 

interpreted as depicted in Table 9.2 (Fleiss & Cohen, 1973): 

Table 9.2 

The interpretation of the Kappa Statistic. 

Value of K 

 

Strength of agreement 

 

< 0.20 Poor 

0.21 - 0.40 Fair 

0.41 - 0.60 Moderate 

0.61 - 0.80 Good 

0.81 - 1.00 Excellent 

 

The next section of the research will describe the process involved in determining the 

psychometric properties of each subscale of the WASC-Y.  This has occurred through 

factor and reliability analysis techniques already described.   

 

9.2.6     The Depression Subscale 

 

There are eleven items within this scale that purport to provide a measure of depression 

for Aboriginal youth.  These items include: 
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1 I feel sad (D1) 

2 I’ d rather be alone than with other people (D2) 

3 I can be happy one minute and sad the next, really quickly (D3) 

4 I like to sleep a lot (D4) 

5 I find it hard to pay attention to things going on around me (D5) 

6 I feel tired and have no energy (D6) 

7 I find it hard to sleep (D7) 

8 Sometimes I feel so sad I cry (D8) 

9 I’ m not really interested in lots of stuff I used to like doing (D9) 

10 I feel like everyone would be better off without me (D10) 

11 I pick fights with people for no reason (D11) 

 

Factors for the depression subscale were extracted using a PCA with a varimax rotation.  

The coefficient display format was set to suppress absolute values less than .3 from the 

correlation matrix. Using this extraction method, the scale was first analysed for its 

suitability for factor analysis.  The subscale obtained a Kaiser-Meyer-Olkin measure 

(KMO) of sampling adequacy of .80.  According to Dixon (2001), (Kaiser, 1974) 

provided the following guidelines for interpretation of KMO for PCA: 

 

� Marvelous: between .91s to .100 

� Meritorious: between .81s to .90s 

� Middling:  between .71s to .80s 

� Mediocre:  between .61s to .70s 

� Miserable: between .51s to .60s 

� Unacceptable: between  0 to .50s 

 

The KMO is also coupled with a Bartlett's Test of Sphericity (BTS= 453.420, p<.000) 

which is used to evaluate whether a correlation matrix is suitable for factor analysis 

(Dixon, 2001).  This also supported that the subscale was suitable for factor analysis.  

Initial extraction supported a three-factor solution, with eigenvalues greater than 1.0 
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accounting for 54% of the total variance.  Table 9.3 shows that eleven items loaded onto 

the one factor which accounted for 34% of the total variance. Table 9.4 shows that item 

loadings for the first factor ranged from .36 (Item 11) to .80 (Item 1). The two smaller 

factors accounted for 11% and 9% of the total variance respectively and consisted of 

only two items each.  Inspection of the scree plot as well as the low factor loadings on 

the two smaller factors suggests the potential for a one-factor, unidimensional scale 

(Dixon, 2001).   

 

Given the above, the data were then set to extract only one factor.  This resulted in one 

factor, which accounted for 36% of the total variance of the depression subscale.  

Inspection of individual items indicated that Item 11 was the only item with a low factor 

loading (<.4) and which could be excluded from the subscale.  However, the importance 

of this item has been supported through the its clinical utility (which will be described in 

this chapter) as well as the consistent view from within focus groups of the importance 

of this item in being able to discriminate between depressed and non-depressed 

Aboriginal youth.  The item has therefore been retained in the scale, and will be the 

focus of future validity research described in Chapter Ten.   

 

Table 9.3 

Percentage of variance accounted for by each factor identified in the depression subscale 

Factor Eigenvalue % of variance 

 

1 

2 

3 

3.6 

1.2 

1.9 

34 

11 

10.8 
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Further bivariate and univariate analysis indicated that all other items had sufficiently 

high variance and correlations, leading to all 11 items being retained in the subscale. 

The factor transformation matrix at Table 9.4 also indicated that the three factors had 

relatively low correlation coefficients (p>.05) and were considered mutually exclusive 

or distinct factors.   

 
Table 9.4 

Factor transformation matrix for depression subscale. 

Items Factor 1 

 

Factor 2 

 

Factor 3 

 

QU1 .794   

QU6 .649 .458  

QU3 .688   

QU10 .645   

QU8 .768   

QU2 .500   

QU7 .480  .392 

QU5 .433   

QU9 .372   

QU4 .355 .508  

QU11 .359  -.414 

*All factor loadings less than .3000 have been excluded 
Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 
Kaiser Normalization. 
Note:  Solution converged in 7 iterations. 

 

9.2.6.1     Internal Reliability of the Depression Subscale 

 

The depression subscale was therefore analysed for its internal reliability using 

Cronbach’ s alpha.  Results indicated an overall scale reliability of .78, indicating good 

internal reliability overall (Cohen, 1987).  Further inspection of individual items 
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presented at Table 9.6. indicates that items had similar reliability scores, with ranges 

from .75 (Item 1 “ I feel sad” ) to .79 (Item 4 “ I like to sleep a lot” ).  Despite FA 

demonstrating a fairly low factor loading on Item 11 (“ I pick fights with people for no 

reason” ), warranting some consideration of its exclusion from the scale, reliability 

analysis did not support its removal (only alpha of .002 to be gained if removed from the 

scale).  As the coefficients obtained were above the suggested value of .5, the reliability 

of the scale and the sub-scales were considered appropriate (Tabacnick & Fidell, 1996). 

 

9.2.7     The Suicide Subscale 

 

The Suicide Subscale has been developed for the purpose of identifying Aboriginal 

youth at risk of suicidal behaviours.  Within this, the scale has developed ten items that 

purport to provide a measure of suicide risk for these youth.  These items include: 

 

12 I have felt so sad, I have thought about ending my life (S1) 

13 I have thought of a way to go about ending my life (S2) 

14 It would be easy to follow through with this plan of ending my life (S3) 

15 I have tried to end my life before (S4) 

16 I would try to end my life again (S5) 

17 I have thought about ending my life, but would never do it (S6) 

18 Someone I was good mates with killed themselves (S7) 

19 I feel like my life is getting worse and worse (S8) 

20 I feel like my life will not get any better (S9) 

21 I look forward to the future (S10) 

 

The suicide subscale differs from the depression subscale in two important ways.  First, 

it has two items, which require “ True/False”  responses rather than ratings on a 5-point 

likert scale.  This did not affect the computation of FA or Cronbach’ s alphas, and raw 

data were simply entered into the system.  Second, a negative response to the Item 12, 

the first on the suicide subscale renders Items 13-17, which assume acknowledgement of 

suicidal thoughts, “ Not Applicable”  (N/A).   
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9.2.7.1     Factor Analysis of the Suicide Subscale 

 

Factors for the suicide subscale were again extracted using PCA with a varimax 

rotation.  First, the suitability of the scale for FA was determined through a KMO of .80 

as well as a Bartlett’ s Test of Sphericity (BTS= 2536.892, p<.000).  Initial extraction 

supported a three-factor solution, with eigenvalues greater than 1.0 accounting for 80% 

of the total variance.  This consisted of one factor which accounted for 57% of the total 

variance (eigenvalue of 5.7), the second accounting for 12.5 (eigenvalue of 1.25), and 

the third factor accounting for 10% (eigenvalue of 1.0).  Further inspection of the data 

showed high factor loadings of between .64 to .95 on the first factor, with only Item 18 

(“ Someone I was good mates with killed themselves” ) being the only item to load onto 

factor 3 (and therefore accounting for 10% of the variance for the subscale).  The initial 

factor transformation matrix for the suicide subscale is presented at Table 9.5.   

 

Table 9.5 

Initial factor transformation matrix for suicide subscale. 

Items Factor 1 

 

Factor 2 

 

Factor 3 

 

QU12 .879   

QU13 .916   

QU14 .949   

QU15 .779   

QU16 .878   

QU17 .951   

QU18   .917 

QU19 .634 .443  

QU20 .614 .459  

QU21 .355 .423  

*All factor loadings less than .3000 have been excluded 
Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 
Kaiser Normalisation.    Note:  Solution converged in 7 iterations. 
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The correlation matrix suggests that Item 18 exists as a separate factor that is very 

highly correlated with a third and separate factor (.917).  The FA was therefore 

computed again, excluding Item 18 from the analysis.  This resulted in a two-factor 

solution accounting for 77% of the variance, with the first factor accounting for 53% 

and  the second factor accounting for 24%.   

 

Despite the FA determining that Item 18 was unrelated to the other items on the suicide 

subscale, exclusion of this item based on data analysis alone was considered 

problematic for two reasons.  First, coronial data on completed suicides in Aboriginal 

youth supports the role of contagion or copycat effects as accounting for substantial 

degree of risk (Hillman et al., 2000).  In addition, the focus groups strongly advocated 

for the role of contagion in completed suicides in local communities.  This study will 

therefore advocate for the refinement or rewording of Item 18, through additional 

validation studies on this item with youth, rather than removing it from the current 

subscale.   

 

Of particular interest to this analysis is that items 19 to 21 loaded onto one factor which 

accounted for 12.5% of the total variance.  These items all measure similar aspects of  

helplessness and hopelessness, which could theoretically, ‘belong’  with the depression 

subscale. However, the small sample size involved in this research precluded an 

investigation of the factor structure of the entire inventory through Confirmatory Factor 

Analysis to determine whether these items were best represented under the depression or 

suicide subscales.   

 

Given the above, the data were then set to extract only one factor.  This factor accounted 

for 57.13% of the variance (70% of the variance with Item 18 excluded).  The rotated 

correlation matrix is depicted at Table 9.6, and indicates sufficiently high correlations, 

(excluding item 18), leading to all nine items being retained in the scale, and item 18 

being retained on theoretical, or clinical grounds.   
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Table 9.6 

Rotated correlation matrix for the suicide subscale. 

Items Factor 1 

 

QU12 .879 

QU13 .916 

QU14 .949 

QU15 .779 

QU16 .878 

QU17 .951 

QU18  

QU19 .634 

QU20 .614 

QU21 .321 

*All factor loadings less than .3 have been excluded 
Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 

Kaiser Normalisation. 

Note:  a 1 component extracted. 

 

9.2.7.2     Internal Reliability of the Suicide Subscale 

  

For the purposes of determining the final items to be included in the suicide subscale, 

internal reliability analysis using Cronbach’ s alphas were conducted.  The overall alpha 

for the subscale was .88, indicated good reliability overall.   Interestingly, the exclusion 

of item 18 (which failed to load onto a factor in the FA) yielded an alpha of .90, which 

does not provide strong support for its deletion from the scale. This resulted in all 10 

items being retained in the suicide subscale.   
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9.2.8     The Alcohol and Drug Subscale 

 
It should be noted that this scale only investigates alcohol and drug usage due to 

reported predominance of these behaviours within the Urban and Rural locations.  The 

choice to exclude solvent usage (i.e., sniffing of volatile substances such as petrol, paint 

or glue) was based on the fact that these behaviours are either very isolated events or do 

not occur at all amongst Aboriginal youth in the Rural locations.  As the inventory has 

been designed with both Urban and Rural cohorts in mind, solvent usage has not been 

incorporated in this subscale.   

 

The alcohol / drug subscale consists of only two items. Of these items, a negative 

response to the first question (Item 22) results in the second item (Item 23) becoming 

redundant.  This item was therefore coded as “ Not Applicable”  for subjects who 

responded “ Never”  on Item 22.  The items for the alcohol and drug subscale are: 

 

22 I drink grog/smoke gunga, or use other drugs 

 

IF “NEVER” GO TO QUESTION 24 

 

23 When I am drunk or high, I do things I feel real shame about the next day 

 

Whilst conducting FA on a subscale of only two-items may be considered excessive, the 

decision to conduct a separate analysis was made for two reasons.  First, it would 

provide an opportunity to explore how well the alcohol / drug scale performs 

(statistically) as a separate factor.  This would then provide the opportunity to explore 

the relationship between alcohol / drug use to the separate constructs of suicidal 

behaviours, depression, anxiety, impulsivity, self-esteem and protective factors.  Whilst 

epidemiologically, alcohol and drug use has been strongly associated with completed 

suicides (Hillman et al., 2000; Hunter, 1988a, 1988b), this study is also interested in 

determining the relationship between alcohol and drug use and other components of risk 

(e.g., depression and suicide).   
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9.2.8.1     Factor Analysis of the Alcohol and Drug Subscale 

 

FA was conducted on this two-item scale using PCA with a varimax rotation.  

Inspection of the data revealed a one-factor solution, with an eigenvalue greater than 

1.0.  This factor accounted for 82% of the variance.  Factor loadings for the subscale are 

depicted in Table 9.7 (below). 

 

Table 9.7 

Rotated correlation matrix for the suicide subscale 

Items Factor 1 

 

QU22 .904 

QU23 .904 

Extraction Method:  Principal Component Analysis 
1 component extracted. 
 

9.2.8.2     Internal Reliability of the Alcohol and Drug Subscale 

 

A reliability analysis of the alcohol and drug subscale was conducted with internal 

consistency for the overall scale being .78, indicating good reliability for the scale.   

 

9.2.9     The Impulsivity Subscale 

 

The impulsivity subscale purported to provide a measure of the three components of 

impulsivity, agitation and hyperactivity.  Its inclusion in the current scale has been based 

on data obtained from focus groups, which determined that impulsive behaviour, or the 

“ inability to think things through logically”  accounted for many of the completed, 

attempted and threatened suicides in Aboriginal communities.  This section has 

therefore chosen to provide a separate analysis of this subscale to determine the factor 

structure as well as its relationship with other subscales in the WASC-Y.  The 

impulsivity subscale includes: 
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24 Sometimes I do stupid things without thinking 

25 When I get upset, I find it hard to sit still 

26 When I get upset, I don’ t listen to reason 

 

9.2.9.1     Factor Analysis of the Impulsivity Subscale 

 

Tests of sampling adequacy through KMOs of .610 and Bartlett’ s Test of Sphericity 

(94.135, p<.000) indicated that the data was suitable for FA.  Inspection of the data and 

scree plot revealed that the subscale was best accounted for by a one-factor solution, 

with eigenvalues greater than 1.0.  This factor accounted for 60% of the overall variance 

(eigenvalue 1.8).  The rotated correlation matrix is depicted at Table 9.8, and indicates 

sufficiently high correlations between all items, which indicate that all three items 

should be retained in the subscale.   

 

Table 9.8 

Rotated correlation matrix for the Impulsivity subscale 

 

Items 

 

Factor 1 

QU24 .648 

QU25 .827 

QU26 .841 

*All factor loadings less than .3 have been excluded 

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 

Kaiser Normalisation.   Note:  1 factor extracted.  16 iterations required. 

 

9.2.9.2     Internal Reliability of the Impulsivity Subscale 

 

In addition to the FA, internal reliability analysis was conducted on the three items 

representing the impulsivity subscale.  The overall internal reliability of the scale was 

.67, with a gain of .05 to be made by excluding item 24 (increased reliability to .72 for 
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the subscale).  Despite this, Item 24, factored well with the other items on the subscale 

indicating that these items were measuring the same constructs (impulsivity / agitation).  

On the basis of this as well as the minimal gains to be made by the exclusion of this item 

from the subscale it was retain.  The impulsivity factor therefore remains represented by 

a three-item subscale.  Further validation of this subscale needs to occur to determine 

opportunities for the refinement or rewording of this item, as opposed to the deletion of 

it from the current subscale.   

  

9.2.10     The Anxiety Subscale 

 
The anxiety subscale has been incorporated in the WASC-Y for a number of reasons.  

First, research indicates that anxiety within mainstream and indigenous populations is 

increasing (J. Cawte, 1991; Clayer & Czechowicz, 1991; Zubrick et al., 1995).  Second, 

its inclusion enables the relationship between risk for anxiety and risk for depression to 

be determined.  Whilst mainstream research has ascertained that there is comorbidity of 

these disorders, research within indigenous communities has not yet addressed this 

issue.  The anxiety subscale is represented by ten items (Item 27 through to 37) and 

include: 

 

27 I worry about lots of things 

28 When I get really worked up with worry about something, I find it hard to 

breathe 

29 When I get really worked up with worry about something, I feel dizzy 

30 When I get really worried about something, I start to shake 

31 When I get really worried about something, I feel sick in the guts 

32 When I worry about something, my face gets all red and hot 

33 When I worry about something, I get all sweaty 

34 I reckon that I worry for no real reason 

35 I feel on edge (like something bad is going to happen) 

36 I have bad dreams 

37 I worry about doing well at school 
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9.2.10.1     Factor Analysis of Anxiety subscale 

 

Factors for the anxiety subscale were extracted using PCA with a varimax rotation.  The 

KMO measure of sampling adequacy of .83 coupled with a Bartlett’s Test of Sphericity 

(BTS=655.830, p<.000) indicated that the data was suitable for factor analysis.  

 

Initial examination of the data resulted in two components being extracted, with 

eigenvalues greater than 1.0 and representing 52% of the overall variance.  Further 

examination of the rotated component matrix showed that all items loaded onto a single 

factor with fairly high correlations of between .55 to .74.  The second factor was also 

related to items 27, 29, 36 and 37.  However, in contrast to the first factor, these items 

had fairly low correlations, which ranged from .32 to .58.  Examination of the scree plot 

also supported the existence of a single, unidimensional scale.  The subscale was 

therefore treated as one factor.  The result was a single factor, which represented 40% of 

the overall variance with one eigenvalue of 4.4.  The rotated component matrix for the 

subscale is depicted at Table 9.9.  
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Table 9.9 

Rotated correlation matrix for the anxiety subscale 

Items Factor 1 

 

QU27 .617 

QU28 .714 

QU29 .705 

QU30 .604 

QU31 .745 

QU32 .556 

QU33 .600 

QU34 .646 

QU35 .738 

QU36 .544 

QU37 .445 

*All factor loadings less than .3 have been excluded 

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 

Kaiser Normalisation. 

Note:  a 1 component extracted. 

 

9.2.10.2     Internal Reliability of the Anxiety Subscale 

 

The anxiety subscale was finalised through analysis of the internal consistency of items 

within the scale.  Cronbach’ s alphas for the overall anxiety scale was .84, with 

inspection of the analysis failing to identify an item for exclusion based on increasing 

the reliability estimates obtained.  The anxiety subscale therefore retained all items, and 

exists as a ten-item scale. 

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth   230 

  

9.2.11     The Self-Esteem Subscale 

 
The WASC-Y has incorporated a eight-item subscale, which purports to provide a 

measure of “ self-esteem”  for Aboriginal youth.  The rationale for the inclusion of this 

subscale is based solely on the desire expressed from within the Aboriginal community 

during the consultation phase of this project to investigate the relevance of self-esteem 

as a predictor of mental ill health amongst Aboriginal youth.  The self-esteem subscale 

(Items 38-43) includes the following items; 

 

38  I think I am okay looking 

37 I worry about how I look 

38 I have lots of friends 

39 People like me 

40 I think I am a good person 

41 I have something I am pretty good at (e.g. sports, hobbies) 

42 My parents care about me 

43 I like being Aboriginal  

 

9.2.11.1     Factor Analysis of the Self-Esteem Subscale 

 
The self-esteem subscale was analysed by PCA using a varimax rotation.  The KMO 

measure of sampling adequacy of .615 coupled with a BTS=311.259 (p<.000) indicated 

that the data was suitable for factor analysis.  

 

Initial examination of the data resulted in three separate factors being extracted with 

eigenvalues greater than 1.0 and representing a total of 58% of the variance.  This 

included one factor which accounted for 23.5%, a second factor accounting for 18.8% 

and a third 15.5% of the variance.  Examination of the rotated component matrix at 

Table 9.10 showed that all items factored equally across each of the three identified 

factors.  The first factor was related to items 38, 41, 42 and 43 with fairly high 

correlations of between .55 to .81.  The second factor was related to items 40, 41, 43, 44 
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and 45 with moderate correlations ranging from .40 to .70.  The third factor was related 

to items 39 and 40 with high to moderate correlations ranging from .32 to .87.  

Examination of the scree plot also supported a three factor solution for the subscale.   

 

Table 9.10 

Rotated correlation matrix for the self-esteem subscale. 

Items Component 1 

 

Component 2 Component 3 

QU38 .80   

QU39   .83 

QU40  .70 .32 

QU41 .64 .48  

QU42 .81   

QU43 .55 .40  

QU44  .53  

QU45  .64  

*All factor loadings less than .3 have been excluded 

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 

Kaiser Normalization. 

Note:  a Rotation converged in 6 iterations.  

 

The data were nonetheless analysed again and forced into a one-factor solution.  This 

resulted in a single factor which accounted for only 22% of the total variance.  

Inspection of the component matrix also found that item 38 did not factor onto this 

solution, therefore warranting exclusion from the scale.   

 

9.2.11.2     Internal Reliability of the Self-esteem Subscale 

 

Given the lack of uniformity in the PCA, further inspection of the data occurred for the 

purpose of identifying possible items for exclusion.  A low to moderate internal 
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reliability of .57 was obtained for the subscale with only a gain of .05 (to an Alpha of 

.62) to be made by excluding item 38 from the scale.  This was not considered a 

sufficient enough gain to warrant exclusion of this item from the scale. 

 

9.2.12     The Protective Factors Subscale 

 

The poor performance of the self-esteem subscale on both FA and internal reliability 

analysis led to the investigation of the feasibility of merging the self-esteem and 

protective factors subscales.  Whilst the initial rationale for this approach was primarily 

data driven, research also supports the notion that self-esteem and protective factors are 

often related constructs (Fleishman, 1984).  Whilst this provides sufficient rationale for 

the merging of these two subscales, examination of test items also appeared to support 

the argument that these subscales were measuring similar constructs; that being 

resilience relative to self-esteem, which is mediated by cultural beliefs and identity.  The 

next section therefore provides detail of FA and reliability analysis on the new “ Cultural 

Resilience”  Subscale. 

 
9.2.13     The New Cultural Resilience Subscale 

 
The new cultural resilience subscale therefore represented a merging of the self-esteem 

and protective factors subscales. The cultural resilience subscale was therefore 

represented by nineteen items and included the following; 

 

38 I think I am okay looking 

39 I worry about how I look 

40 I have lots of friends 

41 People like me 

42 I think I am a good person 

43 I have something I am pretty good at (e.g. sports, hobbies) 

44 My parents care about me 

45 I like being Aboriginal  
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46 I reckon people are pretty racist 

47 I speak my Aboriginal language 

48 I hang out with other Aboriginal kids 

49 I am friends with whitefellas 

50 I know a lot about my Aboriginal culture 

51 I like going to school 

52 When I feel upset, I can talk to someone (e.g. my parents/friends) 

53 There is someone I know who I look up to and admire 

54 When I feel upset, I can usually do something to make myself feel better 

55 When people say racist things to me, I get really upset 

56 People reckon I am pretty good at sports 

 

9.2.13.1     Factor Analysis of the Cultural Resilience Subscale 

 
The cultural resilience subscale was analysed by PCA using a varimax rotation.  The 

KMO measure of sampling adequacy of .73 coupled with a BTS=827.259 (p<.000) 

indicating that the data was suitable for factor analysis.  

 

Initial examination of the data resulted in six factors being extracted, with eigenvalues 

greater than 1.0 and accounting for 65% of the variance.  Further inspection of the data, 

indicated that the first factor had a fairly large eigenvalue of 4.3 (accounting for 25% of 

the variance), with the remaining factors accounting for 11.5%, 9%, 7.2%, 6.5% and 

5.8% of the variance.  Examination of the component matrix, showed that most items 

loaded onto one factor, with the exception of items 39 (“ I worry about how I look” ), 

item 46 (“ I reckon people are pretty racist” ), and item 48 (“ I hang out with other 

Aboriginal kids” ), that did not load onto any factor.  Communalities amongst all other 

items were moderate to high ranging from .52 to .82.  Reliability analysis of items 39, 

46 and 48 also determined that they had internal consistency reliability measures of .3 

and below, further warranting exclusion from the subscale.   
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FA was therefore conducted again, but this time excluding items 39, 46 and 48 from the 

analysis.  This resulted in three factors with eigenvalues greater than 1.0 accounting for 

56% of the overall variance (34%, 12% and 10% of the variance respectively).  

Examination of the scree plot showed one clear factor.  The subscale was therefore 

analysed again and set to extract one factor.  The single factor obtained accounted for 

34% of the variance.  The communalities for each item on this one factor ranged from 

.40 through to .73 representing fair to moderate relationships between all items.  The 

rotated correlation matrix is provided at Table 9.11. 

 
Table 9.11 

Rotated correlation matrix for the cultural resilience subscale 

Items Factor 1 

 

QU37 .58 

QU38 .57 

QU40 .55 

QU41 .61 

QU42 .65 

QU43 .50 

QU44 .40 

QU45 .55 

QU47 .46 

QU49 .51 

QU50 .63 

QU51 .73 

QU52 .40 

QU53 .58 

*All factor loadings less than .3 have been excluded 

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with 

Kaiser Normalisation. 

Note:  a 1 component extracted. 
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9.2.13.2     Internal Reliability of the Cultural Resilience Subscale 

 

Reliability analysis was conducted on the cultural resilience subscale with an overall 

internal reliability of .75, with a gain of .05 (reliability increase to. 8) to be made by 

excluding item 55 (“ When people say racist things to me, I get really upset” ).  However, 

the importance of the item has been demonstrated through theory with acculturative 

stress being a predictor of mental health problems in minority populations (Cuellar & 

Paguina, 2000).  In addition, focus groups consistently viewed responses to racism as 

being an important factor in determining resilience of Aboriginal youth.  Finally, there 

was also a minimal gain to be made of .05 by excluding this item.  The final form of the 

cultural resilience subscale therefore consists of sixteen items including: 

 

38 I think I am okay looking 

39 I have lots of friends 

40 People like me 

41 I think I am a good person 

42 I have something I am pretty good at (e.g. sports, hobbies) 

43 My parents care about me 

44 I like being Aboriginal  

45 I speak my Aboriginal language 

46 I am friends with whitefellas 

47 I know a lot about my Aboriginal culture 

48 I like going to school 

49 When I feel upset, I can talk to someone (e.g. my parents/friends) 

50 There is someone I know who I look up to and admire 

51 When I feel upset, I can usually do something to make myself feel better 

52 When people say racist things to me, I get really upset 

53 People reckon I am pretty good at sports 

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth   236 

  

9.2.14     Final Form of the WASC-Y 

 

Based on FA and reliability analysis, a total of 3-items were excluded from the initial 

WASC-Y, items 39, 46 and 48.  This resulted in a 53-item inventory with changes only 

occurring to the original protective factors and self-esteem subscale through exclusion 

of these three items.  This subscale also represents a new dimension which has been 

called cultural resilience and is a combination of the original self-esteem and protective 

factors subscales.  The final form of the WASC-Y is provided at Appendix M. 

 

9.3.1     WASC-Y Scoring Guidelines 

 

In order to provide scoring criteria for clinicians to enable them to assess the extent of 

risk for youth who have completed the WASC-Y, composite scores were computed for 

each of the six subscales.  Scoring guidelines were then developed for each separate 

domain, as there are some modifications to scoring in each of the subscales.   

 

It should be noted that ‘at risk’  scores that were computed are not considered to be 

diagnostic of the mental health construct under examination.  The WASC-Y scores 

should not be interpreted in isolation, but rather used in conjunction with clinical 

guidelines provided in Chapter Eight. 

 

9.3.1.1     Computing at risk scores for the WASC-Y subscales 

 

All ‘at risk’  scores for each WASC-Y subscale has been determined by analysing each 

subscale and converting them into z-scores with a mean of 0 and standard deviation of 1.  

Based upon this, the scores obtained for each participant can be interpreted in relation to 

degree of risk in comparison to other Aboriginal youth in the sample.  Degree of risk has 

been determined in 5 separate categories as depicted in Table 9.12. 
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Table 9.12 

Determination of ‘at risk’  scores for WASC-Y subscales based on standard deviation 

from the mean 

RISK 

 

STANDARD DEVIATION FROM 

THE MEAN 

VERY LOW RISK - 1  

Low Risk - ½  

Average 0 

Medium to High Risk + ½  

Very High Risk + 1 

 

9.3.1.2     Descriptions of likert scales on the WASC-Y 

 

Every item on the WASC-Y is rated by youth in accordance with “ How strongly they 

feel”  about the statement provided.  Ratings are based on a 5-point likert scale which 

ranges from “ Not at all”  (1) through to “ Heaps”  (5). All items on the inventory have the 

same general descriptions attached to them as depicted in Figure 9.1. Any deviations in 

terms of wording or interpretation of particular items are described in the following 

sections. 

 

 

   Not at all     Little Bit         Half and Half         Fair Bit    Heaps 

 
Figure 9.1 Possible responses to items on the WASC-Y 

 

9.3.1.3     Subscale 1:  The Depression Subscale (Items 1 – 11) 

 

The depression subscale consists of eleven items, all of which are rated and scored from 

1-5 on a likert scale.  Higher scores represent greater degrees of self-reported distress 
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associated with symptoms consistent with depression. All items on the depression 

subscale are scored in ascending order.   

 

As presented in Table 9.13 possible scores on the depression subscale range from 11 to 

55.  At risk scores have been determined by calculation of z-scores as already described.   

 

Table 9.13 

Possible range of scores for the depression subscale of the WASC-Y. 

RISK 

 

RANGE OF SCORES 

VERY LOW RISK 0 – 17 

Low Risk 18 - 20 

Average 21 - 23 

Medium to High Risk 24 - 33 

Very High Risk 34 - 55 

 

9.3.1.4     Subscale 2: The Suicide subscale (Items 12 – 21) 

 

The suicide subscale consists of 10 items, which together are added, to provide ‘at risk’  

scores for youth completing the scale.  Items 12, 13, 14, 16, 17, 19, 20 and 21 are rated 

from 1 – 5 as a likert scale with responses to items depicted at Figure 10.1. There are 

slight deviations on the likert scales in terms of wording, but they all represent similar 

concepts.  That is, higher scores represent greater degrees of self-reported distress 

associated with symptoms consistent with suicidal behaviours.  Two items (15 and 18) 

are rated as true/false and are scored as “ 1”  or “ 5” .  These are depicted in Figure 9.2: 

 

 

             True              False 

Figure 9.2  True/False response items on the WASC-Y suicide subscale 
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Items 15, 18 and 21 have all been reverse scored. That is, agreement at the low end of 

the likert scale is indicative of higher degree of risk, and therefore attracts higher scores.  

For example, crossing “ True”  on item 15 “ I have tried to end my life before”  indicates 

higher risk, due to ease of following through with a suicidal indicating a greater 

likelihood that this a suicidal act is able to occur.  This has also been depicted visually, 

with the “ False”  item being coloured in with full black. 

 

The possible scores on the suicide sub-scale range from 5 through to 50. The suicide 

subscale has been converted to z-scores with a mean of 0 and standard deviation of 1.  

Based upon this, the scores obtained for each subject can be interpreted in relation to 

degree of risk for suicide in relation to other Aboriginal youth who have participated in 

this study.  The range of risk scores for the suicide subscale is depicted in Table 9.14. 

 

Table 9.14 

Possible range of scores for the suicide subscale of the WASC-Y. 

RISK RANGE OF SCORES 

 

Very Low Risk 0  – 13 

Low Risk 14 - 17 

Moderate Risk 18 - 21 

Medium to High Risk 22 - 26 

Very High Risk 27 - 50 

 

9.3.1.5      Subscale 3:  The Alcohol / Drug Subscale (Items 22 and 23) 

 

The alcohol / drug subscale consists of items 22 and 23 which are rated on a 1 – 5 likert 

scale.  General item descriptions are depicted in Figure 10.1 with some slight deviations 

in terms of wording.   All items are scored from 1 to 5 with higher scores representing a 

greater degree of drug and / or alcohol usage (item 22) and degree of social shame or 

distress associated with alcohol usage (item 23).  Both items on the alcohol and drug 

subscale are scored in ascending order.   
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According to Table 9.15 the possible scores for the alcohol / drug subscale range from 1 

through to 10 as subjects who respond “ Never”  to item 22 attract a score of 0 (“ Not 

applicable” ) to item 23.  At risk scores for the alcohol and drug scale are provided in 

Table 9.15. 

 

Table 9.15 

Possible range of scores for the alcohol / drug subscale of the WASC-Y. 

RISK RANGE OF SCORES 

 

1. Very Low Risk 0 - 2 

2. Moderate Risk 3 - 4 

3. Medium to High Risk 5 - 6 

4. High Risk 7 

5. Very High Risk 8 and above 

 

9.3.1.6     Subscale 4:  The Impulsivity Subscale (Items 24 – 26): 

 

Items 24, 25 and 26 represent the impulsivity subscale of the WASC-Y with all items 

rated from 1 – 5 on a likert scale.  General item descriptions are depicted at Figure 9.1. 

The likert scales deviate slightly in terms of wording, however, each item requires that 

youth rate their strength of agreement with the statement provided.  All items are scored 

in ascending order.  Higher scores represent greater degrees of self-reported distress 

associated with impulsivity (Item 24) and agitation (Items 25 and 26).   

 

The impulsivity subscale has a possible range of scores for participants from 3 through 

to 15.  The different levels of risk that can be determined by scores obtained by 

Aboriginal youth is depicted at Table 9.16. 
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Table 9.16 

Possible range of scores for the impulsivity subscale of the WASC-Y. 

RISK RANGE OF SCORES 

 

Very Low Risk 0 - 4 

Low Risk 5  

Average 6 - 7 
Moderate to High Risk 8 

Very High Risk 9 - 15 

 

9.3.1.7     Subscale 5:  Anxiety (Items 27 – 37): 

 

The anxiety subscale includes 11 items (27 through to 37) which are all rated from 1 – 5 

as a likert scale.  Each item on the anxiety subscale is again generally depicted as per 

Figure 9.1.  Similar to the other subscales the response descriptors differ slightly 

between items.  All items are scored from 1 to 5 with higher scores representing greater 

degrees of self-reported distress associated with symptoms consistent with anxiety.  

None of the items on the anxiety subscale have been reverse scored and all items on the 

subscale are scored in ascending order.   

 

The anxiety subscale has a possible range of scores for youth from 11 through to 55.  

The different levels of risk that can be obtained by Aboriginal youth is depicted at Table 

9.17.   
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Table 9.17 

Possible range of scores for the anxiety subscale of the WASC-Y. 

RISK RANGE OF SCORES 

 

Very Low Risk 0 - 11 

Low Risk 12 - 16 

Average Risk 17  - 20 

Medium to High Risk 21 - 24 

Very High Risk 25 - 55 

 

9.3.1.8     Subscale 6: Cultural Resilience (Items 38 – 53) 

 

The cultural resilience scale is a 16-item subscale.  All items are rated from 1 – 5 as a 

likert scale with the general descriptors of item responses again depicted at Figure 9.1.  

As per the previous subscales wording of responses differ slightly from item to item.   

Higher scores represent a greater amount cultural resilience, or protective factors against 

the development of disorder. 

 

Item 52 is reverse scored. That is, agreement at the low end of the likert scale is 

indicative of lower levels of cultural resilience, and therefore attracts lower scores. All 

remaining items on the cultural resilience subscale are scored in ascending order.   

 

The cultural resilience subscale has a possible range of scores for youth from 16 through 

to 80.  The different levels of risk that can be obtained by Aboriginal youth is depicted 

at Table 9.18. 
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Table 9.18 

Possible range of scores for the cultural resilience subscale of the WASC-Y. 

RISK RANGE OF SCORES 

 

Very Low Resilience 0 – 44 

Low Resilience 45- 53 

Average Resilience 54 - 62 

High Resilience 63 - 71 

Very High Resilience 72 - 80 

 
9.4     Stage Three – Determining the nature and extent of risk for depression, suicide 

and anxiety in the Aboriginal youth sample 

 

This section meets an important need in the indigenous youth mental health research in 

that it provides an overview of the prevalence, comorbidity and strength of relationship 

of depression, suicide, anxiety, impulsivity, alcohol / drug usage and cultural resilience 

in the Aboriginal youth sample. As already discussed the lack of information on the 

nature and extent of disorder in Aboriginal populations has severely compromised 

access to appropriate levels of funding and mental health services which are 

commensurate with need.  Of those studies which have provided data, the focus has 

largely been on estimating prevalence of disorder through the use of a range of 

mainstream measures, the validity of which have been consistently questioned in this 

study as well as others (Swan & Raphael, 1995).  This study therefore represents the 

first attempt to provide prevalence data based on a measure which has been developed 

specifically for Aboriginal youth.  Additionally, it also provides an important first 

examination of the relationship between these disorders as well as estimates of 

comorbidity not investigated in research to date.  It should be noted however that these 

estimates have been based only on the application of the WASC-Y and therefore do not 

infer diagnosis of disorders. 

 

This section has therefore provided an analysis of the Aboriginal youth sample which 
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has included three separate analyses.  First frequency distributions, which have included 

calculation of mean responses of youth self-report for each of the six subscales of the 

WASC-Y.  The calculation of means for the youth sample has been used to provide an 

overview of the extent of risk for disorder within the Aboriginal youth sample by 

comparing mean responses against z-scores calculated in the previous section.  

Additionally, frequency of youth response to certain salient items (for example, 

percentage of youth reporting thoughts of suicide) has also been calculated.  This has 

occurred to provide information regarding the potential for Aboriginal youth to engage 

in ‘risk-taking behaviours’  as defined by previous studies (M. G. Sawyer et al., 2000; 

Zubrick et al., 1995), but to also provide an opportunity to compare the Aboriginal 

youth sample against prevalence of these types of behaviours in mainstream mental 

health youth research (M. G. Sawyer et al., 2000).   

 

Second, this section has calculated correlations between each subscale of the WASC-Y 

for the purpose of examining the strength of relationship between depression, suicidal 

behaviours, alcohol / drug usage, impulsivity and cultural resilience. Information of this 

type will enhance the currently limited understanding of the nature of these disorders 

within Aboriginal youth. 

 

Finally, this section will also provide an estimate of comorbidity of risk between each of 

the disorders under examination.  Information regarding co-occurrence of disorders in 

Aboriginal populations could not be found in the literature search conducted in this 

study.  As such this section provides an important opportunity to investigate this 

phenomenon in an Aboriginal youth sample.  This information will highlight the 

potential for Aboriginal youth to present with co-occurring disorders, and also provide 

some direction for practitioners to assess for what is most likely to co-occur.  Lastly, 

calculations of comorbidity have also provided an opportunity to compare and contrast 

this information against non-indigenous mental health studies.   

 

The purpose of this section is to also provide a comparative analysis of the effect of 

gender and geographical location on the degree of risk reported by Aboriginal youth in 
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the sample. Results have been analysed by gender and location.  The rationale for this 

comparison is based on research, which indicates that these two variables may impact on 

the extent of risk reported by youth (M. G. Sawyer et al., 2000; Zubrick & Silburn, 

1998).  Additionally, this section of the research will also provide some idea of the risk 

for disorder to be understood at the population level by looking at sample means and 

correlations, but also at the individual level by looking at the proportion of Aboriginal 

youth reporting high to very high risk for disorder. 

 
9.4.1     Descriptive Data for Overall Scale 

 
Table 9.19 provides descriptive data for the overall youth sample (N=183).  Means for 

each subscale have been calculated for the youth sample.  These means will be 

interpreted against the z-scores calculated for each subscale in the previous section.  

These scores provide an estimate of risk based on deviation from the sample mean.  As 

already discussed, this translates to a score that is equivalent to 1 standard deviation 

above the mean being defined as ‘high risk’ .  Contrastingly, 1 standard deviation below 

the mean is considered to be ‘low risk’ . 

 

Based on Table 9.19 mean scores for each subscale were compared against z-scores 

calculated in the previous section for the purpose of determining extent of risk reported 

by Aboriginal youth in the sample.  For depression, the overall sample was average or 

moderate degree of risk.  For suicide and alcohol / drug usage, the overall sample 

achieved a moderate risk overall. Self-reports of anxiety for the overall sample indicated 

average to moderate extent of risk, as was the impulsivity subscale.  Finally, for the 

cultural resilience subscale, all youth reported only low levels of resiliency against 

disorder. 
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Table 9.19 

Mean and Standard Deviation Scores for Youth Sample by Subscales of the WASC-Y, 

Western Australia 

Subscales  Suicide Depression 
Alcohol & 

Drug Use 
Impulsivity Anxiety 

Cultural 

Resilience 

Overall 

Sample 

Number 183 183 183 183 183 183 

 Mean 19.19 21.36 3.00 6.4 18.87 53 

 SD 9.03 6.80 2.19 2.65 6.92 9.06 

 Median 14.00 20.00 3.00 6.00 16.00 55.00 

 Range 9-42 11-43 1-10 3 -15 10-41 24-77 

Males Number 80 80 80 80 80 80 

 Mean 18.81 20.84 2.96 6.49 17.09 55.03 

 SD 9.12 6.92 2.22 2.77 6.50 9.51 

 Median 13.50 19.00 3.00 6.00 15.00 55.50 

Females Number 103 103 103 103 103 103 

 Mean 18.48 21.76 3.02 6.34 18.49 54.02 

 SD 8.99 6.72 2.18 2.55 7.20 8.71 

 Median 14.00 21.00 3.00 6.00 16.00 55.00 

Urban Number 79 79 79 79 79 79 

 Mean 18.65 21.78 2.78 6.72 18.30 55.84 

 SD 9.09 7.70 1.87 2.66 7.58 8.35 

 Median 16.00 19.00 3.00 6.00 17.00 57.00 

        

Rural Number 104 104 104 104 104 104 

 Mean 17.84 21.03 3.15 6.16 17.55 53.41 

 SD 9.01 6.05 2.40 2.62 6.39 9.46 

 Median 13.50 21 3 5.00 16.00 54.50 
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Further inspection of the data at an individual level occurred by calculating the 

frequency of youth who reported risk from high to very high across the different 

subscales which is shown at Table 9.20.  As depicted almost half of all youth reported 

high to very high levels of risk for anxiety.  This was followed by around 40% of youth 

reporting high risk for impulsivity and suicidality.  Finally, a third of youth reported 

high to very high risk for depression, with alcohol and drug risk being the lowest of all 

of the subscales at only 13.1%.  In addition, levels of cultural resilience or protective 

factors were also rated characteristically low by Aboriginal youth.  

 

Table 9.20 

Percentage of Aboriginal Youth Self-Reporting High to Very High Risk for Depression, 

Suicidal Behaviours, Alcohol / Drug Use, Anxiety and High Levels of Cultural 

Resilience 

 Depression Suicide Alcohol/ 
Drug Use Anxiety Impulsivity Cultural 

Resilience 

Overall 

Sample 
30.6 39.3 13.1 48.1 40.4 

 

23 

 

 
9.4.1.1     Responses to salient items on the WASC-Y 

 

Due to the largely exploratory nature of this research, as well as the reported scarcity of 

information on the nature and extent of mental health problems amongst Aboriginal 

youth, this section will provide some descriptive data on a number of salient items on 

the WASC-Y. These questions are all taken from the suicide and alcohol / drug 

subscales.  They included Item 12 (“ I have felt so sad I have thought of ending my 

life” ), with 41% of the overall youth sampled reporting either current or previous 

thoughts of ending their life.  Item 15 (“ I have tried to end my life before” ) which 

resulted in a total of 28.4% of the overall sample acknowledging that they had made a 

previous suicide attempt.  Item 18 (“ Someone I was good mates with killed 

themselves” ), with 18.6% of the overall sample responding “ true”  to this Item.  Item 22 

(“ I drink grog smoke gunga or use other drugs” ); with a total of 55% of the overall 
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sample acknowledging that they had at least tried alcohol or some other form of drug. It 

is of note that 23% of all youth reported more regular use of between “ every few weeks”  

to “ most days” .   

 
9.4.1.2     Analysis of Data by Gender and Location 

 

Descriptive data for all of Western Australia, by gender, for each subscale is shown in 

Table 9.20.  As depicted in this Table, a range of data has been calculated for each 

gender and according to geographical location (Urban or Rural).   

 

Based on Table 9.20 females have achieved a mean suicide score of 18.48 compared to 

18.81 for males.  This translates to moderate risk overall based on z-scores.  For all of 

the remaining subscales means scores translated to the same degree of risk between 

genders.  This included average to moderate risk for depression, average to moderate 

risk for anxiety, alcohol / drug useage, impulsivity and average levels of resiliency.    

 
Descriptive data of the Urban and Rural population samples can also be found at Table 

9.20.  Differences in degrees of risk by included Urban Aboriginal youth achieving a 

low suicide risk overall, compared to moderate risk by Rural youth. For the remaining 

scales, mean scores translated to the same degree of risk across geographical locations.  

This included average risk for depression, average risk for anxiety, impulsivity and 

average levels of resiliency.   

 

Analysis of risk by gender and location was conducted by a two-way analysis of 

variance (ANOVA).  This revealed no significant differences between genders or across 

geographical locations on any of the WASC-Y subscales.  

 
9.5.1     Correlations between Subscales 

 

In order to provide some initial information regarding the strength of the relationships 

between the different subscales on the WASC-Y, correlations were calculated.  Whilst a 

MANOVA may be considered the most appropriate method of analysis for data in 
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which there are multiple dependant variables (Tabachnick & Fidell., 1996), the use of 

correlation was more appropriate in this study.  This was primarily due to the fact that 

the relationships between the WASC-Y subscales were not uniform. Given that 

MANOVA assumes linear relationships between independent variables (e.g., gender) 

and dependant variables (e.g., suicide risk) data generated from this analysis would be 

difficult to interpret. The calculation of correlation co-efficients would therefore 

determine the strength of relationship between each of the subscales.  Whilst correlation 

will determine the strength of relationships between the subscales, this does not infer 

causality.  Several of the subscales revealed strong correlations. 

 

Table 9.21 

Correlational Analysis of Subscales. 

Subscales Suicide Depression Alcohol/ 
Drug Use Anxiety Cultural 

Resilience 
Suicide  .518*    

Depression      

Alcohol/ 

Drug Use 
.275* .146*  .177 -.19 

Impulsivity .804** .603** .327* .592*  

Anxiety .511** .744**    

Cultural 

Resilience 
-.249* -.170    

**= Correlation Significant at 0.01level (2-tailed) 

*=Correlation is Significant at 0.05 levels (2-tailed) 

 

As shown in Table 9.21, the relationship between depression and impulsivity for the 

overall sample of Aboriginal youth was a moderate to strong correlation of .603 

(p<0.01, two-tailed).  This correlation suggests that for Aboriginal youth, responding to 

instances of crisis or conflict in an impulsive or agitated manner is related to an increase 

in symptoms of depression.   

 

According to Table 9.21, the r obtained for the depression and anxiety subscales is also 
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high at .744 (p<0.01, two-tailed). This indicates a very strong relationship between 

reports of depression and anxiety for those Aboriginal youth screened.  The r reported 

translates to a shared variance of 55% between the two subscales.   

 

The correlation between impulsivity and suicide risk has identified the strongest 

relationship between all of the subscales with an r of .804 (p<0.01, two-tailed).  This 

indicates a high relationship between the two variables, translating to a shared variance 

of 65% between suicide and impulsivity.  It also indicates that for Aboriginal youth risk 

for suicide risk increases in relation to impulsivity, agitation and irrational behaviours.   

 

9.5.1.1     Correlations by Gender 

 

Correlational analysis of the subscales by gender also revealed some significant 

correlations, which are presented at Table 9.22.  Analysis of the relationship between 

depression and impulsivity by gender revealed a moderately strong relationship between 

these two variables.  For Aboriginal males, the r-value was .596 (p<0.01, two-tailed) 

and for females a correlation of .625 (p<0.01, two-tailed).  This indicates that for both 

males and females the tendency to act in impulsive or irrational ways is related to an 

increase in risk for depression. 

 

The correlation between depression and anxiety was also strong when analysed by 

gender (see Table 9.22).  For male Aboriginal youth, a correlation of .771 (p<0.01, two-

tailed) was obtained, indicating that for Aboriginal males, there was a very strong 

relationship between self-reports of depression and anxiety.  For females, this 

correlation was a similarly high .725 (p<0.01, two-tailed).  Reports of depression and 

anxiety were considerably related to one another, accounting for 60% of the variance 

(males) and 52% of the variance for females.   
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9.5.1.2     Correlations by Location 

 

Correlational analysis of the subscales by location (Urban versus Rural) revealed some 

significant correlations, which are presented in Table 9.23.  For example, the 

relationship between depression and impulsivity appeared to be influenced by the 

location of the participant.  For Rural youth, the correlation of .544 (p<0.01, two-tailed) 

indicated a moderate relationship between these two constructs (see Table 11.6).  For 

Urban youth, this correlation increased to .670 (p<0.01, two-tailed) indicating that 

impulsive acts, may explain depression amongst these youth. In practical terms, 

impulsivity and depression explains 45% of the variance for Urban youth, and 30% of 

the variance for Rural youth.   

 

The effect of location on the relationship between depression and anxiety demonstrated 

a very strong relationship through a correlation of .865 (p<0.01, two-tailed) (see Table 

9.23).  This indicates that for Urban youth, depression is strongly associated with 

symptoms of anxiety.  For Rural youth, the relationship was positive, but more 

moderate, with a correlation of .605 (p<0.01, two-tailed).    

 

For Urban-based youth the relationship between suicide and impulsivity was very strong 

.870 (p<0.01, two-tailed) indicating that as suicidal behaviours increased, so did reports 

of impulsive behaviours, and agitation relative to personal problems or conflicts (see 

Table 9.23).  For Rural based Aboriginal youth, the correlation was less strong, at .549 

(p<0.01, two-tailed), indicating that although impulsivity may provide some of the 

explanation for suicidal behaviours, it is not as strong for this pool of youth as it is for 

the Urban sample.   
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9.5.1.3     Comorbidity between Subscales 

 

The extent of comorbidity that exists between disorders based on youth self-report on 

the WASC-Y has been examined in this section.  Comorbidity has been established 

based on calculating the co-occurrence of ‘high to very high risk’  reported by youth 

across all of the WASC-Y subscales.  This has occurred through the use of cross 

tabulations on SPSS 11.5.  Cross tabulations were firstly calculated for risk levels (from 

low to very high) by each of the subscales.  Subscales that achieved very high risk were 

compared by percentage of youth achieving the same levels of risk on other subscales.  

Of particular interest to this analysis is the comorbidity between the suicide, depression 

and anxiety subscales.  This is due to these subscales being representative of recognised 

disorders, as well as research, which indicate high levels of comorbidity between these 

disorders in mainstream populations (Reynolds & Mazza, 1992).  Whilst this section 

provides information on concordance of risk between subscales by as self-reported by 

youth, it does not infer diagnosis of disorders.   

 

Findings revealed that there exist high levels of covariance of self-reported risk between 

the disorders of anxiety, suicidal behaviours and depression.  For youth reporting high 

risk for depression, 39.6% also reported high risk for suicide, indicating high levels of 

covariance of risk between these two disorders.  For those youth who reported high 

levels of risk for anxiety, 54.5% also reported high risk for depression.  This again 

indicates a high degree of concordance between these two disorders.   

 

Due to the importance of understanding the relationship between all disorders with 

Aboriginal youth, further investigation of co-occurrence was conducted as depicted in 

Table 9.23.  Inspection of the table from the right shows the number of youth who 

reported high risk across all five subscales.  This has previously been reported in section 

9.3.1.  Reading the table from right to left, of particular interest to this study was the 

number of youth who reported in the high risk range on all five subscales (N=4, 2.2%). 

Of similar concern is the fact that one third (N=59, 32.3%) of youth surveyed scored at 

high risk range in three or more subscales.  Based on this data, a similar percentage of 
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youth (N=54, 29.5%) reported at no risk across any of the subscales.  This indicates that 

for our sample there is evidence that Aboriginal youth are likely to present with high 

incidents of multiple mental health disorders.  Whilst this analysis has provided some 

initial information regarding the extent of risk across disorders, the size of the current 

sample makes it difficult to calculate which disorders are most likely to co-occur, 

although the previous section has provided some initial data on this also. 

 

Table 9.23 

Number of Aboriginal Youth Reporting High Risk in each WASC-Y Subscale 

 Number of scales at High Risk 

 1 2 3 4 5 Total 

 N % N % N % N % N % N % 

Depression 2 5.9 10 27.8 19 59.4 21 91.3 4 100 56 30.6 

Suicide 9 26.5 18 50.0 20 62.5 21 91.3 4 100 72 39.3 

Drug 3 8.8 4 11.1 8 25.0 5 21.7 4 100 24 13.1 

Impulse 8 23.5 18 50.0 22 68.8 22 95.7 4 100 74 40.4 

Anxiety 12 35.3 22 61.1 27 84.4 23 100.0 4 100 88 48.1 

Total 34 18.6 36 19.7 32 17.5 23 12.6 4 2.2 183 100 

 
9.6.1     Summary of Section 

 
This section of the study has provided some important information regarding the nature 

and extent of depression, suicidal behaviours, alcohol / drug usage, impulsivity and 

anxiety as well as the potential moderating effects of cultural resilience on risk for 

disorder. 

 

The overall youth sample (N=183) obtained moderate risk overall for suicide, 

depression, alcohol / drug usage, impulsivity and anxiety based on the calculation of z-

scores.  However the large percentage of youth reporting high levels of individual risk 
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across is of concern. Given that levels of cultural resilience were also characteristically 

low, this indicates that there exist few moderating influences against the development of 

disorder in our sample.  Of particular interest in this study has been the lack of 

significant differences across geographical location and gender against risk for disorder.  

  

Relationships between subscales indicated significant relationships between impulsivity 

and suicide risk, depression and anxiety, and depression and impulsivity.  The disparity 

between the correlational analyses of some subscales according to geographical location 

was also of note.  A number of relationships were stronger for Urban compared to Rural 

Aboriginal youth and these included suicide and impulsivity, suicide and anxiety, 

depression and suicide and depression and anxiety. Cultural resiliency also had 

moderately stronger negative relationships with other subscales in Urban areas than 

Rural areas.  These were suicide, depression and anxiety.   

 

Finally, this study has provided some initial data on comorbidity between disorders for 

Aboriginal youth, indicating a high incidence of risk for the development of multiple 

disorders.  The extent of comorbidity found in this sample has major implications for 

diagnosis, intervention as well as prognosis for Aboriginal youth presenting to mental 

health services. 

 

9.7     Stage Four – Determining the cultural and clinical utility of the WASC-Y 

 

This stage of the results has involved the validation of the WASC-Y and clinician 

guidelines developed in this research.  The validity of these assessment protocols will be 

determined through two primary methods.  First, the extent of agreement between youth 

clinical presentation and self-report using the WASC-Y will be determined through 

calculation of the kappa statistic.  Second, the culturally valid engagement model and 

interpretation guidelines will be used with a pool of Aboriginal youth who have been 

screened with the WASC-Y.  This chapter will therefore achieve the following 

important objectives:  
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(1) Determine the utility of the culturally valid engagement model as a method of 

increasing levels of engagement of Aboriginal youth in testing and assessment.  This 

model has based its development on reducing sources of practitioner bias in testing 

and assessment of Aboriginal youth as an approach to increasing levels of access to 

mental health services by Aboriginal youth.   

(2) Determine the utility of the WASC-Y interpretation guidelines as a method of 

assessing the relevance of culture-bound syndromes for indigenous youth, and 

identifying potential sources of cultural variants to symptoms reported, and; 

(3) Assess the degree of impairment the same individual will experience (within their 

cultural context) as a result of assessment using the WASC-Y. 

 

9.7.1     Procedure 

 

The standard WASC-Y was administered to one hundred and eighty three Aboriginal 

youth from the North West (N=103) and Perth (N=89) in Western Australia.  From this 

sample, I explored all completed scales for youth who were self-reporting current and 

frequent thoughts of suicide on the suicide subscale.  As there was an ethical 

responsibility to interview these youth immediately, and to determine their degree of 

suicide risk, these youth were interviewed as a matter of priority.  In addition to this, 

youth who were considered at risk for depression and anxiety were also interviewed 

using the clinician guidelines.    

 

9.7.1.1     Participants 

 
Youth participating in the cultural / clinical validation interviews were identified as 

being “ at risk”  on the basis of self-report information obtained using the WASC-Y.  

This stage also involved validation of the culturally valid engagement model and 

interpretation guidelines developed for use in conjunction with the WASC-Y.  

Participants were interviewed on the following basis: 

 

1) That they were considered at risk for suicidal behaviours.  I interviewed a total 
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of 74 youth (40.4% of the overall sample) who acknowledged suicidal ideation.  

This number was made up of 34 Urban youth (43% of the urban sample) and 40 

Rural youth (38% of the Rural sample).  Criteria for inclusion was that 

participants must have answered positively to question 12 regarding thoughts of 

suicide (including “ Some thoughts”  through to “ Heaps”  of thoughts).  Many of 

these youth also reported ambivalence regarding whether or not they were going 

to act upon these thoughts.   

2) An additional 20 (11%) youth were interviewed on the basis of being at risk for 

depression.  This included 10 Urban youth and 10 youth from the Rural 

locations.  These youth were identified on the basis of consistently reporting 

symptoms above 2 on the depression subscale.   

3) An additional 15 youth (8.2% of the overall sample) was interviewed on the 

basis of being considered at risk for anxiety-related problems.  This included 7 

from the Rural sample and 8 youth from the Urban sample.  These youth were 

identified on the basis of consistently reporting symptoms above a 2 on the 

anxiety subscale. 

 

4) A further 2 youth (1.09% of the overall sample) was interviewed on the basis of 

having problems related to self-esteem.  Both of these youth were from the Rural 

sample. Youth were identified on the basis of consistently reporting above a 2 on 

the self-esteem subscale. 

 

Overall, 111 Aboriginal youth participated in this stage of the study, representing 61% 

of the overall sample.  It should be noted that 3 participants could not be interviewed on 

the basis of having left the area, or through difficulty in locating them. 
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9.8.2     Results 

 
9.8.2.1     Effectiveness of Engagement Process and Interpretation Guidelines 

The engagement process and interpretation guidelines developed in this section of the 

research were used as a standard interview protocol with all Aboriginal youth 

participating in this stage of the study.  I conducted all interviews, following specific 

protocols regarding culturally appropriate methods of engagement as delineated in the 

engagement model.  All eight stages of the engagement process were used with some 

variation in order occurring as a result of being responsive to topics raised by youth.  

Similarly, the interpretation guidelines developed for the WASC-Y followed this 

engagement process.  All questions provided within the interpretation guidelines were 

used in all assessments with some variation occurring in terms of order.  Both the 

engagement and interpretation guidelines proved to be extremely effective methods of 

assessing most of the Aboriginal youth sampled (N=108), with only a small number not 

effectively engaged in this process (N=3).  Effectiveness of these two stages was judged 

by the main interviewer against the following protocols; (1) youth demonstrating 

spontaneity in responses to questions posed; (2) youth demonstrating an understanding 

of questions regarding culture-bound syndromes and cultural variants to disorder by 

responding appropriately to these; (3) youth engaging in a reciprocal process of 

answering and questioning with myself, and (4) demonstrating a relaxed approach to the 

interview through; (i) relaxed body language; (ii) contributing at least an equal amount 

of discussion as myself; (ii) willingness to discuss feelings at length through engaging in 

narrative discourse as opposed to yes/no dichotomous responses, and (iii) finally, the 

length of the interview itself.   

All youth outside of three (two males and one female, including one male from the 

Urban location, a male and female from the Rural location) demonstrated all four of 

these protocols throughout the interview.  Importantly, the average length of interviews 

(including the two disengaged males) was two and a half hours, demonstrating that both 

the engagement and interpretation guidelines were effective methodologies for the 

assessment of Aboriginal youth.   
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9.8.2.2     Extent of agreement between WASC-Y and clinical presentation of 

Youth 

This section describes the process involved in assessing the extent of symptom match 

between youth self-report on the WASC-Y and their clinical presentation.  Previous 

epidemiological research such as the WACHS (Zubrick et al., 1995) and MYHP (M. G. 

Sawyer et al., 2000) have advocated for such an approach as a method of diagnosis.  The 

validity of the WASC-Y to accurately identify risk in Aboriginal youth was also 

investigated through the use of the kappa statistic.   

9.8.2.3     Procedure 

Two separate data sets were developed for the purpose of calculating agreement (kappa) 

between scores on the WASC-Y and clinical / cultural validation interviews.  Raw 

scores from Aboriginal youth screened with the WASC-Y incorporated the first data set, 

which was called wascy.  The second data set incorporated raw scores obtained by 

youth, based on clinical / cultural validation interviews conducted by myself.  This 

second data set was called interview.  These interviews used the engagement model and 

interpretation guidelines attached to the WASC-Y.  Following questioning, youth were 

asked to self-report their strength of agreement with each item on the WASC-Y.  This 

effectively meant that participants in this stage generated two scores: one obtained via 

self-report (wascy data set) and the other using clinical / cultural validation interview 

with the engagement model and interpretation guidelines (interview).  It should be noted 

that youth did not have access to their first (completed) WASC-Y during the clinical / 

cultural validation interviews.  The two data sets were developed for the purpose of 

comparing the extent of agreement between these two protocols via the calculation of 

kappa.    

9.8.2.4    Results  

The kappa statistic was calculated for youth under each of the separate subscales of 

depression, suicidal behaviours, alcohol / drug use, impulsivity, anxiety and cultural 

resilience using SPSS Version 11.5.  First, average scores obtained on each of the 

WASC-Y subscales were computed for the wascy and interview data sets.  The data 
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menu was then set to select a random sample of 20% of cases (N=37).  Kappa therefore 

represents the extent of agreement between means scores obtained by a random sample 

of youth on the WASC-Y and clinical / cultural validation interviews.  Kappa for each 

scale ranged from 0.75, good agreements to 0.84, excellent agreements beyond chance.  

This included 0.75 between average scores on the depression subscale; 0.82 for average 

scores on the suicide subscale; 0.84 for average scores on the alcohol / drug subscale; 

0.78 for average scores on the impulsivity subscale, and finally, 0.81 for average scores 

on the cultural resilience subscale.  
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CHAPTER 10. 

DISCUSSION 

 
 

The development of a widely accepted approach to the identification and measurement 

of mental ill health in Aboriginal populations has to date, proved elusive.  Despite this, 

epidemiological research has continued to utilise mainstream tests and assessment 

protocols as methods of determining prevalence of disorder in Aboriginal youth (M. G. 

Sawyer et al., 2000; Zubrick et al., 1995).  Criticism of such an approach has been two-

fold; first, that the tests are culturally inappropriate, and second, the determination of 

diagnosis has occurred without assessing the role of culture in disorder. The 

development of a unique psychological test is not without it detractors, and certainly 

arguments against such a process have relevance.  For example, unique tests, and even 

symptoms, make comparison across cultures difficult, particularly in terms of 

prevalence of disorder, and also raises the issue of racialism and stereotyping (Dyck, 

1996).  It is for this reason that this study has been essentially exploratory in nature.  

The result has been a number of important findings, which can be categorized as 

follows; (1) that there is enormous support within the Aboriginal and non-Aboriginal 

community for a unique test; (2) that there exists sufficient empirical evidence that 

existing tests provide biased assessments of Aboriginal people; (3) that there is evidence 

of a difference in symptom presentation between our pool of Aboriginal people when 

compared against mainstream diagnostic criteria; (4) that there is now evidence for a 

unique set of disorders that are ‘culture-specific’  and which by their nature would 

remain undetected and untreated by mainstream tests and intervention methods, and 

finally, (5) that there exist a number of important intervention processes within 

Aboriginal communities which must be incorporated into standard mental health 

(mainstream) practice.    

 

This chapter will provide a summary of the major outcomes of this research.  This will 

begin with an overview of how the development of a culturally appropriate test and 
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assessment process has been achieved through a methodology which has improved upon 

existing research.  Providing a review of the major outcomes of the study as well as 

identifying some of the limitations in the methodology used will follow this.  Finally, I 

will discuss future directions for the replication and ongoing refinement of aspects of 

this project through peer reviews and empirical studies.  

 

10.1     Improving on current research in the Aboriginal mental health assessment 

field 

 

The most recent attempt to determine solutions to the issue of mental health data 

collection for indigenous Australians has been The National Indigenous Mental Health 

Data Workshop (NIMHDW, 1999).  This workshop brought together Indigenous elders, 

representatives of Indigenous organisations, Indigenous and non-Indigenous mental 

health practitioners, academics, managers and policy makers. The brief of the workshop 

was to discuss: 

 

1) Data elements required to assess the mental health of ATSI people. 

2) Recommendations about how to approach collection of data; and;  

3) Privacy and ethical issues around collection and use of data. (CDFHS, 1997:2). 

 

Recommendations made by the workshop relevant to the measurement of mental health 

in Aboriginal populations were presented in Table 10.1. Whilst the workshop failed to 

reach consensus on an approach to data collection, participants were all of the view that 

current assessment processes were inappropriate for use with indigenous people.  

Despite this, confusion remained regarding the most appropriate method of developing 

mental health data collection tools.  This project has aimed to address this ongoing 

concern by developing a methodology that addresses the problems identified in the 

methodologies of existing research.  The NIMHDW has been used as a framework with 

this in mind. �

�
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�

General issues: 

• Community consultation and agreements between researchers and communities; 

Information systems: 

• Development of a practical and culturally acceptable mental health information 

system; 

Data collection – instruments: 

• Use of appropriate language and languages for survey instruments and reports of 

aggregate information; 

• Data collection instruments that include spiritual values and understanding, and use 

of ‘feeling’  words; 

• Referring to people in diagnostic categories should be avoided; 

Data collection – methods: 

• Culturally-appropriate data collection procedures; 

• Informed consent at the individual and community level; 

• Debriefing should be available for data collectors and respondents; 

Data collection – access, storage, use: 

• Improved access to mental health data through open consultation with providers and 

collectors of data, and common data standards and classifications; 

• Agreements governing data collection that determine how data are used, and require 

justification of new methodologies; 

• Facilities for communities to store and aggregate their own data; 

Training issues: 

• Training for Indigenous data collectors and researchers; 

• Training for Indigenous Health Workers in data collection and analysis; 

 
Figure 10.1.  Adapted from CDHFS 1998:8-13 
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First, I developed a mental health inventory unique to indigenous youth as opposed to 

the adaptation of an existing one.  This addresses concerns that have been expressed by 

indigenous people that adaptation involves the application of a euro centric framework 

to Aboriginal people. It therefore precludes the opportunity for Aboriginal people 

themselves to define what mental health should ‘look like’ .  Despite this, existing 

research (particularly that which has provided prevalence data) has either used 

mainstream measures (despite concerns regarding their cultural validity) or conducted 

some form of adaptation to an existing measure.  This is despite the failure of 

indigenous people and communities to embrace such an approach to measurement of 

mental health (Drew, 2002; National Aboriginal Community Controlled Health 

Organisation, 1993).   

 

The development of a unique inventory for Aboriginal Australians has never occurred 

prior to this study.  The WASC-Y and Clinician Guidelines have therefore been 

developed from a very limited Australian research base.  The use of the focus group 

method of data collection as well as open-ended questioning has ensured that Aboriginal 

people have had the opportunity to operationalise disorders.  This approach has resulted 

in a test with construct and cultural validity, and resulted in sound psychometric data 

that has been established for the WASC-Y.   It has also added some important weight to 

the argument that mental health problems do not necessarily follow the same diagnostic 

and assessment process that exists for non-indigenous people (Davidson, 1995; National 

Aboriginal Community Controlled Health Organisation, 1993).  The fact that this study 

has identified a number of differences in presenting symptoms amongst Aboriginal 

youth adds further support to the need to explore Indigenous conceptualisations of 

disorder that has been advocated within the literature for some time (Allen, 1998; 

Cuellar, 2000; R.H. Dana, 1998; R. H. Dana, 2000; Davidson, 1988, 1995, 1996).  Most 

importantly however, it appears to have also justified an approach which provides 

Aboriginal people with the opportunity to explore the relevance of a unique approach to 

mental health assessment.  

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  266 

  

The second major problem within the past research has been that the methodology used 

to adapt existing measures to increase their reliability and validity for Aboriginal people 

is flawed on a number of levels.  Primarily, this is through the failure to ensure 

appropriate levels of community participation in the process, in a way that is respectful 

of the hierarchy of elders, key community stakeholders, indigenous health/mental health 

professionals and paraprofessionals as well as the target population (in this case, 

Aboriginal youth).  A related concern with adaptation of measures as well as existing 

research includes issues of accountability through both cultural and scientific means.  In 

effect, consultations within community often occur in such a way that the cultural 

implications of research are not effectively translated or understood.  I have utilized a 

model which ensures accountability at all levels of research, and which involves the use 

a specialist mental health consultant who has as their primary role the translation of 

methodology in a form that ‘makes sense’  for Aboriginal people and communities.     

 

The third concern identified in the research is that there still remains considerable 

confusion regarding how best to measure mental health within an Aboriginal context.    

Although there is a consistent view that mental health is holistic and should be 

considered within the context of social and emotional wellbeing, this has resulted in 

confusion. Social and emotional wellbeing is a much broader concept than mental 

health, incorporating constructs such as social cohesion, spirituality, sexual abuse, 

family violence, trauma, culture, racism, removal policies, unemployment and exclusion 

from education. Whilst this study has been able to identify the influence of some of 

these factors, research is still severely lacking.  Of the studies that have occurred, they 

have not been replicated, and measures used to determine these relationships validated 

empirically or culturally. The determination of a cultural resilience factor that acts as a 

moderator to the development of mental health problems in Aboriginal youth also 

provides an opportunity to assess the extent to which social and emotional wellbeing 

problems can be addressed. This study in operationalising these constructs has provided 

a starting point by which the influence of these factors on mental health can be 

measured.  
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Finally, research has also failed to address the issue of how data generated from tests 

should be interpreted.  This is with regard to diagnosis, which can only occur through 

some form of clinical validation of symptom report.  This study has provided a very 

important starting point to this process, through the development of a culturally 

appropriate engagement model as a component to models of cultural validation and the 

resolution of culture-bound disorders. Finally, the development of comprehensive 

Clinician Guidelines has provided a focus on the interpretation of data at a symptom 

level.  Together, these strategies aim to decrease the extent of cultural disparity that 

exists between the NA clinician and Aboriginal youth.   

 

10.2     Major Outcomes of this study – addressing bias in the process of 

psychological assessments of Aboriginal youth 

 
This study has identified a number of factors that together contribute to the bias 

experienced by Aboriginal people in psychological assessments.  Whilst a major focus 

has been the development of an inventory that has construct and cultural validity for 

Aboriginal people, there exist a number of extraneous factors outside of valid tests that 

contribute as equally to bias assessments.  Mostly, the origin of this bias lies in the 

cultural disparity that exists between assessor and assessee. The development of 

strategies, which are able to minimise the extent of these cultural differences, will 

arguably lead to less biased assessment processes.  This study has therefore provided an 

equal focus on the process of assessments including: (a) increasing levels of cultural 

competence amongst NA practitioners; (b) the effective use of cultural consultants in 

assessment of mental health disorders; (c) the use of culturally appropriate counselling 

skills with a particular focus on engagement and therapeutic alliance, and (d) 

understanding the effect of acculturation and acculturative stress on the Aboriginal 

clients worldview and cultural beliefs.   

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  268 

  

10.2.1     Improving the cultural competence of clinicians 

 

This research has provided support to the view that cultural competence is a necessary 

pre-requisite for clinicians who work with minority populations (T. L. Cross et al., 1989; 

R. H. Dana, 2000).  Participants agreed that in order to work in an effective manner with 

mental health in Aboriginal communities, clinicians (whether Aboriginal or NA) must 

be able to demonstrate skills, which define culturally competent practice.  This study has 

provided the first attempt to define specific constructs, which are indicative of cultural 

competence, and these include: 

 

1. At the engagement level is the ability of clinicians to achieve therapeutic 

alliance, through the use of techniques, which match the worldview of 

Aboriginal people.  

2. At the diagnostic level, the ability to incorporate cultural variants that may 

exist with Aboriginal people against mainstream diagnostic categories (such 

as DSM-IV and ICD-10). 

3. At the intervention level, the ability to facilitate resolution of these cultural 

issues.  This includes recognising the role of traditional problem-resolution 

for the treatment of culture bound syndromes and what role there are for 

western style methods of treatment for mental ill health.   

 

This outcome has been achieved by adopting a methodology that has maintained a 

consistent contention that culture must always be considered as the key issue in 

diagnosis.  This is consistent with research findings which indicates that Aboriginal 

people will always attribute a cultural cause to mental health problems, and consider 

cultural solutions to mental health problems prior to any other (Roe, 2000; D. A. Vicary, 

2002; T. Westerman, 2002).  This obviously supports an argument that practitioners 

must demonstrate cultural competence as a minimum standard when working with 

Aboriginal people.  Participants consistently expressed the view that there exist few 

services (and service providers) that are capable of both clinical and cultural 

competence.  This in turn has impacted greatly on the level of access that Aboriginal 
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people have with mainstream services (J. McKendrick et al., 1990; D. A. Vicary, 2002).  

This study has overviewed existing approaches internationally to the issue of cultural 

competence amongst (primarily NA) practitioners, and developed a “ Cultural 

Competence Continuum with Aboriginal Australians” .  This has been achieved through 

using information developed from focus groups in Chapter Seven adapting a similar 

framework to that developed by Cross et al., (1998) who viewed cultural competence as 

measurable along six different competencies.  Focus groups considered such an 

approach relevant to NA people on a number of levels including; (1) that cultural 

awareness if often talked about within the mainstream as if it can be compartmentalised 

and can therefore occur as a ‘one-off’  process.  The notion of cultural competence 

recognises that cultural learning is a lifelong process, and can only be assured through 

this; (2) Cultural competence advocates for a minimum and demonstrated (measurable) 

level of competence to be able to work effectively with Aboriginal people.  Whilst there 

has been a long-term view within the literature regarding the need for NA to 

demonstrate more ‘culturally appropriate practice’  (Collard & Garvey, 1994; Dudgeon 

et al., 1993), there has been little direction regarding how this can be achieved or 

demonstrated.  Cultural competence continuums enable clinicians to be aware of the 

extent to which there practice is culturally appropriate, and this is an achievement of 

importance at the service delivery level.   

 
10.2.2     The Use of Cultural Consultants 

 
This study has investigated the use of cultural consultants with a particular focus on 

two areas.  First, the determination of the relevance of such an approach with 

Aboriginal people, and second, the extent to which such a process is able to address 

issues of bias in assessment of Aboriginal youth.  This research has found that there 

exists considerable support for the use of cultural consultants as a method of reducing 

bias, primarily through increasing the cultural competence of NA practitioners.  This 

is via methods of cultural consultant interpreting sources of cultural bias in 

assessments, but also through increasing the likelihood that culture-bound syndromes 

are identified and addressed.  Cultural consultants also have the potential to fulfil a 
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role in increasing current levels of access as well as length of engagement in mental 

health services by Aboriginal people.   

 

However, this study has identified that there exist four major barriers to the use of 

cultural consultants in practice.  First, the specialist role that cultural consultants 

fulfil is often minimised.  Second, clinicians often find it difficult to ‘give up’  power 

in the therapeutic process, particularly to individuals who have fewer qualifications 

academically.  Third, there is a lack of recognition that there often exist many reasons 

why the most appropriate Aboriginal people are unable to fulfil the role of cultural 

consultant, which results in poor choices being made selection of a consultant. 

Finally, it is often considered ‘impractical’  for clinicians to find and engage an 

appropriate cultural consultant at short notice.  These concerns have been addressed 

in this study with the view of making the use of cultural consultants more widespread 

in clinical practice, but also more effective through specifying how and when cultural 

consultants can be of value in the assessment of Aboriginal youth. 

 

To address the first problem in the use of cultural consultants, a depth of information 

has been provided for practitioners regarding the existence of culture-bound 

syndromes as well as cultural variants to disorder.  This has had the effect of raising 

the awareness within NA practitioners of the extensive role of culture in the mental 

health of Aboriginal people, and importantly, recognising the complexity of 

identifying these disorders, as well as intervening in them.  It is anticipated that this 

will make the need for cultural consultants obvious, but also specific, particularly as 

clinicians become more adept at making the distinction between organic mental 

health complaints and culture-bound disorders.  

 

The second issue regarding the appropriate use of cultural consultants has been 

addressed through the development of a number of models, which place the ‘power’  

of the cultural consultant at the forefront of interventions with Aboriginal youth. 

Models including cultural validation, the traditional hierarchy of problem resolution 

and the resolution of culturally related mental health problem has made the role of 
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cultural consultants clear and intractable.  This will mean recognition that ‘power’  

will often rest with the cultural consultant, and provided an understanding of at what 

point within interventions there is a role for mainstream intervention, and when the 

cultural role is paramount.  Often these two processes will occur in combination, 

however, there are also instances in which the involvement of certain types of 

cultural consultants (most particularly elders and Maban) is the only possible 

approach to intervention.  In such cases, practitioners must be able to operate within 

these parameters, and this involves being able to effectively engage and have access 

to different levels of cultural consultants.  

 

Finally, the potential problems in the selection of cultural consultant have also been 

identified. These include; (1) the issue of confidentiality and payback; (2) cultural 

differences that may exist between the cultural consultant and Aboriginal client; (2) 

power differences between NA therapists and cultural consultants; (3) power 

differentials between levels of cultural consultant; (4) gender differences between 

client and cultural consultant; (5) avoidance relationships that may exist between 

cultural consultants and Aboriginal client; (5) family feuding and infighting between 

the cultural consultants group of origin and the Aboriginal client. The Clinician 

Guidelines that have been developed in Chapter Eight argue that all of these issues 

must be clarified prior to the engagement of a cultural consultant.  They have also 

provided specific information around the resolution of these difficulties.  The general 

point is made that it is most likely that Aboriginal people will not necessarily 

volunteer information of a cultural nature when NA practitioners attempt to engage 

them as cultural consultants.  This is due to issues of ‘shame’  as well as obligations 

that Aboriginal people often feel to assist other Aboriginal people.  The onus is 

therefore on practitioners to articulate the above issues in a way that provides 

‘permission’  for Aboriginal people to be or not be a cultural consultant.  Finally, the 

general point is made that the client must always nominate the cultural consultant – 

making it less likely that selection will be culturally inappropriate.  Finally, the 

community validates the choice of cultural consultant wherever possible.    
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10.2.3     Culturally Appropriate Counselling Skills 

 

The use of intervention and counselling techniques, which focus on recognised cultural 

strengths of Aboriginal people, has long been advocated within the literature (Harris, 

1977; Kearins, 1981).  The Clinician Guidelines have provided some ‘testing out’  of 

particular techniques and strategies with Aboriginal youth.  However, this focus has 

necessarily been on the effective engagement of youth in the assessment process through 

ensuring therapeutic alliance.  This has included strategies, which ensure a level of 

engagement in the worldview of Aboriginal youth.  For instance, introducing oneself in 

‘Aboriginal way’  through connecting with genealogy and defining mental health as a 

sense of ‘unwellness’  rather than in disease terms.  This step-by-step process is included 

in the “ Clinician Guidelines”  and provides a fairly methodical approach to the issue of 

engagement.  Whilst this can be perceived as being prescriptive, clinicians are obviously 

encouraged to ‘test out’  this process and develop their own personal style to this process 

as confidence increases.  The most salient point is that these processes have 

demonstrated their effectiveness consistently with our sample of youth. In improving the 

ability of practitioners to engage Aboriginal youth in counselling, this should also 

increase the current levels of access to services and service providers. 

 

10.2.4     Acculturation  

 
The heterogeneity of the Aboriginal culture has long been recognised (Dudgeon et al., 

1993; Slattery, 1994).  Through this recognition, there concern expressed regarding how 

to identify the relevance of culture for Aboriginal clients when they present to mental 

health services.  For instance, how relevant is culture in the manifestation of mental 

health problems?  This cannot always be assumed on the basis of Aboriginality.  The 

development of an acculturation schedule in Chapter Eight has provided an important 

starting point for clinicians to be able to determine the extent of cultural influence that is 

impacting on an individual level. As Cawte (1985) has expressed, this involves an 

ability to penetrate beneath the ‘mob’  and understand the individual.  Given the differing 

cultural backgrounds and experiences that Aboriginal people will bring into a 
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therapeutic relationship, there is a danger inherent in assuming the role of culture in 

mental health, without first determining the belief system that is relevance of these 

factors for all Aboriginal people.  The schedule is a practical and specific recognition of 

these processes, but also enables some quantification of the extent to which 

acculturation is paramount at an individual level.  This issue has obtained a strong 

empirical foundation internationally, and has demonstrated a similar utility, at a clinical 

level with Aboriginal youth.  This approach is even more important given that the 

components of acculturation have been determined as important by the Aboriginal 

community.  

 
10.3     Improving the knowledge base of Aboriginal mental health 

 
10.3.1     Developing information regarding culture specific mental health 

problems – culture-bound syndromes 

 

This study has been able to identify a range of disorders, which exist uniquely within the 

Aboriginal community.  These have been termed ‘culture-bound disorders’  in both the 

DSM-IV and other diagnostic systems such as ICD-10 (Cuellar & Paniagua, 2000 for a 

review).  Whilst there exists a fairly extensive volume of research on culture-bound 

syndromes within indigenous cultures outside Australia, this research represents the first 

attempt to validate the existence of these disorders for Aboriginal people.  These 

disorders are provided in Chapter Eight.  The interesting aspect of this is that all 

disorders were recognisable in the North West as well as Perth metropolitan regions.  

This may be indicative of some similarities across tribal groups, but is more likely the 

result of the increasing number of Aboriginal people living semi-traditional lives, 

moving from one cultural group to the next.  

 

In addition, there have also been a number of cultural processes identified which act as 

triggers to the development of mental health disorders, most notably payback and 

avoidance relationships.  This outcome has led to the argument that the role of cultural 

must always be determined when conducting assessments of Aboriginal clients.  This 
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approach to assessment has been incorporated within both the clinician guidelines and 

cultural validation models. 

 

10.3.2     Cultural Validation 

 

This study has addressed perhaps one of the most complex issues in the diagnosis of 

Aboriginal people who are experiencing mental ill health.  That is, how to ascertain 

whether syndromes, which appear to be organic mental health complaints, are best 

explained by culture.  This includes whether these complaints are triggered by cultural 

factors (e.g. payback, being ‘sung’ ) and also maintained by the failure to resolve these 

cultural factors.  However, it also addresses concerns regarding the potential for invalid 

diagnosis of mental health complaints.  This includes misdiagnosis, over diagnosis, 

wrong diagnosis and under diagnosis. Cultural validation is about ensuring the accuracy 

of diagnosis.  It occurs to validate the role of culture as it does to invalidate its role.  

This taps into the problem inherent in the recognition of culture-bound disorders – that it 

becomes possible for legitimate mental health complaints to be wrongly attributed to 

culture.  Cultural validation thus ensures that this is less likely to occur. 

 

Cultural validation argues for the use of culturally relevant information in determining 

the extent to which mainstream mental health assessments equate with culturally 

determined views of that same individual.  It is a particularly useful approach with 

testees who score low on acculturation scales, or if the person’ s assessment is 

inconsistent with how they are viewed within their cultural context. Importantly, the 

model of cultural validation that has been developed has been validated through 

competing Aboriginal groups (crudely defined as Urban versus Rural). The model has 

been developed in such a way to ensure sufficient flexibility for different Aboriginal 

groups to be able to incorporate specific cultural differences within the intervention 

process. 
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10.3.3     The resolution of culture-bound disorders 

 

The major problem inherent in identifying culture-bound disorders is that this will aid to 

the perceptions within the mental health field that little can be done to resolve such 

issues. Whilst there are cultural processes that must occur with the limited involvement 

of the mental health practitioner (both NA and Aboriginal), the model that has been 

developed has a requirement that both the organic and culture-related aspects are 

monitored concurrently.  The model provides a clear distinction of these two different 

but necessary roles.  It also makes it clear that culture bound syndromes can only be 

resolved effectively through the ability of practitioners to work within the cultural 

frameworks that are responsible for triggering and/or maintaining such problems.  In 

addition, there is an obvious onus on practitioners to also provide Aboriginal clients 

with the opportunity to resolve mental health problems through mainstream or cultural 

methods.   

 
10.4     Mental Health Problems in the Aboriginal youth sample 

 
As discussed in the literature review of this study, research regarding the nature and 

extent of mental health problems in Aboriginal populations has been universally 

criticised for its sparsity and lack of cultural validity.  Epidemiological data generated 

from measures which have yet to be determined as reliable or valid has led to questions 

regarding the true nature and extent of mental health problems in Aboriginal populations 

(see Swan & Raphael, 1995 for a review).  In addition, clinical interviews, which fail to 

incorporate questions around cultural variants to symptoms, have understandably 

resulted in a view that diagnosis of Aboriginal people is also arguably flawed 

(Davidson, 1996).  The process of validating the WASC-Y has obviously led to 

prevalence data being generated for our sample of Aboriginal youth.  This information 

can now be compared with previous research with indigenous youth as well as non-

indigenous youth.  Some explanations for any similarities or differences between these 

samples will also be explored. 
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10.4.1     Prevalence of disorder amongst Aboriginal youth 

 

As discussed in Chapter Two, there has been limited research into the prevalence of 

mental ill health in Aboriginal people, with youth being a particularly neglected group.  

Of the data that has been gathered, it is characterised by its disparity, with rates ranging 

from 1.8% (I. H. Jones & Horne, 1972) to as high as 51.2% of a sample (Kyaw, 1993).  

However, in a similar fashion to other epidemiological studies, risk has been determined 

solely through statistical methods – most often based on the extent of deviation from the 

mean as calculated by z-scores.  Unlike this study, the absence or presence of mental 

illness has occurred without clinical or cultural validation of symptoms.  In addition, this 

study has also chosen to refer to Aboriginal youth as having symptoms consistent with 

risk for disorder, rather than presuming diagnoses of illness. 

 

As such, this study has found that 19.2% of youth were rated as having high to very high 

risk for symptoms consistent with anxiety; 30.6% for depression; 32.2% for suicidal 

behaviours; 22.3% for alcohol and drug usage problems, and 33% for behaviours, which 

were impulsive in nature.  Levels of cultural resilience, or protective factors were also 

characteristically low with only 23% of the sample having high to very high levels.   

 

10.4.1.1     Comparison with non-Aboriginal youth 

 

As discussed in Chapter Two, the most recent epidemiological data generated for non-

Aboriginal youth (using the CBCL) indicates that around 19% of youth aged 13-17 

experience significant problems related to mental health when using self-report (Sawyer 

et al., 2000).  Rates of risk for depression and anxiety (together) have been reported at 

4% respectively.  Finally, rates of suicidal ideation for NA adolescents have ranged 

from 12.0% (Sawyer et al., 2000) to 27% using self-report methods (Zubrick et al., 

1995).  The rates in the current study indicate prevalence of 41% for thoughts of suicide, 

indicating that Aboriginal youth contemplate suicide at almost double the rate of non-

Aboriginal youth.  In terms of suicide attempts, the differences are similarly large.  

Research with NA adolescents has reported rates of 4.2%, including 2.7% of males and 
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5.7% of females (Sawyer et al., 2000).  The current study determined that 28.4% of all 

youth in the sample reported a previous suicide attempt, with most of these occurring in 

the past year. 

 

10.4.1.2     Differences between Urban and Rural sample 

 

One of the interesting outcomes of this study has been the small number of significant 

differences between the Urban and Rural samples in relation to prevalence of disorder.  

Differences found between our Urban and Rural sample of youth has an obvious 

importance in increasing the level of understanding that currently exists within the field, 

of the impact of increasing urbanisation on the mental health of Aboriginal youth.  

Results indicate that urbanisation was related to an increased strength in the relationship 

between impulsivity and suicide risk; suicide and anxiety; depression and suicide and 

depression and anxiety. Interestingly cultural resiliency had moderately stronger 

negative relationships with suicide, depression and anxiety compared to the Rural 

sample.  This may be indicative of the relative lack of access to cultural information and 

experience that Urban youth reported compared to their Rural counterparts.   

 

10.4.1.3     Gender differences 

 

In a similar fashion to the lack of statistically significant differences between our Urban 

and Rural samples, differences between genders were also lacking.  It is of note that this 

pattern has not been reflected in the mainstream research with females consistently 

reporting higher rates of depression (Nolen-Hoeksema & Girgus, 1994; Weissman & 

Klerman, 1977), and experience clinically significant levels of anxiety than males 

(Spence, 1998). 
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10.4.1.4     Comorbidity and predictor variables 

  

Mainstream research indicates that there are a number of disorders that are consistently 

comorbid, or co-occurring.  Depression and anxiety have a reported comorbidity of 

around 30% for non-indigenous people (Bird, 1996).  Levels of comorbidity were also 

high within the sample, with 39.6% of Aboriginal youth reporting high risk for 

depression also reporting high risk for suicide.  Comorbidity between anxiety and 

depression was also high at 54.5%, indicating that the co-occurrence of these disorders 

may be at least double that of NA youth. However, of particular note was the fact that 

one-third of the current sample of Aboriginal youth reported high risk on more than 

three of the WASC-Y subscales.  Whilst the small sample size involved in this study 

prevents an analysis of which particular disorders consistently co-occur, the extent of 

concurrence of disorder has many implications for diagnosis, prognosis and particularly 

intervention with Aboriginal youth.  It indicates a strong likelihood that Aboriginal 

youth will present to mental health services with multiple disorders and that mental 

health services need to incorporate this possibility into assessment and intervention.    

 
10.5     The phenomenology of mental ill health 

 
The methodology used in this study has provided an opportunity to explore whether 

there exists a different phenomenology of depression, anxiety and suicide between the 

indigenous and non-indigenous culture, but also within the Aboriginal culture.  This has 

occurred through examination of symptom based differences in how these disorders are 

conceptualised.  This approach has been taken for three reasons.  First, there exists a 

strong empirical basis regarding symptom-based differences between mainstream views 

of disorder and indigenous views of that same disorder (see Luk et al., for a review).  

Second, symptom based differences may provide some explanation for the fact that 

indigenous people are less likely than non-indigenous people to be identified as having 

mental health problems (Hunter, 1988).  Finally, the existing research supports the view 

that Aboriginal people conceptualise mental health in a different way than NA people.  

This is both in terms of mental health being a holistic manifestation of cultural, spiritual, 
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mental and physical dimensions of well-being, which also means that mental health is 

not viewed within the parameters of ‘disease’ , but rather a sense of well-being. 

 

10.5.1     Comparisons with NA views of mental ill health 

 

From a purely symptom based perspective the depression subscale had a notable 

absence of appetite loss or gain when compared with mainstream diagnostic criteria, 

contained in both the DSM-IV and ICD-10.  This difference was explained by culture: 

this being that Aboriginal people are from hunter-gatherer backgrounds – making the 

absence or presence of food unpredictable at best. The loss or gain of appetite therefore 

had culture relevance.  This view was also validated clinically, with a very small number 

of the sample indicating a loss or gain of appetite concomitant with the onset of 

depression symptoms.   

 

A further finding of interest was that there was a consistent tendency for Aboriginal 

youth to begin to ‘act out’  by creating verbal or physical arguments with loved ones for 

no reason.  This behaviour appears to have one primary objective: to isolate oneself 

from family and community.  Whilst isolation of self is a consistent part of depression 

within mainstream cultures, the pattern is noticeably different with a tendency to ‘act in’  

through bouts of internal guilt, remorse, and self-blame being the primary vehicle by 

which to achieve isolation from others.  It is of interest that of those youth who were 

becoming depressed, the primary behavioural change that was noted when conducting 

cultural validation was that these youth began ‘picking fights for no reason’ .  This 

needed to obviously be a change in behaviour from the normal pattern of responding to 

problems or life stressors.  The implications of this are enormous.  First, that the ‘acting 

out’  behaviours so often seen in Aboriginal youth as conduct disorder, or even attention 

deficit hyperactivity disorder, may very well be masking depression.  Whilst these 

behaviours have been demonstrated as being consistently co-morbid within the 

mainstream population, this study is not suggesting this pattern.  Rather, it is arguing 

that the ‘acting out’  is a predominant symptom of depression.   
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Adding some weight to this argument is the demonstrated importance of impulsivity in 

explaining risk for suicidal behaviours. The current research has demonstrated that 

impulsivity is strongly associated with suicide risk, and that this risk increases in 

relation to geographical (increasingly urbanised) environments. This is important when 

considering that in non-Aboriginal population’ s suicide risk is best explained by 

depression.  For Aboriginal people, the situation is confused further by the fact that 

depression as viewed within our sample looks like impulsivity. The important 

distinction however has been made through the clinical and cultural validation data.  

That is, there is a pattern, which clearly identifies Aboriginal youth that are most at risk 

of suicidal behaviours, and this manifests as agitation.  This agitation is most likely to be 

evident in times of high stress, and this has been consistently cited as incidents of family 

violence, relationship breakdowns and disputes.  The agitation is representative of an 

inability to cope emotionally with disputes, but is also indicative of a lack of access to 

more appropriate methods of coping.  The agitation response is a prelude to impulsive 

behaviours, suicide attempts, threats and completions.      

 

Other symptoms that were consistent within the Aboriginal sample were the effects of 

contagion, which has already been determined as a high-risk event by other research 

(Hillman et al., 2000; Hunter, 1988a).  It is of note that a very high percentage of the 

sample that was considered at risk for suicidal behaviours had knowledge of someone 

who had also suicided.   

 

10.5.1.1     Across Aboriginal Cultures 

 

The study was conducted as a comparative analysis in recognition of the widely reported 

heterogeneity of Aboriginal populations.  These differences were not born out in the 

reported symptoms of each of the disorders under examination.  It is also interesting that 

for those symptoms that did differ from mainstream (i.e. fluctuations in appetite not 

considered as a component of depression) they were viewed consistently between the 

Urban and Rural samples.  This suggests that whilst there exists cultural differences 

between language and tribal groups, there is at least a consistent set of symptoms that 
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exist for Aboriginal youth in the North West and Perth regions.  The focus was now be 

on determining whether this is the case for all Aboriginal people, a point that is 

addressed in this chapter. 

 

10.5.2     Summary of Sample Differences:  making the distinction between 

symptom as opposed to conceptual differences in mental health 

 

Overall, there were a number of similarities found between Aboriginal and non-

Aboriginal people when viewing depression, suicide and anxiety in symptom terms.  

There were a number of notable exceptions, which were mostly related to depression 

and suicidal behaviours.  However, when considering differences in terms of the 

conceptualisation of mental health problems, Aboriginal youth still continued to derive 

cultural explanations for mental health problems prior to any other interpretation, 

particularly in terms of causality.  This reality fits with findings of this study that there 

exist a number of culture-bound syndromes within the Aboriginal community, and that 

cultural reasons are the most likely attribution to mental health problems prior to organic 

explanations.  These different causes exist as cultural variants to disorder and have been 

specified in the Clinician Guidelines component to the WASC-Y. 

 

10.6     Limitations of the current study 

 

The current study is limited by a number of methodological factors, which will now be 

discussed.  Firstly, this study represents the first attempt at developing a unique measure 

and clinical guidelines to increase the validity of assessments with Aboriginal youth.  It 

is therefore limited in relation to its applicability to Aboriginal cultures outside of the 

North West and Perth metropolitan regions.  The outcomes of this research can only be 

discussed in relation to the relevance for the existing sample, and not for other 

indigenous groups, both within Western Australia, and beyond.  Secondly, the youth 

sampled in this study may arguably represent a ‘higher functioning’  cohort of 

Aboriginal youth, due to the fact that they were mostly screened at school.  Although a 

fairly high number of the sample were irregular attendees, the fact that many of them 
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were engaged in school, provides a potentially bias sample.  This is concerning if 

anything, given the high rates of risk reported in this group.  The implication being that 

youth who are not engaged in school may in fact report higher rates than those 

determined in this study. 

 
A further limitation includes the fact that I am of Aboriginal descent, am female, and 

local to the North West of Western Australia.  All of these factors may have impacted 

on the findings in a number of important ways.  First, the researchers Aboriginality will 

have impacted positively on her ability to engage with the youth sample, thereby 

potentially influencing the extent of engagement by Aboriginal youth in the clinical / 

cultural validation interview process described in Chapter Nine as well as the efficacy of 

the clinician’ s guidelines.  Second, the fact that I am also local to the North West may 

have also influenced the sample in a positive way.  This is with regard to the higher 

numbers of people who were willing to be a part of the study in the North West in 

comparison to the Perth metropolitan region.  The influence of my cultural links in the 

North West having a minimal, but potential effect on the characteristics of the sample. 

 
Finally, the fact that I am female may have impacted on the number of girls who were 

willing to self-report mental health problems than boys.  This gender issue has already 

been discussed, and may have impacted on the prevalence of male self-report of risk.  In 

addition, the clinical utility of the WASC-Y may have also been compromised by the 

gender differences that existed between the researcher and the Aboriginal men 

interviewed. Although this was addressed through the engagement of a cultural 

consultant, the extent to which the gender differences provided false negative or positive 

reports is unclear.   

 
In terms of other methodological limitations of the current study, there are 

several that require acknowledgement. The testing of the WASC-Y self-

report against the clinical presentation of youth to determine the utility of 

the scale is compromised by an interviewer effect.  Demonstrating the 

validity of the WASC-Y should occur through a process of peer review and 
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other validity studies.  The use of the kappa statistic was considered most 

appropriate for the purpose of this study for two reasons.  First, the WASC-

Y is part of a PhD thesis the primary focus of which is to demonstrate an 

adequate grasp of research methodology, as opposed to an equivocal 

validation of a new scale.  Second, the use of inter-rater reliability as a 

method of validating the clinical use of the WASC-Y would have been 

compromised by practitioner bias which has been referred to extensively 

throughout this study.  The evidence regarding practitioner bias with 

Aboriginal populations demonstrates that mental health presentation is 

directly affected by the extent of cultural difference that exists between 

tester and testee (Kearins, 1990; Davidson, 1995, 1996).  Given that one of 

the main objectives of this thesis has been to identify the particular 

components of practitioner bias, attempting to account for these factors 

during the testing of the WASC-Y would have been difficult.  The 

information that has been generated within this thesis regarding the origin 

of practitioner bias needs to undergo additional validation in conjunction 

with an inter-rater reliability study of the WASC-Y.   

 

A second point related to the previous point is that determination of the 

clinical utility of the scale needs to be demonstrated across a range of 

different practitioners.  The identification of the sources of practitioner bias 

and most particularly the methods by which these issues are able to be 

addressed or at least minimized should facilitate this process.  Testing must 

be done with Aboriginal and non-Aboriginal practitioners, given that the 

focus of the development of the WASC-Y and clinician guidelines has been to 

identify and address cultural factors that impact on engagement and 

assessment of Aboriginal youth. This can only truly be demonstrated once 

NA practitioners in particular are able to determine the effectiveness of the 

scale and clinician guidelines.   Similarly the guidelines must be determined 

by Aboriginal health and mental health practitioners as effective.   
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The study is also limited by the fact that information generated from a 

youth self-report questionnaire cannot be considered as diagnostic of 

disorder.  Data generated is based purely on self-report of symptoms and as 

such have been treated within this study as indicative of risk for disorders.  

The distinction is a necessary one to make given that there is strong 

evidence that self-report of symptoms do not always match the clinical 

presentation of clients – these two components (self-report and clinical 

assessment) being two necessary aspects to diagnosis.  In respect of these 

concerns though, youth considered ‘at risk’ for disorder have all undergone 

extensive cultural validation interviews, with the degree of match between 

symptoms and clinical presentation determined as being a kappa of 0.84.  

However, I have also used a process of determining the clinical utility of the 

WASC-Y through determining the degree of match between symptoms and 

clinical presentation without any external ratings or support to this 

assessment.  The difficulties associated with the use of an inter-rater 

reliability have already been addressed within this section of the thesis. 

 
10.7     Future Directions 

 
While this study has provided a number of important answers to questions, which have 

continued to plague the field of Aboriginal mental health, there are still many questions 

that remain unanswered. The future directions should therefore aim to improve on the 

knowledge base that we have in such a way that ensures the ongoing validation and 

refinement of outcomes from the current research.  In terms of this study, this involves 

one consistent approach, that is, the validation of the research findings to ensure their 

relevance for all Aboriginal people.   

 
10.7.1     Determining the relevance of this research for all Aboriginal people 

 

Despite the important findings of this research, the extent to which these outcomes are 

relevant for all Aboriginal people cannot be determined until these findings have 

undergone replication and peer review. Despite this, it is argued that the preliminary 

research looks promising for two reasons.  First, the study has taken a deliberately 

comparative approach in its methodology, comparing Urban and Rural populations in 
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the development of the WASC-Y and clinician guidelines.  As outlined in the results, 

focus groups were conducted equally within both populations and continued until 

saturation occurred.  This process was adopted with the specific intention of increasing 

the external validity of results generated.  Second, the views expressed within the Urban 

and Rural populations were surprisingly consistent.  This was with regard to (1) the 

symptoms indicative of the disorders under examination; (2) the existence and nature of 

culture-bound disorders; (3) the relevance of cultural competence, acculturation and 

acculturative stress as factors that impact on mental health presentation, and finally (5) 

the processes of cultural validation, the traditional hierarchy of intervention in mental 

health problems, and finally, the model for resolution of culturally related mental health 

complaints.  However, validation of these research outcomes is still necessary.  The 

focus of this validation will now be discussed.   

 

10.7.2     Validation of the WASC-Y 

 

The validation of a culturally appropriate measure of mental health is firmly on the 

agenda with the National Advisory Group on Aboriginal and Torres Strait Islander 

Health Information and Data (NGATSIHID) now considering how to measure mental 

health in Indigenous populations in the 2004 National Health Survey, including the 

option of developing a unique instrument.  In addition, the Aboriginal and Torres Strait 

Islander Emotional and Social Well Being Action Plan (Mental Health) are currently 

undergoing evaluation, with the exploration of data collection and information system 

currently being considered.   

 

Although these issues are of obvious importance, the concern is that there has been 

limited outcome on data collection methods despite a number of attempts and resources 

that have been allocated to this issue.  The reality is that the development of 

psychometric tools is a complex process, and as such, it is argued that the work 

currently undertaken on this study should provide an important foundation on which to 

build.  This needs to occur relative to particular aspects of the WASC-Y, which have 

been identified as of particular importance to understanding the nature of the mental 
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health of Aboriginal youth.  These issues should include the following: 

 

1. Validation of the symptoms identified within each of the subscales of the 

WASC-Y for other recognised tribal groups throughout the state.  This 

information can then be used to validate a list of indigenous specific 

symptomatology, as well as validate the WASC-Y for use with all Aboriginal 

youth. 

2. Particular symptoms that should be prioritised for exploration include the view 

of depression as an ‘acting out’  rather than ‘acting in’  phenomena.  The extent to 

which this is the case for all Aboriginal youth must be explored, particularly in 

relation to implications this has on diagnosis of other mental health issues (i.e. 

ADHD, conduct disorder). 

3. Explore the prevalence of bipolar disorder in Aboriginal youth.  The hypomania 

characteristic of bipolar disorder may in fact provide some of the explanation for 

the rates of impulsivity, agitation and acting out symptoms found in this youth 

sample. 

4. Psychometric analysis of the WASC-Y also found that there were two items, 

which warranted removal.   These include item 11 on the depression subscale (“ I 

pick fights with people for no reason” ) and item 18 on the suicide subscale (“ I 

have felt so sad I have thought about ending my life” ).   However, these items 

have been retained as a result of their clinical importance.   Item 11 for instance 

reflects a particular difference in symptom presentation of Aboriginal youth who 

may be experiencing a depression.  This item should be piloted and possibly 

reworded to a form that is indicative of a behavioural change that is less 

aggressive in its connotations (for instance arguing rather than fighting).  In a 

similar fashion the importance of item 18 in relation to the contagion effects of 

suicide that exist in Aboriginal communities, warrant that this item is reworded 

rather than removed.  This should be done in a way that reflects actual 

knowledge of a suicide death or behaviour (such as an attempt or ideation), both 

of which have a demonstrated contagion effect through modelling or imitation of 

this behaviour by others.  Secondly, the extent of impairment that has been 
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experienced by those who have knowledge or experience of suicidal behaviours 

must also be ascertained.  This will most likely result in the development of 

additional items to reflect the importance of this particular dimension.   

5. The impulsivity subscale has probably been one of the most surprising outcomes 

of this study.  The strength of relationship between impulsivity and risk for 

suicide appears to define Aboriginal people when compared to their non-

indigenous counterparts. This subscale requires further exploration, and 

possibility expansion in a way that is reflective of its importance, but also its 

existence (in a behavioural sense) in different environments and situations.  For 

example, there is a demonstrated link between impulsivity and accidents in non-

Aboriginal people in the United States.  Given that Hunter (1989) has also found 

that death by external causes has doubled in Aboriginal people in the past twenty 

years, impulsivity may provide some of the explanation for this rise.   

6. Finally, the cultural resilience subscale has been vital to understanding what 

stops Aboriginal youth who are clearly at risk for depression, anxiety and 

suicidal behaviours, from becoming entrenched in these behaviours.  Exploration 

of protective factors in a psychometric capacity has not occurred in research to 

this point.  Nor has it occurred relative to its effect on at risk behaviours of 

Aboriginal youth. Although the subscale has provided some important 

information regarding resilience to mental health problems, it did not perform as 

well as the other scales psychometrically.  Validation studies are required in 

order to ascertain the importance (or not) of items within this subscale.  It should 

also be noted that the psychometric approach might not be the most appropriate 

approach to this issue.  For example, the use of cultural resilience factors to 

inform the development of early intervention programs is of greater value to the 

Aboriginal community.  

 

The further refinement and validation of the WASC-Y needs to occur in such a way that 

it can be used as a screening tool for all Aboriginal youth.  This can only occur through 

validation studies, and ultimately the development of population-specific norms, for the 

WASC-Y.  Measures that have been developed specifically for indigenous populations 
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in the past have had limited use within the field due to one primary issue: the lack of 

normative data obtained for these scales.  This is the result of the strong resistance 

within the field for the development of culture-specific norms.  Mostly, this is due to the 

fact that normative sampling is expensive and time consuming.  Unfortunately, there is 

also the argument that despite this effort, norms have a relatively short life span (Kline, 

1999).  These problems are eased slightly by the fact there is only a requirement for 

targeted norms for specific populations, including Aboriginal youth.   

 

10.7.3     Validation of Culture-Bound Syndromes and Clinician Guidelines 

 

The research in the field of culture-bound syndromes is as characterized by its 

controversy as it is by its sparsity.   This study in fact represents the first empirical 

research into culture-bound disorders within Aboriginal populations.  Certainly, the tacit 

recognition by the DSM-IV (1994) of the existence of syndromes, which are culture-

bound, was considered to be ‘progress’ .  This is despite the fact that indigenous 

communities have always recognised the existence of culture bound disorders 

(community elder, personal communication, 2000). The DSM-IV deserves some 

criticism to be directed at it on two fronts.  First, the choice to ‘appendix’  these 

guidelines advocates for the view that culture can be ‘compartmentalised’  as isolated 

and separate disorders, rather than the reality that they exert influence on all disorders, 

that can often present as legitimate mental health problems.  It is argued that these 

disorders should be ‘mainstreamed’  by incorporating them into each of the relevant 

diagnostic criteria within the manual (and effectively clinical practice).  

 

Second, the DSM-IV is universally recognised as representing the most accepted 

assessment regarding mental health across cultures.  This ‘recognition’  therefore leaves 

the door open for researchers to question the validity of these constructs for indigenous 

populations.  The sad reality is, that although there is abundant evidence at a cultural 

and anecdotal level, the empirical evidence is lacking, and it is with this regard that the 

field is able to argue that there exists an ‘absence of evidence’  regarding the existence of 

culture-bound disorders (Allen, 1998). 
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10.7.4     Cultural Validation 

 

The model of cultural validation that has been developed as a part of this study requires 

exploration within other Aboriginal cultures in order to determine its utility as an 

approach to addressing interpretation bias in assessing all Aboriginal people.  The 

potential importance of cultural validation cannot be understated. Such processes should 

ideally be incorporated into all assessments of indigenous clients. From a mental health 

outcome perspective, indigenous clients will most certainly not experience any changes 

in symptoms if cultural problems continue to be undetected and unattended to in clinical 

practice.  There is certainly a large volume of empirical evidence regarding the existence 

of culture-bound syndromes; therefore, the need for service providers to be able to 

incorporate these factors within clinical assessment is vital to achieving good mental 

health outcomes for indigenous clients.    

 

10.7.5     Culturally appropriate counselling skills 

 

This study has provided some important strategies, which have focused largely on the 

engagement of indigenous youth in the therapeutic process.  The focus on engagement 

has been necessary due to the evidence that indicates that Aboriginal youth are less 

likely than non-indigenous youth to engage in therapy, and that the average length of 

this engagement is considerably less than for NA people (Vicary & Andrews, 2000).  

These strategies have been included in the clinician’ s guidelines and have demonstrated 

their clinical utility with our sample group. Whilst the effectiveness of these strategies is 

an important outcome, they still require further validation for different Aboriginal 

groups, and most particularly validation by non-indigenous practitioners.  This is 

particularly the case given that I am of Aboriginal descent.  The implication being that 

the application of these techniques will have been influenced by a matching belief 

system between assessor and assessee.  Ultimately, once validation has been achieved, 

these techniques can be used to train all practitioners in the effective engagement of 

Aboriginal youth, thereby increasing access to mental health services.  
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10.7.6     Resolution of culturally related mental health problems 

 

The ability of practitioners, both indigenous and non-indigenous to identify and resolve 

culturally related mental health problems continue to exist as an issue of extreme 

complexity.  It has been compromised by the lack of empirical information regarding the 

existence of culture-bound disorders, but also information regarding resolution 

processes that are possible.  The model that has been developed in this study has 

deliberately incorporated westernised methods of therapy with cultural processes of 

resolution.  The clear objective has been to identify where and when the role of 

westernised therapists is useful, and also, at what point culture becomes paramount.  

This approach obviously requires further validation for other indigenous groups both in 

terms of process and cultural content.  The model has been developed in such a way that 

particular cultural norms that exist for different tribal groups can be incorporated if 

required.  Given that there is now enormous evidence of culture-bound disorders as well 

as clear cultural processes by which these syndromes can be resolved, current services 

are arguably missing a substantial aspect of why indigenous people become mentally 

unwell, and continue to remain unwell.  It is for this reason that such models need to 

become part of the core business of all services that currently work with Aboriginal 

people. 

 

10.7.7      Hierarchy of traditional interventions 

 

The traditional hierarchy of treatment and treatment interventions has been based on 

work that has recently been conducted by (D. A. Vicary, 2002), and further validated 

within this study.   This validation therefore now represents a consistent view within the 

Kimberley, North West and Perth metropolitan regions of Western Australia.  The 

remaining regions of Western Australia now need to validate the existence of these 

processes.  In terms of future directions, it is vital that mental health services have an 

awareness of the hierarchical processes that Aboriginal people will explore prior to 

having access with a mental health service. This will ensure that correct cultural 
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processes are followed. It also makes the need for mental health services to operate on 

an outreach capacity even greater, for two reasons.  First, it provides education to the 

community regarding the possibility that mental health problems may also have an 

organic basis (given that traditional solutions are always sought first, this means that 

those with ‘legitimate’  mental health problems will not have access to mainstream 

services for some time). Second, it fits within the notion of referrals not occurring 

directly within a traditional model (i.e. referrals to Maban being indirect).  The 

traditional hierarchy is an important cultural process that must be supported.  However, 

there is a concern that this approach is only effective if the mental health problem has 

cultural origins.  The concern being that if all mental health problems are viewed as 

culturally related by communities, those problems that have an organic basis to them can 

conceivably continue to be untreated if it is not.  The need is for Aboriginal people to 

have access to both traditional and westernised methods of treatment as discussed in this 

research. 

 

10.7.8     Acculturation and Acculturative Stress  

 

The impact of acculturation on the psychological assessment of Aboriginal people has 

been demonstrated in this study.  This construct should now be explored for their 

relevance to mental health within Aboriginal populations throughout Australia.  Most 

importantly, through, is the relevance that these issues appear to have in addressing bias 

in the psychological assessment of Aboriginal people at a general level.  Taking a lead 

from the indigenous international literature, a remedy that is currently gaining support is 

the development of acculturative status norms using statistical correction.  The 

development of acculturation status norms has been proposed by a number of 

international researchers as a means of providing quantification of the extent of 

acculturation experienced by minority populations.   The examination of test bias using 

a statistical analysis methodology such as the Index for Correction for culture (ICC) has 

recently been proposed (Ceullar, 1999).  ICC uses acculturation data to estimate the 

extent of bias an assessee experiences from the standardization sample.  Such techniques 

fit within scientific mindedness described by (D. W. Sue et al., 1987) as a primary 
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aspect of cultural competence, but can also potentially become the basis for teaching 

multicultural assessment and statistical techniques (Lopez et al., 1991). As such 

processes have established themselves within the indigenous cross-cultural research, the 

investigation of similar processes for indigenous Australians warrants further 

exploration.  However, this also requires extensive study and research validation, 

making it an extremely ambitious task.  It is therefore argued that the utility of the 

acculturation interview schedule as a method of understanding the extent of worldview 

of individual youth should be the focus of further validation. 

 

10.7.9     Cultural Competence Continuums 

 

The Cultural Competence Continuum developed within this study provides an 

opportunity for the field to be able to quantify culturally appropriate services provided 

by practitioners.  It addresses an ongoing concern within the field regarding the failure 

of research to truly operationalise what incorporates ‘culturally appropriate’  practice.  

By providing such a tool, not only are the components of cultural competence able to be 

specified and measured, but also more importantly, there is an onus on practitioners to 

be able to demonstrate minimums standards of cultural competence.  It is argued that 

such continuums should be utilised within existing mental health services to determine 

the cultural skills levels of staff, particularly those who work with Aboriginal people and 

communities.  These processes can occur as self-awareness strategies, and provide 

baselines for services to monitor the cultural skills of their staff.  Such an initiative will 

ensure that services are able to clearly demonstrate competence, rather than assuming 

this.  

 

10.7.10     The Phenomenology of Mental Ill Health 

 

There have been a number of important outcomes, which support the contention that 

depression and suicide in particular may have a different phenomenology to that 

experienced by non-indigenous people.  Obviously this requires replication within other 

indigenous groups.  However, it is important that information of this type is 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  293 

  

implemented within current practice to ensure that where there exists a difference in 

symptom presentation or causality, this can be identified and addressed by services.  It 

has also set a precedent for the notion that differences may exist in the phenomenology 

of all mental disorders with Aboriginal people.      

 

10.8     What is Currently Happening? 

 

This study would not be complete without some discussion of what is already happening 

with regard to advancing some of the future directions proposed in this research.  There 

are four major projects, which are currently occurring regarding determining the validity 

of the WASC-Y.  First, the WASC-Y and Clinician Guidelines are currently being used 

within the Education Department of Western Australia to screen all Aboriginal youth at 

regular intervals.  Normative data for the WASC-Y should therefore be achieved by the 

end of the current year (2003).  This will enable further exploration of the psychometric 

properties of the WASC-Y to occur through confirmatory factor analysis.   

 

Second, the WASC-Y and Clinician Guidelines is also the subject of a validation study 

by a Doctorate in Psychology candidate of James Cook University in Queensland.  This 

will determine the relevance of these protocols for use with an Aboriginal youth sample 

outside of Western Australia.   

 

Third, an adult version of the WASC-Y, entitled the Westerman Aboriginal Symptom 

Checklist – Adults (WASC-A) is currently in the pilot stage of development.   

 

Finally, the WASC-Y is being further validated for use as an outcome measure.  Curtin 

University along with myself are currently piloting an indigenous youth suicide 

intervention program using the WASC-Y as a pre-test and post-test of symptom change.  

This project will be completed at the end of 2004. 

 
10.9     Summary  
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The current study has achieved many firsts in the vexing issue of psychological 

assessment of Aboriginal people.  The most salient aspect is that the development of 

assessment tools, which reflect the unique worldview of Aboriginal people, is now 

beyond debate.  The recognition of symptom variations in common mental health 

disorders has provided some long overdue information regarding why, despite having 

such high reported prevalence of mental health disorders, identification of these 

complaints by existing services continues to lag behind what is needed. Whilst symptom 

variation may offer some explanation, it also clearly does not provide the full picture.  

Instead, this research has argued that the answers lie in practitioners being able to 

demonstrate cultural competence in their interventions with Aboriginal youth.  Prior to 

this research, there were few directions regarding at which point along the assessment 

process culture needs to be taken into account.  Information regarding what constitutes 

culturally appropriate practice was also not forthcoming.  As has been argued within the 

research for the past ten years, there is a need for a comprehensive assessment process, 

which must be developed by Aboriginal people for Aboriginal people (Davidson, 1995).  

This study has aimed to achieve this objective and in doing so validate the role of 

culture in mental health through the use of a rigorous research methodology. In this 

sense, it provides an embodiment of the most important aspects of westernised and 

traditional methods of mental health intervention.  It also provides some important steps 

forward to address what has become a disturbing inequity:  that Aboriginal youth 

continue to experience the highest levels of reported suicide and depression in Australia, 

yet have the lowest levels of access to services or appropriate intervention programs. 

 

…..that children should suffer from want in a world of excess, that is the greatest 

     shame of all. 

 Sir Bob Geldolf, 2002, 60 minutes interview. 
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Appendix A: Glossary of Terms Used in the Thesis 
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Aboriginal    A person who identifies themselves to be of Aboriginal 

origin (ATSIC, 1994) 

Carer    A person who provides a substantial amount of care on a 

regular basis, who is not employed to do so by an agency 

or organisation. Carers are usually friends or relatives 

looking after someone at home who is elderly, ill or 

disabled. 

Clinical competence   Refers to the skill levels possessed by the individual to 

deal with the presentation of clinical issues in mental 

health to ensure the client obtains the best possible 

outcome.   

Comorbidity   The co-occurrence of two or more disorders such as 

depressive disorder with anxiety disorder, or depressive 

disorder with anorexia (NHMRC, 1997 p.154) 

Community Vouching This process occurs during community consultation 

during research.  It is a method by which the credibility of 

cultural consultants or cultural expertise can be 

established.  Community’ s will ‘vouch’  for individuals 

who have a strong community standing or solid 

reputation.  This thesis has used a community vouching 

process to identify focus group participants as well as to 

define the consultation process. 

Cultural Competence   Refers to the individual’ s, community or organisation’ s 

level of culturally appropriate knowledge, understanding 

and respect when working with other cultures. It is a 

proactive process in which cultural awareness and 

sensitivity are the key elements and by implication 

includes a willingness and ability to value the importance 

of culture in service delivery. Cultural Competence 

activities include the development of skills through 
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training, use of self-assessment for providers and systems, 

and implementation of objectives to ensure clinical skills 

and practices are responsive to the culture and diversity 

within the populations served. It is a process of continuous 

quality improvement.  

Cultural Safety  Involves the ability to work in ways that is respectful of 

culture and the rights of Indigenous people to express and 

practice their culture.  Culturally safe practice should 

ensure the integrity and safety of cultural information in 

such a way that communities define what is shared and 

what remains private.  

Focus groups    This involves the use of small groups of people who are 

interviewed to gather information on opinions and 

attitudes towards a particular topic or issue. The aim is to 

discover the range and intensity of their views.  Consensus 

on issues presented is often an aim of these groups. 

Mental health   The capacity of individuals within groups and the 

environment to interact with one another in ways that 

promotes subjective wellbeing, optimal development and 

use of mental abilities (cognitive, affective and relational) 

and achievement of individual and collective goals 

consistent with justice (Australian Health Ministers, 

1991).  For Aboriginal people definitions of mental health 

must acknowledge the wider social and cultural contexts – 

please refer to definition of social and emotional 

wellbeing. 

Mental ill-health or   Refers to behavioural or psychological syndrome or 

mental illness  patterns that are clinically significant cause the individual 

distress or disability or significantly increased risk of 

death, pain, disability or loss of freedom and are not 

culturally sanctioned.   
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Morbidity rates    The number of cases of an illness, injury or condition 

within a given time, usually one-year. It is also the ratio of 

sick persons to well persons in a defined population.  

Outcome    A measurable change in health of an individual, or group 

of people or population, which can be attributable to an 

intervention, or series of interventions (Australian Health 

Ministers, 1998 p.27) 

Social and emotional well-being 

  For Aboriginal people, mental health must be considered 

in the wider context of health and wellbeing.  This 

requires that this health issue be approached in the social 

emotional context and that both social emotional health 

and psychiatric disorders encompass oppression, 

racialism, environmental circumstances, economical 

factors, stress, trauma, grief, cultural genocide, 

psychological processes and ill-health.  It covers a range 

of different presenting issues, such as trauma, grief and 

loss, family and domestic violence and sexual abuse, 

which do not conform to standard mental health diagnostic 

criteria (NACCHO, September, 1993). 

Wabulla / Wajella  Are terms used within the North West and Perth regions 

which represent the local dialects for non-Aboriginal 

person. 
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Appendix B:  Parental Consent Form 
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Personal Consent 

 
 
I ___________________ (parent’ s name) understand that my child ________________   

(child’ s name)  will fill out a questionnaire which will ask them questions about 

problems such as depression, suicide and bad nerves (anxiety). This will only take them 

about 10 - 15 minutes.  The questionnaire will help to make sure that my child is not at 

risk of these sorts of problems.  I also understand that if my child is identified as having 

these problems, my child will also be provided with some counselling support 

immediately. 

 

 

I also understand that I can change my mind at any time about my child filling out the 

questionnaire.  All information about my child is to be kept strictly confidential. 

 

 

Signed:   ____________________  (parent) 

 

Witnessed:  ____________________  
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Appendix C:  Parent Information Sheet 
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Dear Parent  
 
Hi.  My name is Tracy Westerman.  I am an Aboriginal psychologist who works with 
young Aboriginal kids through WA.  I have been doing some pretty important research 
about low self-esteem, depression, suicide and anxiety (bad nerves).  These sorts of 
problems are pretty bad in Aboriginal kids and the research will help our Aboriginal 
young people to get help earlier than they can at the moment.  But, I NEED YOUR 
HELP to do this research.   
 
All I need you to do is sign the consent form (attached) and give to their Aboriginal & 
Islander Education Officer at school.  I will then spend 15 minutes getting your child to 
fill out a questionnaire which will tell me whether they are beginning to have any of 
these problems.  If they are, I will interview them, and then make sure that they are able 
to get some help either at school or with a counsellor outside of school.  THIS IS THE 
FIRST TIME anything like this has been done in Australia and will help a lot of 
services understand more about how our Aboriginal young people can become 
depressed and suicidal.  I really hope that you can help. 
 
If you have any questions at all, please call the Aboriginal & Islander Education 
Workers at your child’ s school and they will get me to contact you straight away. 
 
Remember this research WILL ONLY HELP YOUR CHILD and many other 
Aboriginal kids in WA. 
 
Thankyou for your help. 
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Appendix D: Referral Process to an appropriate treatment program for “at risk” 

youth identified 
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Procedure to follow regarding the identification of problematic behaviours/self-report in 

youth participating in the proposed research. 
 
I will undertake to abide by the following procedures should subjects participating in the 

proposed research be identified via a psychological assessment interview or self-report 

as being “ at risk”  of a mental health problem.   

 

1. I will attempt to provide the subject and/or parent/guardians wherever possible in a 

clinical interview for the purpose of providing treatment referral options.   

2. In cases in which I am not available to provide a clinical assessment interview, an 

attempt will be made to provide consultation with a local counselling agency, or health 

professional for the purpose of providing appropriate intervention and support to 

subjects identified as being at risk. 

3. In the case of an urgent or crisis matter in which the subject is clearly at risk of harm to 

himself or herself or another person, I will undertake to provide crisis assessment or 

intervention as deemed to be appropriate. This will occur in person, where possible, or 

by phone, in those instances in which subjects are from remote locations. I will be 

involved only in the linking in of services and supports to subjects identified.  

4. In the case where an appropriate local service does not exist (i.e. In remote locations), I 

will endeavour to provide consultative advice to community elders, family members 

and/or health professionals within the community regarding an appropriate process to be 

undertaken to attempt to ensure the safety of the subject involved. 

5. I will not be involved in the provision of ongoing counselling and support due to the 

obvious time constraints and difficulties with remaining in one location for any length 

of time during the course of the proposed research. 
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Appendix E:  Summary of Elders Discussions 
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Key issues raised by community consultations in the Perth metropolitan area: 

 

� If we are going to talk about mental health and particularly suicide there must be 

some recognition of the role of the Aboriginal belief systems and how this is being 

perpetuated within the community.  The external attribution style for instance has 

been considered to be a major maintaining factor in suicidal ideation and depression 

etc.  For example, when a suicide is attempted the young person will often attribute 

blame for the act on “ the grey haired man”  or some “ spirit” .  The problem appears to 

be related to community elders and members “ using”  culture as a means of “ scaring 

young people into compliance” .  It may be that there may be certain youth who will 

be particularly vulnerable (or suggestible) to this type of attribution.   

� Elders or at least an Aboriginal consultant should be used in mental health matters, 

which are considered to be the result of cultural factors.  It should be noted that on 

most occasions in which “ something cultural is occurring”  only community elders 

are the most appropriate people to provide intervention.   

 
Key issues raised during community consultations in the North West 
 
� Many of the young people are not learning the correct things about their culture.  

The culture is being lost, because even those young people who do go through their 

law business, the teachings are not as good as they once were.   

� Many of the children do not feel loved by their parents, as they spend too much time 

‘on the grog’ . 

� The stories associated with the land, trees, animals etc. are being lost, as these are 

not being passed down. 

� Although the young kids will listen to stories etc., this is mostly in schools.  The kids 

need to actually go out bush with their old people to be taught about their culture. 
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� People are too afraid to raise cultural issues with Aboriginal people who are 

experiencing distress, and Aboriginal people are also too ‘shame’  to raise these 

issues themselves.  There is therefore great importance for practitioners to feel 

comfortable asking the cultural questions.  This should also be included in any 

intervention process.   

� That consideration is given to including focus groups of parents of Aboriginal 

children who may be more “ in touch”  with the current problems facing Aboriginal 

youth.  Although the elders should be consulted and kept informed throughout the 

entire research, they may not be able to provide information as relevant as that, 

which can be elicited, from the parents.  Based on conversations with many of the 

health workers locally, it is apparent that many of them are parents, as well as 

having local knowledge of many of these issues; it may therefore be possible to 

achieve this goal within the focus group with Aboriginal health workers. 
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Appendix F:  Information Sheet “Common Questions About The Research” 
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What is the research about? 

 

The research that I will be doing will aim to develop a measure, which is able to identify 

Aboriginal youth at risk of mental health problems such as anxiety, depression, low self-

esteem and suicidal behaviours.  The problem is that there currently does not exist any 

method of detecting mental health problems in Aboriginal people, therefore making it 

almost impossible that those people who are having problems will be able to get access 

to an appropriate service.  Currently, most Aboriginal people come to the attention of 

mental health services AFTER they have developed a major psychological problem, 

rather than what we would like – that they come to attention when they are 

BEGINNING to develop these problems.  If mental health professionals are able to 

identify Aboriginal people much earlier, it would make it more likely that any treatment 

would be more successful.  Currently, Aboriginal people are coming to attention when 

they are in quite a chronic state, which makes it really difficult to do much to help.  

 

What will I need to do? 

 

There are two major parts to the research.  The first part is the easiest, because it just 

involves having a yarn about the research, and the need (or not) for it to be done in the 

area.  At this stage, you can choose to be a part of the next stage, which is basically 

getting together small groups of Aboriginal people who work in a similar area to you 

and talking more specifically about issues such as depression, suicide, anxiety and low 

self esteem, and your perceptions of these problems with Aboriginal youth.  This will 

provide a greater understanding of what these problems look like in Aboriginal people 

and whether or not these problems look different to the way they look in non-Aboriginal 

people.   This information will be extremely valuable for Aboriginal (and non-

Aboriginal people) who work with Aboriginal people to assist them to know what signs 

they should be looking for that tell that a young person is at risk of mental health 

problems.  It will only involve a one-off meeting which will probably only take a few 

hours maximum.   
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Why do I need to be involved? 

 

It is important that Aboriginal people direct all research in Aboriginal communities and 

this means that the Aboriginal community should be consulted throughout the whole 

process.  Unless this is done, the results of the research will be of little benefit to the 

Aboriginal community.  There also does not exist a method of identifying mental health 

problems in Aboriginal youth, which has resulted in the following problems: 

 

• Aboriginal people are LESS likely to be diagnosed as having a mental health 

problem. 

• Aboriginal people are LESS likely to be asked about mental health problems by 

(usually) non-Aboriginal professionals, and; 

• Aboriginal people are MORE LIKELY to be diagnosed incorrectly (mostly having a 

mental health problem when they do not).   

 

This research will (hopefully) prevent this from happening in the future, and make it 

MORE likely that Aboriginal people are identified EARLY, and get access to treatment 

EARLY rather than (what is happening now) when it is often too late.  

 

It should also be noted that the research would be conducted in the Perth metropolitan 

area and the North West, depending upon sampling numbers, time, and money available. 

 

The research has gone through major Aboriginal ethics committee’ s in Perth, ATSIC 

regional councillors, the WACCHO committee’ s, Health Department, Education 

Department, and significant Aboriginal organisations in Perth.  The response has so far 

been very positive. 
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Appendix G:  Questions For Focus Groups 
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SUICIDE 
 

Initial prompt 
 

I want everyone to think of someone that they know who has felt so bad about 

themselves that they have either tried or succeeded in killing themselves.  I want you to 

try and remember: 

 

(a) What they acted like?  Was this different to the way they would usually act?  

What was different about the way they acted?  (What sorts of things did they do?  

What sorts of things did they say?). 

(b) What did the person do/say for you to become worried about them? 

(c) What things were happening in the person’ s life leading up to their suicide (or 

attempt)? (to get at immediate and secondary precipitating factors and events). 

(d) Was there anything cultural going on for that person? 

(e) What did the person try to do to deal with the situation? 

(f) What was their home life like? 

(g) How long would this need to go on for before you felt that this was a problem? 

 

ANXIETY 

 

Initial prompt question 
 

Think of someone you know who has really bad nerves.  I want you to try and remember 

the following: 

 

(a) What did or do they act like?  Is this different to the way they would usually act?  

What was different about the way they acted?  (What sorts of things do they do?  

What sorts of things do they say? How did it change them – impact on life?). 

(b) What did the person do/say for you to become worried about them? 
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(c) What sorts of things are happening in the person’ s life that makes them have bad 

nerves?  i.e. what do they worry about? (to get at immediate and secondary 

precipitating factors and events). 

(d) Was there anything cultural going on for that person to make them have bad nerves? 

(e) What did the person try to do to deal with the situation? 

(f) What is their home life like?  What about their background history? (eg. Stolen 

generations etc.) 

(g) How long would this need to go on for before you felt that this was a problem? 

 

DEPRESSION 
 

Initial prompt question 
 

Can everyone think of someone they know who feels very sad about themselves 

(substituting the appropriate Aboriginal language for sad, depressed etc). 

 

(a) What did or do they act like?  Is this different to the way they would usually act?  

What was different about the way they acted?  (What sorts of things do they do?  

What sorts of things do they say? How did this change them – impact on life?) 

(b) What did the person do/say for you to become worried about them? 

(c) What sorts of things are happening in the person’ s life that makes them have bad 

nerves?  i.e. what do they worry about? (to get at immediate and secondary 

precipitating factors and events). 

(d) Was there anything cultural going on for that person to make them feel this way? 

(e) What did the person try to do to deal with the situation? 

(f) What is their home life like? 

(g) How long would this need to go on for before you felt that this was a problem? 
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LOW SELF-ESTEEM 
 

Initial prompt 
 

Think of someone that you know who often seems to feel bad about themselves, and 

who they are.  Generally, they do not seem to really like themselves.   

(a) What do they act like?  Is this different to the way they would usually act?  What 

was different about the way they acted?  (What sorts of things do they do?  What 

sorts of things do they say? How did this change them – impact on life?) 

(b) What sorts of things does the person do/say for you to become worried about them? 

(c) What sorts of things are happening in the person’ s life that makes them feel so bad 

about themselves?  

(d) Was there anything cultural going on for that person to make them feel this way? 

(e) What does the person do to deal with the situation? 

(f) What is their home life like? 

 

Question regarding resilience to mental health problems 
 

1. What are the sorts of things/qualities that make some children cope relatively 

well, despite living in pretty bad situations?  Think of someone you know 

(perhaps yourselves).  What has made them (you) be able to succeed? 
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To provide to participants at the end of the session if necessary. 
 

SUICIDE 
 

When you think of a person who has recently either attempted suicide, or successfully 

completed suicide, did you notice any of the following about their behaviour? 

 

1. That the person seemed sadder than normal, prior to the attempt? YES/NO 

2. That the person talked about suicide (even in a ‘joking’  manner)? YES/NO 

3. If the person talked about suicide did they talk of how they would do it  

         YES/NO 

4. Was it easy for the person to carry out their plan   YES/NO 

5. Had the person made a previous attempt?    YES/NO 

6. Was the person intoxicated during the attempt/completion?  YES/NO 

7. What was happening for the person prior to the attempt/completion?  

8. Was the person someone who you would consider to be a sad person? 

         YES/NO 

DEPRESSION 
 

When you think of someone you know who seems to be really sad did you notice any of 

the following things about their behaviour? 

 

1. That they cry easily      YES/NO 

2. They cry often and without any obvious reason  YES/NO 

3. That they always seem to be tired and have no energy YES/NO 

4.   They complain of problems sleeping    YES/NO 

5. They seem to be sad most of the time    YES/NO 

6. That they have no interest in things they used to enjoy YES/NO 

7. They seem to be more moody than usual    YES/NO 

8. That they have lost weight recently without trying to YES/NO 
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9. That their appetite for food has either increased or decreased significantly 

YES/NO 

10. Can’ t concentrate or pay attention for very long  YES/NO 

11. Have isolated themselves from family/friends  YES/NO 

 

ANXIETY 
 

1. Seems to be nervous or ‘on edge’  a lot   YES/NO 

2. Seems to have a lot of fears     YES/NO 

3. Seems to worry about everything    YES/NO 

4. Overreacts to minor upsets     YES/NO 

5. Can’ t stop themselves from worrying    YES/NO 
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Appendix H:  Acculturation and Acculturative Stress Questions 
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1. What are the most important parts of being Aboriginal to you all? 

 
2. What are the most important qualities of being Aboriginal to you? 

 
3. If you had to describe the common cultural issues that define Aboriginal people 

in your area what would they be? 
 

4. When you meet another Aboriginal person for the first time, how do you connect 
culturally?  What are the main topics that you would want to discuss? 

 
5. For our young people, what are the most important aspects of Aboriginal culture 

that you feel they should learn about? 
 

6. Think about times when you or someone you know has felt not so positive about 
being Aboriginal – what makes you feel this way?  

 
7. What makes Aboriginal people cope the best within a white man’ s world?  What 

qualities do they have to make them cope best? 
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Appendix I:  Informed Consent 

 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  352 

  

 
 
I ______________ have understood all of the information explained to me about this 
research by Tracy Westerman.  I understand that all information that I provide as part of 
this research will be kept confidential.  I further understand that any information used in 
this thesis will not be written in such a way that myself, my family or tribal group will 
be identified.  I am able to withdraw my consent for any information to be written into 
this research at any time. Information of a sensitive cultural nature will also be sent back 
to me for checking prior to it being used within this research.   
 
 
Signed: ___________________________ 
 
Witnessed:__________________________
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Appendix J:  The Cultural Competence Continuum 
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Cultural competence self-assessment 

Adapted from Mason (1995), Goode (1989; 1993; 1996; 1999; 2000 and 2002) and (Cross, 
Bazron, Dennis & Issacs, 1989). 

 

CULTURAL KNOWLEDGE  
 
1) I am able to name the different Aboriginal communities in Western Australia 
 

1    2   3   4 
Not at all       Barely  Fairly Well     Very Well 
 
 
2) I am able to describe differences within the different Aboriginal tribal groups in Western 

Australia 
 

1    2   3   4 
Not at all       Barely  Fairly Well     Very Well 
 
3) I understand the cultural strengths that Aboriginal people and communities have with regard 

to learning  
 

1    2   3   4 
Not at all       Barely  Fairly Well    Very Well 

 
4) To what extent do you use the following resources when working with Aboriginal clients? 
 
                        Not at all       Barely Fairly Often       Very Often 
a. Engagement of cultural consultants       1             2                    3                   4 
b. Incorporation of spiritual beliefs       1             2                    3                   4 
c. Incorporation of cultural factors        1             2         3                   4 
d. Linking in with community        1             2         3                   4 
e. Linking in with elders         1             2                    3                  4 
f. Linking in with mabin or healing people   1             2                    3                  4 
 
5) Do you have an awareness of the conflicts between Aboriginal groups or communities in 

your service area? 
 

    1    2   3   4 
    Not at all          Barely        Fairly Well      Very Well 
 
 
6) Do you know the cultural-specific perspectives of mental health/illness as viewed by the 

groups within your service area? 
 

   1    2   3   4 
   Not at all       Barely  Fairly Well  Very Well 
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7) Do you know of the languages that are used by the different tribal groups in your service 

area?   
 

   1    2   3   4 
   Not at all       Barely  Fairly Well  Very Well 
 
 
BELIEFS AND SKILLS 
 
8) How different do you feel working with Aboriginal clients is compared to working with 

non-Aboriginal clients? 
 

1    2   3   4 
No different        Some difference             Fair amount of          As different as I  
      Difference  can imagine 
 
9) How different do you think ‘mainstream’  interventions should be when working with 

Aboriginal clients 
 

1    2   3   4 
No different         Some difference    Fair amount of   As different as I  
      Difference  can imagine 
 
10) Do you feel as confident within Aboriginal communities as compared to non-Aboriginal 

communities? 
 

1    2   3   4 
Not at all       Barely  Sometimes                 Often 
 
11) How well do you engage with Aboriginal clients compared to non-Aboriginal 
 

1    2   3   4 
No differently   Some differences   Fair amount of   As different as I  
      Difference  can imagine 
 
12) Is there a difference in the number of Aboriginal clients you see compared to non-

Aboriginal  
 

1    2   3   4 
No different       Some difference       Fair amount of   As different as I  
      Difference  can imagine 
 
13) What is the length of time you are able to engage Aboriginal clients compared to non-

Aboriginal  
 

1    2   3   4 
No different      Some difference              Fair amount of     As different as I  
      Difference  can imagine 
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FLEXIBILITY IN PRACTICE 
 
14) In diagnosis or assessment how important do you think each of the following tasks is? 
 
                  Not at all    Barely        Fairly Often     Very Often 
a. Engaging cultural consultants in testing      1        2                    3                         4 
b. Focus on cultural strengths  

in testing           1        2                     3                         4 
c. Adapt tests to take culture  

into account      1        2                     3                         4 
d. Adapt test scores to take  

culture into account                1        2                     3                         4 
e. Use mainstream tests    1        2                     3                         4 
 
15) In treating Aboriginal clients, which of the following ways are used to take cultural into 

account within their treatment and interventions? 
 
             Not at all      Barely    Fairly Often   Very Often 
a. Engagement of cultural consultants      1            2              3                4 
b. Incorporation of spiritual beliefs      1            2              3                4 
c. Incorporation of cultural factors       1            2              3                4 
d. Linking in with community               1            2              3                4 
e. Linking in with elders    1            2              3                4 
f. Linking in with mabin or  

healing people       1            2              3                4 
 
16) Do you assess for the relevance of culture-bound syndromes in when assessing Aboriginal 

clients? 
 

1   2  3  4  5 
Not at all         Barely   Sometimes       Often      All of the time 
 
17) Do you evaluate the services you provide to Aboriginal clients? 
 

1   2  3  4  5 
Not at all      Barely Sometimes       Often      All of the time 
 
18) Do you conduct Self-Assessments of your cultural competency in working with Aboriginal 

clients? 
 

1   2   3  4  5 
Not at all      Barely  Sometimes       Often      All of the time 
 
19) Do you attend cultural awareness workshops or trainings? 
 

1   2  3  4  5 
Not at all      Barely Sometimes       Often      All of the time 
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20) I am aware of the Aboriginal mental health literature 
 

1   2  3  4   5 
Not at all      Barely        Some       A fair bit           A lot of it 
 
 
21) I am aware of, and use, culturally appropriate counselling skills with Aboriginal clients. 
 

1   2  3  4  5 
Not at all      Barely Sometimes       Often      All of the time 
 
 
PERSONAL INVOLVEMENT 
 
22) Do you attend cultural activities or celebrations within the Aboriginal community (eg. sorry 

day activities, NAIDOC week functions) 
 

1    2    3   4 
Not at all       Rarely       Sometimes         Often 
 
23) Do you interact socially with Aboriginal people in your service area? 
 

1    2   3   4 
Not at all       Rarely     Sometimes         Often 
 
24) Do you attend work-based meetings with Aboriginal community groups in your service 

area? 
 

1    2   3   4 
Not at all       Barely    Sometimes         Often 
 
 

SCORING 
 
Simply add up your score and look below to see where you fall on the continuum: 
 
1. Cultural Aversion  37-56 
2. Cultural Incompetence 57-76 
3.  Cultural Blindness  77-96 
4.  Cultural Precompetence 97-116 
5.  Cultural Competence  117-136 
6.  Cultural proficiency  137-155 
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Appendix K:  Acculturation Schedule 



Assessment of Suicidal Behaviours, Anxiety and Depression in Aboriginal Youth  359 

  

 
 
1. What level of knowledge do you think you have of your Aboriginal culture? 
 

1    2     3            4   5 
None at          Small      some knowledge    Fairly Strong             Very Strong 
All               amount 
 
2. How regularly would you participate in the following traditional Aboriginal 

health beliefs and practices do you participate in? 
 

(a) Eating of traditional foods eg. Damper, kangaroo, bardi grubs 
 
1  2  3            4   5 

Never                Once     every now and    Quite Often      All the time 
        Or twice       then 

  
(b) Participate in traditional ceremonies and activities, egg. sorry camps, law 

time. 

1  2  3            4   5 
Never             Once      Every now and    Quite Often      All the time 

       Or twice  then 
 
3. I have spent time with my traditional people 
 

1    2     3        4   5 
I have had      Small      half and half      Quite a bit       I live in my 
No contact     amount                   of time          traditional 
With my            Culture 
Traditional 
People 
 
4.  I know the name of my traditional people or tribal group   YES/NO 
 
5.  I speak my traditional Aboriginal language 
 

1    2     3            4  5 
Not at            Small       half and half          Quite a bit         All the time 
  All                    amount 

 
6. I have spent time in mainstream Australian culture 
 

1    2     3          4   5 
Not at           Small      half and half      Quite a bit     I spend all my  
  All               amount        of time time in mainstream 
           Culture 
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Appendix L:  Acculturative Stress Index 
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1. I believe that most people have racist attitudes towards Aboriginal people 

 
1    2     3            4   5 

Not at          Small          half and half        Most of the   All the time  
  all              amount            time 
 
2. When people say racist things to me I get really upset 
 

1    2     3            4   5 
Not  at           Small      half and half     Fairly Amount                   Heaps 
  All               amount 
 
3.  I consider myself to be Aboriginal   
 
Yes / No 
 
4. I like being Aboriginal 
 

1    2     3            4   5 
Not at          Small       Half and half             Most of the   All the time               
  All              amount        time 
 
5. I am friends with Aboriginal people 
 

1    2     3            4   5 
Not at          Small      half and half              Most of the   All the time
               
  All              amount        time 
 
6. I am friends with non-Aboriginal people 
 

1    2     3            4   5 
Not at           Small      half and half    Most of the time             All the time 
  All               amount 
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Appendix M:  The Westerman Aboriginal Symptom Checklist - Youth 

 

 

 


