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Abstract 

 

A qualitative study in East Arnhem Land (EAL), Northern Territory of Australia, was 

conducted with 22 Yolŋu participants in seven remote communities in EAL between 

June 2014 and September 2015, with the support of one female and one male Cultural 

Mentor.  

 

The research sought to determine whether tobacco-control efforts utilising 

denormalisation had resulted in experiences of smoking-related stigma, as an 

unintended consequence. The role of Yolŋu smokefree leaders in remote communities 

was also investigated and the Tackling Indigenous Smoking (TIS) program, ‘Yaka 

Ŋarali’’ was evaluated to determine engagement and acceptance by Yolŋu smokers 

and their families.  

 

We found that the Yaka Ŋarali’ program had achieved significant impact and 

acceptance in the region, that there was strong smokefree leadership among Health 

Service employees and that despite the close traditional relationship with ŋarali’ 

[tobacco], Yolŋu were willing to participate and engage with denormalisation 

approaches, with little evidence of smoking-related stigma. 

 

All participants (community members and health staff, smokers and non-smokers) 

were concerned about protecting children from second-hand smoke, and wished to 

prevent their children and families from smoking. Tobacco Action Workers were 
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considered the ‘right people with the right message’ to offer leadership about smoking 

and tobacco control. Yolŋu Health Workers regularly advised clients, family and 

community members to quit smoking, irrespective of their own smoking status. The 

study confirmed that some clinical consultations and interactions may have led to 

feelings of smoking-related shame among Yolŋu Health Workers who smoked, 

however a caring, trusting relationship with offers of help enabled the issue of smoking 

to be raised without causing shame.  

 

The study also confirmed that the Yolŋu did not wish to put aside their valued and 

traditional connection to ŋarali’ (tobacco), an important part of the sacred practices of 

funeral ceremony. 
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Terminology		

 

I have used Indigenous Australians in the thesis to refer to Aboriginal and Torres Strait 

Islander peoples (plural), acknowledging that the term represents two separate 

cultural groups in Australia. The term Indigenous peoples (World Health Organization, 

2007) applies globally to those groups who recognise and are accepted by their 

community as being Indigenous. These groups can demonstrate historical continuity 

with pre-colonial and/or pre-settler societies, have strong links to territories and 

surrounding natural resources and have distinct social, economic or political systems, 

languages, cultures and beliefs. A common theme among Indigenous communities 

around the world is that they resolve to maintain and reproduce their ancestral 

environments and systems as distinctive peoples and communities, despite being 

non-dominant members of society.  

 

I have followed the advice and guidance of Elders and Cultural Mentors from East 

Arnhem Land and use the term Yolŋu when describing the traditional owners of the 

regions of Marthakal, Miwatj and Laynhapuy. Where words from a Yolŋu Matha 

language have been quoted, I have included the meaning within the text.  
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Chapter 1  

1.1 Introduction 

 

I began this research in 2014 while working and residing in a very remote community 

in East Arnhem Land, Northern Territory. Among the Yolŋu, very high smoking 

prevalence had been reported (Cosgrove, Ivers, Hindmarsh, & Clough, 2013; 

Robertson, 2011; Robertson, Conigrave, Ivers, Hindmarsh, & Clough, 2013) and this 

study represented an opportunity to reflect on strengths-based adaptations for 

enhancing the effectiveness of current tobacco control strategies. As well, I wanted to 

engage with leaders as key influences and to explore their roles in facilitating change 

in communities, an aspect underutilised in tobacco control research. 

 

I also wanted to address a gap in the literature about the effects of denormalisation 

strategies on smokers in remote communities, and the impacts on Indigenous 

Australian smokers and their families. I was interested in the effects associated with 

stigmatisation as an unintended consequence of denormalisation strategy, which has 

not been investigated sufficiently in Indigenous populations.  

 

An additional goal of my research was to respond to the challenge made by Bond in 

2012 to, “‘illuminate possibilities for anti-smoking interventions [that] more 

appropriately engage with Indigenous realities and the broader socio-cultural context 
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of smoking’ (Bond, Brough, Spurling, & Hayman, 2012, p. 566) and to respectfully 

interact with local Yolŋu families and communities toward reducing smoking rates in 

these remote homelands. The need for tobacco interventions, which are multi-

component and multi-faceted and which address the social context in which smoking 

occurs in Indigenous Australian communities, has been underlined repeatedly in the 

literature (Baker et al., 2006; Bond et al., 2012; Briggs, Lindorff, & Ivers, 2003; Cooper, 

2011; Dawson, Cargo, Stewart, Chong, & Daniel, 2012; Johnston & Thomas, 2008; 

Maddox, Davey, Cochrane, Lovett, & van der Sterren, 2013; Passey, D’Este, & 

Sanson-Fisher, 2012; Passey, D’Este, Stirling, & Sanson-Fisher, 2012; Wood, France, 

Hunt, Eades, & Slack-Smith, 2008). 

 

I interviewed 22 Yolŋu (and 7 non-Yolŋu) participants in seven very remote 

communities, to explore their perceptions and understandings of ŋarali’ [tobacco] from 

traditional and socio-cultural perspectives. A collaborative and respectful approach to 

the study was intended to prevent replication of the power relations associated with 

colonisation, well known to be an underlying factor contributing to social injustices and 

inequitable health outcomes for Indigenous people (Griffiths, Coleman, Lee, & 

Madden, 2016). 

 

It is widely acknowledged that greater efforts are needed in advancing the social, 

economic, and physical health of Indigenous peoples around the world (Cooke, Mitrou, 

Lawrence, Guimond, & Beavon, 2007). My study presented an opportunity to 

contribute to this important work by addressing the adverse and debilitating effects of 
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smoking (DiGiacomo et al., 2011) within a small, grounded theory study in remote 

Yolŋu communities in East Arnhem Land.  

  



 

 

26 

 

1.2 Background 

 

Growing up in the Kaipara in the 1960s, a very conservative region of Te Tai Tokerau 

(Northland, New Zealand), to our neighbours and extended family the idea that one 

day someone from our family would attain academic credentials such as a Master’s or 

Doctoral degree, would have been as likely as one of us flying to the moon. At the 

time, societal expectations for a Māori family with two parents, three sons and three 

daughters were modest; the boys might earn a trade certificate or work for the local 

council like our father, and we girls would become office workers like our mother, marry 

young, have children, and become full-time, stay-at-home mothers.  

 

Thankfully, our parents instilled in each of us the hope that we could do so much better 

than just getting by in a job, and that the key to progress was through education and 

study. Our grandfather Pā (Mekene Tane-Hohaia), our granduncles (Te Haua 

Mokena-Iraia, Hori Tane-Hohaia) and grandaunt (Arapera Pirimona nee Tane-Hohaia) 

were all passionate about education, and I remember my parents proudly discussing 

our various reports and achievements with them on their regular visits to our home. 

Although they rarely spoke in English, I warmly remember their efforts to encourage 

and inspire us to go further with our education, and these memories are still with me 

today.  
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Although we did mostly marry young and have children, that early coaching eventually 

paid off because four of us continued studies after high school to gain diplomas and 

degrees, and two of us completed Master’s degrees. Today many of our children have 

attended university and a few have completed post-graduate studies, although we are 

still waiting for a Master’s degree in that generation. For my grandchildren however, 

their parents and I have been preparing them for tertiary education from birth. To this 

end I am unwavering in my support and mentoring of my grandchildren, knowing how 

much of a difference it made to me, and knowing that the secret to achieving anything 

in life, is having people around you that believe in you and who expect you to succeed. 

 

My journey toward a PhD began 12 years ago when I returned to New Zealand from 

a teaching post in North Carolina, USA and discovered that I had changed irrevocably 

and no longer wanted to be solely a classroom teacher. I spent the next three years 

working with my tribe as a Community Researcher traveling around our ancestral 

lands and coming to grips with the cultural, social, economic and political needs of our 

people as we progressed toward a historic Waitangi Tribunal Treaty Claim.  

 

At the close of this fruitful and awakening time, I was ready to try something new, and 

launched into a career in public health in tobacco control, working across various 

programs including health promotion, social marketing and smoking cessation. My 

motivation was simple: I recalled the ‘smoking world’ that I was born into, and how, at 

a young age, I had experienced the strength of addiction to tobacco, and suffered the 

health effects of second-hand smoke. My objective was to help others to avoid or 
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prevent smoking, or to help them quit smoking. I vividly recalled the relief that I 

experienced when I was finally able to quit smoking at 22 years of age. Having lost 

both of my parents prematurely (my father at 75 years and my mother at 70 years of 

age) in 2000 and 2001 respectively to smoking-related diseases, I live daily with the 

painful reminder of the harm and losses caused by smoking. 

 

In my quest to help others I undertook post-graduate studies and with support from 

my then employer (Te Hotu Manawa Māori), completed a Master of Public Health in 

2011, gaining first class honours, and was awarded the top Māori academic prize that 

year at the Auckland University of Technology. Once this goal had been achieved I 

turned my attention to exploring a Doctor of Philosophy degree, and wondered if I had 

it in me to continue. A well-meaning colleague thought I should probably try for another 

Master’s degree, but I wanted to explore and see if I could, through hard work and 

dedication, commit myself to the study. After some months, I decided I could do it.  

 

Because of this simple decision to try, I found myself on an entirely unexpected path, 

leaving New Zealand to move to Australia: first to the Kimberley in Western Australia 

(WA) in 2012, then to East Arnhem Land in the Northern Territory (NT) in 2013, back 

to the Kimberley in 2015, to the Central Desert in 2017 and more recently farther west, 

to the Goldfields of WA. During these years, I have worked full-time in management 

positions in Aboriginal Health organisations, apart from two short periods with Menzies 

School of Health Research and the University of Newcastle as a research assistant 

and cultural advisor respectively. Thanks to an early introduction to my current 
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supervisor, David P. Thomas of Menzies School of Health Research, and Charles 

Darwin University, I began my studies in 2014 while working as a manager in a remote 

primary health-care setting in East Arnhem Land and have been on this journey for 

the past five years.  

 

Living and working in extremely remote communities in the Northern Territory and 

Western Australia has been a joy and delight, and I consider myself very fortunate and 

privileged to have learned so much about culture, language and place from local 

leaders and mentors. Their support, and their calls for help to address the range of 

unmet needs within these local communities have continued to motivate and inspire 

me, helping me to stay focused when I was tempted to ask: will this work really matter, 

and can it make a difference in the lives of others? Ever the optimist, I decided that it 

might help and that was enough for me to continue my research and my work.  

 

1.3 My Position as an Indigenous Researcher 

 

A former manager once said to me, ‘What does it mean to you, to be Māori?’ I replied, 

‘It means that I am connected to my family, my lands, my culture and my traditions 

and I know where I belong.’ She responded, ‘It means to me that I am lucky, because 

I get to see the world through Māori eyes.’ Her words often return to me, as I reflect 

upon the unique circumstances that led to my spending seven years living, working 
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and learning among Indigenous Australians in remote WA and NT communities in 

Australia.  

 

I brought an outsider and Indigenous Māori perspective to my study in East Arnhem 

Land, as a visitor, an observer and an explorer of language, culture and traditions, 

especially those associated with ŋarali’ or tobacco. However, my skin colour (in coffee 

terms, more latte than long black), and the fact that I was not born an Australian, 

seemed somehow to excuse or suspend my ‘outsider-ness’ allowing me to sit 

alongside, and to listen to Yolŋu people quietly and honestly talk with me about their 

lives. So often these conversations were hard to hear, as their stories were filled with 

pain, sorrow and loss. Anger, confusion, and a sickening sense of injustice were never 

far from the surface. These stories were all too familiar to me, as an Indigenous Māori 

person whose family and tribes had also experienced the devastation and the 

powerfully corrosive nature of colonisation on our traditional ways of living, believing 

and being.  

 

But that is not the end of the story. Far from being victims, I have met Indigenous 

Australian men and women, outstanding leaders, inspirational mothers, fathers, and 

young people who continue to believe that they hold the answers to improving their 

lives and who want to ‘walk together’ between two worlds (Fitzgerald, 2006) with those 

who are willing to help them achieve their aspirations. Swisher, an American Indian 

academic, wrote in 1996 about the desire of American Indian people for self-

determination, potential and confidence. Her words reflect the thoughts and belief that 
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Indigenous people have the answers for improvements, and feel they must speak for 

themselves. She described this as an attitude of, ‘we can and must do it ourselves, 

but we need help from our friends’ (p. 85). She believes that what is missing from the 

debate is ‘an understanding of the issues of sovereignty and self-determination that 

distinguish American Indians and Alaska Natives as indigenous people of this country 

from other Americans’ (p. 88). This stance is concerned with the right to exercise 

control over Indigenous lives and lands, based on principles of sovereignty, trust and 

responsibility (Deyhle & Swisher, 1997, p. 88). This fundamental desire to maintain 

sovereignty was the basis on which treaties were established in other countries such 

as New Zealand and Canada (Belgrave, Kawharu, & Williams, 2005; Lightfoot, 2010; 

Tennant, 1990). However, over time, a lack of true partnership has seen Indigenous 

peoples relegated to the role of passive recipients: ‘people come among us and tell us 

that they know what is best for us’ (Mihesuah, 1998, p. 197). 

 

Indigenous Australians were the first Sovereign Nations of the Australian continent 

and its adjacent islands, and possessed it under their own laws and customs. This has 

been acknowledged by Australian governments, and remains an important milestone 

for the nation in seeking reconciliation. Short (2003, p. 500) considers that there can 

be no reconciliation without justice, ‘that recognises continuing Aboriginal Sovereignty 

and brings meaningful self-determination to Aboriginal peoples…talk of just social 

justice insinuates that such issues have been dealt with…they have not’.  

 



 

 

32 

In 1991, during a Royal Commission Inquiry into Aboriginal deaths in custody, the 

then-government stated that progress and reconciliation in Australia, would need to 

address educating non-Aboriginal Australians about the cultures of Australia's 

Indigenous peoples and the treatment of Aboriginal and Torres Strait Islander people 

by European settlers and their descendants (Royal Commission into Aboriginal 

Deaths in Custody, 1991). The history of dispossession and dispersal of Aboriginal 

people, confinement in reserves, removal of children from their families and the 

destruction of much Aboriginal culture, has not yet been recognised as a principal 

cause of the current disadvantaged position of Australia’s Indigenous peoples.  

 

‘This would have the objective not of creating guilt, but of building compassion 

and empathy for Aboriginal people and their disadvantaged position in society, 

as well as appreciation of Aboriginal cultures and achievements, and the unique 

position of Aboriginal and Torres Strait Islander people as the indigenous 

peoples of this continent’ (Royal Commission into Aboriginal Deaths in Custody 

(RCIADIC), 1991, p. 38.23). 

 

Today in Australia, Indigenous leaders continue to assert their desire to be heard as 

the First Nations Peoples, and to lead on those matters of special significance such 

as the care of traditional lands (known as country), the environment and water, culture, 

language, the wellbeing of their children and families and having a voice in political 

decision-making. In other words, they want to share power within their own country as 
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articulated by representatives of the Referendum Council in their 2017 treatise, Uluru 

Statement from the Heart: 

 

‘We seek constitutional reforms to empower our people and take a rightful place 

in our own country. When we have power over our destiny our children will 

flourish. They will walk in two worlds and their culture will be a gift to their 

country’ (Referendum Council, 2017).  

  

The Yolŋu people of Australia, traditional owners of large estates within Arnhem Land 

in the NT, having occupied these areas for tens of thousands of years, also actively 

pursue sovereignty under their traditional Ŋarra law (Gaymarani, 2011). Led by a 

council of Tribal Elders and leaders comprising the Yolŋu Nations Assembly, in July 

2016, a Constitution was ratified and declaration made:  

 

‘We, as first peoples of Arnhem Land, have not been conquered. To this day, 

we are a sovereign people’ (Yolŋu Nations Assembly, 2011, p. 1). 

 

The Yolŋu Nations Assembly has representatives from eight different provinces of the 

Arnhem region: Miwatj, Laynha, Raminy, Marthakal, Gärriny, Gumurr-Rawarraŋ, 

Gaṯtjirrik and Miḏiyirrk and they aim to provide a governance organisation for Yolŋu 

society. The intention is to remain consistent within the Madayin system of law (the 

traditional legal system of the Yolŋu people); to facilitate the interests and rights of the 

subjects of the Madayin system of law; to be compatible with the Australian 
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Westminster system of Government; to empower existing tribal governance 

jurisdictions; to be a diplomatic agency for outside groups and to enable good 

governance outcomes that empower and progress Yolŋu society.  

 

1.4 An Indigenous Research Agenda 

 

It should be clear by now that my philosophical position is as an Indigenous researcher 

and, as such, my aim is to uphold and progress an Indigenous research agenda. A 

helpful definition for the use of the term Indigenous peoples has been offered by Linda 

Tuhiwai Smith, Māori researcher and author of the seminal book, Decolonising 

Methodologies: research and Indigenous peoples (Smith, 1999): 

 

‘Indigenous peoples can be defined as the assembly of those who have 

witnessed, been excluded from, and have survived modernity and 

imperialism… they remain culturally distinct, some with their native languages 

and belief systems still alive. They are minorities in territories and states over 

which they once held sovereignty’ (Smith, 1999, p. 86). 

 

In Australia, a review of the literature identified barriers to broad-based reform of 

Indigenous health research activity. According to the authors (Henry, Dunbar, Arnott, 

Scrimgeour, & Marakami-Gold, 2004, p.10), these barriers include: ‘[the] power 

imbalance between Indigenous and non-Indigenous stakeholders in research; 
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entrenched privileging of Western research traditions; the under-valuing of 

Indigenous knowledge and perspectives; and the widespread influence of 

“investigator driven” approaches to research’.  The authors also highlight the 

existence of persistent problems related to the negotiation of research questions 

involving Indigenous peoples and the synthesis of Indigenous perspectives, research 

approaches and world views in the design and conduct of research more generally.   

 

Professor Lester-Irabinna Rigney (2001) from the Narungga, Kaurna and Ngarrindjeri 

nations is a prominent Indigenous Australian educationalist and commentator and has 

argued that an Indigenist approach to research is formed around the three principles 

of resistance, political integrity, and privileging Indigenous voices. He connects 

research to liberation and to the history of oppression and racism and argues that 

research must serve and inform the political liberation struggle of Indigenous peoples, 

and posits that research can be the means to uncover and protest the continuing forms 

of oppression confronting Indigenous Australians:  

 

‘[It] is research that attempts to support the personal, community, cultural, and 

political struggles of Indigenous Australians, to carve out a way of being for 

ourselves in Australia in which there can be healing from past oppressions and 

cultural freedom in the future’ (Rigney, 1999, p. 117).  

 

Elsewhere Smith (2005, p. 89) referencing Rigney (1999), offers a definition of 

Indigenous research that is exemplified as an ongoing struggle ‘for development, for 
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rebuilding leadership and governance structures, for strengthening social and cultural 

institutions, for protecting and restoring environments, and for revitalising language 

and culture’. 

 

In keeping with an Indigenous research agenda that is broad in its scope and 

ambitious in its intent (Rigney, 2003; Smith, 1999) I sought to affirm myself as a Māori 

woman, and to prioritise notions of self-determination, participation, empowerment 

and decolonisation and to acknowledge ‘[the] interconnectedness of physical, mental, 

emotional, and spiritual aspects of individuals with all living things and with the earth, 

the star world, and the universe’ (Lavallee, 2009, p. 23).  

 

This approach aligns with efforts by other Indigenous researchers abroad and at home 

in New Zealand to resist and oppose research located within the cultural preferences 

and practices of the Western world, with its history of initiating research and accessing 

research participants in ways that have maintained and perpetuated power 

imbalances. Indigenous Māori researchers (Bishop, 2005; Durie, 2004; Pihama, 

Cram, & Walker, 2002; Smith, 2012) claim that non-Indigenous research 

epistemologies have also demonstrated a preoccupation with neutrality, objectivity, 

and distance, emphasising these criteria to claim authority, representation, and 

accountability, and that Indigenous Māori knowledges and learning practices have 

been undervalued or belittled.  
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In critiquing research practices in New Zealand, Indigenous Māori scholars and 

academics have observed a social pathology that has implied, in all phases of 

research, an inability of Māori culture to cope and an assumption that Māori culture 

was and is inferior to the culture of the colonisers. Bishop (2011, p. 3). proposes that 

‘such practices have perpetuated an ideology of cultural superiority that precludes the 

development of power-sharing processes and the legitimisation of diverse cultural 

epistemologies and cosmologies’.  

 

The acknowledgement of the historical development of research as ‘a corporate, 

deeply colonial institution that is structurally embedded in society and its institutions’ 

(Smith, 2005, p. 101) is important. Indigenous peoples have been among the most 

studied in the world and knowledge production about Indigenous world views and 

realities has been obscured by the cultural and race bias of the non-Indigenous 

interpreter (Rigney, 2003). As Smith (2005, p. 87) proposes, many of the basic 

disciplines of knowledge are implicated in a process of ‘studying the Other and 

creating expert knowledge of the Other’.  

 

From the earliest contact and encounters where Indigenous peoples first came under 

the penetration and surveillance of Western science and imperialism, which Salmond 

(1991) has euphemistically described as ‘interpretative encounters’, the 

researcher/observer gaze has re-ordered and re-constituted Indigenous human 

beings into a state of perpetual crisis, and has objectified the ‘Other’, in a 
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dehumanising, disempowering process: ‘They Came, They Saw, They Named, They 

Claimed’ (L. Smith, 1999, p. 80). 

  

Because of this history, Indigenous ways of knowing about ourselves and our 

environment, which have managed to survive the onslaught of colonisation, have not 

been valued, represented or heard. Today, Indigenous communities are engaged in a 

struggle for representation, to construct their own storylines (Bishop, 2011) and ‘to 

participate in the construction, validation and legitimisation of knowledge’ (Bishop, 

1998, p. 201). This struggle is part of a global phenomenon in research and 

pedagogical advances that involves confronting Western exclusivity and racism, and 

mobilising epistemologies of southern scholars and Indigenous communities (Alamar 

& Glantz, 2006). The approach aligns with ecological principles, ethical cultural 

engagements and democratic decision-making that are bottom-up, rather than top-

down: 

 

‘Global meaning making represents a turn to a global politic involving cross-

cultural research and pedagogical engagements that acknowledge and 

capitalize upon cultural understandings and ways of knowing’ (Tierney, 2018, 

p. 397).  

 

These advancements are being led by a growing community of Indigenous 

researchers, academics and scholars around the world, who challenge and resist the 

history of exploitation, suspicion, misunderstanding and prejudice, and who are 



 

 

39 

actively seeking to decolonise Western epistemologies and to open up the academy 

to non-Western forms of wisdom, knowing, and knowledge production (Denzin, 2010).  

 

1.5 Colonisation and Indigenous Health 

 

A recent literature review (Griffiths et al., 2016) cited evidence from oral and political 

histories and social determinants frameworks, of the negative impact of colonisation 

on the health of Indigenous people in Australia. In short, the legacy of colonisation is 

social injustice: 

 

‘Colonisation deconstructs existing cultures, systems and structures resulting 

in ongoing unequal power distributions between Indigenous and non-

Indigenous people. This has devalued Indigenous ways of knowing and being 

in present day society’ (Griffiths et al., 2016, p. 19). 

 

Griffiths et al. propose that both colonisation and social injustice affect the health and 

wellbeing of Indigenous people and further, that current Indigenous health disparities 

are a legacy of historical and current factors impacting all levels of society, from 

individual to government. Specifically, those determinants that impact negatively on 

Indigenous health include trauma (especially intergenerational trauma) that manifests 

through racism (interpersonal and institutional), stress, prejudice and discrimination, 

lower socio-economic status, and higher incarceration rates.  
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A 2010 World Health Organization paper on Indigenous health reported that despite 

many achievements that have improved global population health, there is one 

consistent key marker of the impact of inequities in health status globally: for all 

Indigenous populations on their lands, in their countries, across the globe as a whole 

or within the wealthiest of nations, Indigenous peoples have poor health status (Pulver 

et al., 2010): 

 

‘Despite the vast difference in time and place, familiar stories of the colonisation 

experience and its lasting impact on the health status and challenges faced 

today in striving for recovery emerge as a shared legacy of unfinished business’ 

(Pulver et al., 2010, p. 7).  

 

In New Zealand, Canada, the United States and Australia, profound inequities exist 

between Indigenous and non-Indigenous populations in health status, socio-economic 

status, education, employment, environmental and social health and most other social 

determinants of health (Bramley, Hebert, Jackson, & Chassin, 2004; Griffiths et al., 

2016; Ring & Brown, 2003). These unacceptably large differences, which are 

particularly egregious in Australia, are exacerbated by persisting intergenerational 

grief and loss, some from the denial of the impacts of colonisation on Indigenous 

peoples, and others from harmful, dominating government.  

 



 

 

41 

For Indigenous peoples in Australia, government-sanctioned policies were used 

widely to progress colonisation and assimilation objectives. These included confining 

people on mission settlements, dispossession of people from their ancestral lands, 

banishment from country as punishment for misdemeanours and perceived wrongs 

and forced removal of Indigenous children (often referred to as the Stolen 

Generations) from their families and communities. Greater impacts and losses were 

experienced by Indigenous peoples in Australia compared to New Zealand, due to 

harsher government and settler interventions over longer periods of time (Council for 

Aboriginal Reconciliation, 1994; Department of Territories, 1967; Rowley, 1970; Tatz, 

1979).  

 

The significantly poorer health experienced by Indigenous peoples is symptomatic of 

the powerful relationship between health status and social, political and economic 

circumstances (Marmot, 2011; Marmot & Wilkinson, 2001). In particular, the forced 

removal of children and babies from their families (Young, 1998), their communities, 

their land and their birthright connections to the land (Gardiner-Garden, 1999) has had 

devastating effects. For example, survivors of the Stolen Generations have been 

reported as being more likely than other Indigenous Australians to smoke (Thomas, 

Briggs, Anderson, & Cunningham, 2008). Acknowledging the impact that invasion, 

imperialism, colonisation and policy have had on the Indigenous peoples of Australia 

(Sherwood & Edwards, 2006) is crucial in addressing the persistent, pervasive 

disparity in health outcomes today (Human Rights and Equal Opportunity 

Commission, 1997).  
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1.6 Confronting social norms and impacts on Indigenous 

Australians 

 

Smoking is increasingly concentrated among some population groups, a phenomenon 

which has been attributed to the presence of persistent inequalities involving complex 

social processes, resulting in a unique ‘social distribution of smoking’ (Poland et al., 

2006). In industrialised countries, reductions in smoking prevalence have been 

accompanied by a strong social gap and associated health inequality. While groups 

such as the World Health Organization emphasise the importance of exploring 

potential causal factors for smoking such as socio-economic context and position, 

more effort is needed within the context of Indigenous Australia. Chamberlain et al. 

(2017), in a recent overview of systematic reviews, found limited Indigenous-specific 

evidence of effective interventions for reducing smoking. However, multi-faceted 

interventions which incorporate Indigenous leadership, partnership and engagement 

and cultural tailoring were recommended by reviewers, as important strategies to 

address barriers.  

 

Of concern is that studies show lower socio-economic status (SES) groups, while 

having higher rates of tobacco use, are less likely to successfully quit and may also 

be less likely to intend or attempt to quit (Al-Delaimy, White, Gilmer, Zhu, & Pierce, 

2008). In Australia, Nicholson et al. (Nicholson, Borland, Davey, Stevens, & Thomas, 

2015) reported that existing comprehensive tobacco control programs appear to be 

motivating Aboriginal and Torres Strait Islander smokers to attempt to quit, however 
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they are less likely to sustain a quit attempt, especially for more disadvantaged 

smokers and those from remote areas.  

 

Critics of current tobacco control approaches have in recent years suggested that 

there seems to be a growing division between the target population of smokers and 

those who design health promotion interventions (Poland et al., 2006). A reluctance to 

engage with smokers, or difficulty in understanding what they think, feel or need has 

been highlighted (Bond et al., 2012) with some positing that tobacco control efforts 

may have unwittingly grown social, racial, class, educational, and other divisions 

between the target population (smokers) and those who design health promotion 

interventions (Poland et al., 2006). Solutions to prevent these unintended effects 

include planning with and involving the voices and participation of smokers to reduce 

the risk of resistance to or disengagement from tobacco control initiatives among 

socially disadvantaged and marginalised persons, including Indigenous Australians 

(McPhail-Bell, Bond, Brough, & Fredericks, 2015).  

 

In Australia, Mercer (2013) has identified the presence of cultural distance between 

Indigenous peoples and mainstream health services, a barrier for accessing health 

services and/or smoking cessation support. Freimuth and Mettger, as early as 1990, 

had begun to critique the use of pejorative language and labelling of some groups in 

society as ‘hard-to-reach’. These groups include people of low socio-economic status, 

ethnic minorities and people with low health literacy, who have been labelled as: 

‘obstinate, recalcitrant, chronically uninformed, disadvantaged, have-not, illiterate, 
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malfunctional, and information poor’ (Freimuth & Mettger, 1990, p. 232). Rather than 

focusing on the negative connotations of disadvantage or ‘lack’ among these groups, 

Freimuth and Mettger advocate for the need for greater insight into the values and 

beliefs of these groups in positive, creative conceptualisations, instead.  

 

More recently, Bond (2007, p. 67). points to evidence within public health of the 

existence of condescending, paternalistic or deficit attitudes associated with 

Aboriginality which ‘…creates or asserts unhealthy behaviours’. Citing Jones (1994), 

Bond highlights a public health and health promotion agenda that focuses exclusively 

on modifying cultural practices in black and minority ethnic groups, and that implies 

their culture is deficient, while at the same time ignoring wider structural deficiencies 

and barriers including racism: 

 

‘Rather than improving “the lot” of the target group, this approach ignores the 

broader structural forces that contribute to health inequalities in favour of victim-

blaming, thus contributing to further marginalisation’ (Bond, 2007, p. 68). 

 

The use of strength-based approaches to improve communication within tobacco 

control has also been considered by Gould (2014), who addresses the salience of 

messages for Indigenous smokers. She concludes this to be of importance to mitigate 

any cultural challenges and unexpected outcomes when developing culturally 

appropriate messages for Indigenous Australians (Gould, Stevenson, Cadet-James, 

& Clough, 2016). Findings from her research point to the need to acknowledge a 
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diversity of Indigenous Australian cultures, to collaborate and consult with local 

advisors on the choice of role models and to ensure that messages are suitable, for 

example that they are not too confronting.  

 

1.7 Denormalisation  

 

Well-meaning efforts to address the pervasive use of tobacco in Indigenous 

communities have harnessed denormalisation approaches, that seek to change the 

broad social norms around the use of tobacco by creating a social environment and 

legal climate in which tobacco use becomes less desirable, less acceptable and less 

accessible (Roeseler & Burns, 2010). ‘Denormalising’ tobacco use has become one 

of the cornerstones of the global tobacco control movement (Bell, McCullough, 

Salmon, & Bell, 2010). 

 

In seeking to reduce high smoking prevalence in Indigenous communities, there is a 

risk that a denormalisation agenda and the associated stigmatisation of already 

vulnerable and often geographically isolated groups may be seen to represent a 

modern-day tool of oppression. As Bell et al. propose, denormalisation policies seem 

to constitute, ‘an attempt to use stigma as an explicit tool to replace outright prohibition’ 

(Bell, Salmon, Bowers, Bell, & McCullough, 2010, p. 796). An added risk of utilising 

this approach is that it might attract firm resistance to all tobacco control efforts. Among 

Indigenous Australian informants, Bond et al. (2012, p. 565) found that ‘the health risk 
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narratives and the associated social stigma produced through anti-smoking 

campaigns formed part of a broader apparatus of oppression among Indigenous 

people, often inspiring resistance and resentment rather than compliance’. 

 

The term ‘denormalisation’, associated with the California Tobacco Control Program 

during the 1990s, sought to change the broad social norms around using tobacco – to 

‘push tobacco use out of the charmed circle of normal, desirable practice to being an 

abnormal practice’ (California Department of Health Services, 1998, p. 3). Lavack 

(2001) describes denormalisation of tobacco as all programs and actions that highlight 

the fact that tobacco use is not, nor should ever be, a mainstream or normal activity in 

our society and that the primary objective of this focus is to further reduce the 

percentage of people who smoke In recent years, tobacco control advocates and 

public policy makers began to explicitly pursue denormalisation, seeing it not simply 

as a ‘desirable consequence of other policy interventions but as a discrete policy goal’ 

(Feldman & Bayer, 2011, p. 88).  

 

The meaning of smoking has undergone sweeping changes, beginning in the early 

twentieth century, when smoking was considered a habit of the elite and was later 

enthusiastically taken up by the masses following mass marketing and mass 

production innovations by the tobacco industry. Over time, and particularly since the 

commencement of the twenty-first century, smoking has changed from being ‘a 

testament of fine manners to a demonstration of individual shortcomings’ (Feldman & 

Bayer, 2011, p. 80). These radical changes have transformed smoking and the 
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smoker; the former ‘fragrance’ has become foul and repulsive, the latter (the smoker) 

an object of scorn and hostility, and a pariah (Brandt & Rodin, 1997).  

 

Today, the transformation is complete: the smoking person has changed ‘from a whole 

and usual person to a tainted, discounted one’ (Goffman, 1963, p. 3) and those who 

smoke cast into the role of ‘deviant’ and ‘outsider’ (Thompson, Pearce, & Barnett, 

2007). As Chapman and Freeman (2008, p. 26), describe, the ‘relentless tide of bad 

news about smoking has carried numerous subtexts that have compounded smokers’ 

spoiled identities’. Reports showing a steady reduction in smoking prevalence rates in 

recent years (Davis, Wakefield, Amos, & Gupta, 2007; Roeseler & Burns, 2010) 

complement increased numbers of smokefree spaces and growing negative public 

sentiment about smoking, smokers and the tobacco industry (Al-Delaimy et al., 2008; 

Alamar & Glantz, 2006; Chapman & Wakefield, 2001). The results seem to justify the 

ongoing use of denormalisation approaches, although this stance is not without 

debate. 

 

While the ethics of using stigma to denormalise smoking is debated (Bayer, 2008a, 

2008b, 2010; Bayer & Feldman, 2012; Bayer & Stuber, 2006; Stuber, Galea, & Link, 

2008, 2009) the impacts on Indigenous Australian smokers who may reside in 

communities where smoking is the norm, is not well known. This is particularly 

important given that denormalisation policies have been noted as having the effect of 

‘sanctioning stigma implicitly directed towards a particularly segment of the population: 

the segment with least ability and/or willingness to quit’ (Bell, McCullough, et al., 2010, 
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p. 797). Concerns have been raised about public health programs with objectives of 

improving the health of the overall population leading to increasing health disparities 

between various social groups. Frohlich and Potvin advocate for public health 

strategies that use both population and vulnerable population approaches to 

interventions that couple the reduction in health disparities with the improvement of 

overall population health (Frohlich & Potvin, 2008). 

 

In New Zealand, commentators have recommended that particular attention be paid 

to disadvantaged, Indigenous and ethnic minority groups to prevent this effect 

(Blakely, Fawcett, Hunt, & Wilson, 2006). In Australia, criticisms about ‘the failure of 

mainstream anti-smoking interventions to reduce smoking rates amongst Indigenous 

people and a paucity of Indigenous-specific smoking interventions and evaluation into 

existing Indigenous smoking interventions’ have also been highlighted (Bond et al., 

2012, p. 565). Bond et al. warn about the practice of problematising and publicising 

Indigenous peoples’ health behaviours, and affirms the need to be cognisant of the 

very disadvantage and oppression that creates and entrenches Indigenous health 

inequalities. Bond in addressing the potential risk for victim-blaming reflects: 

 

‘I began to feel that health promotion in the form of health education was not 

empowering, but rather disempowering, to our mob. Under this system, we are 

seen as nothing more than a group of people who just don’t know what is good 

for us’ (Bond, 2005, p. 40).  
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A research agenda is required that disrupts a preoccupation with the proximal causes 

of disease and challenges a simplistic mindset that ‘poor behaviours lead to risk 

factors and disease, so we should intervene with individuals to put a stop to those 

behaviours’ (Baum, 2009, p. 163). Smoking occurs within the context of social 

complexities including class, gender, environment, occupation and life opportunities, 

including how much power and influence an individual, family or community may 

possess. A willingness to address these issues is required, especially should we seek 

to make inroads and improvements for the health and wellbeing of Indigenous 

Australians (Baker et al., 2006; Bond et al., 2012; Briggs et al., 2003; Cooper, 2011; 

Dawson et al., 2012; Johnston & Thomas, 2008; Maddox et al., 2013; Passey, D'Este, 

& Sanson-Fisher, 2012; Passey, Gale, & Sanson-Fisher, 2011; Wood et al., 2008) and 

is a message that is of relevance to all in tobacco control.  

 

Tobacco was initially introduced in New Zealand and Australia as a trade item, with a 

secondary function of facilitating the colonial encounter, creating dependency and an 

overnight market to meet demand. Over time, access to large quantities of imported 

tobacco increased and vigorous trading with Indigenous groups for land, resources 

and favours ensued. The government funded and sanctioned the use of tobacco in 

the form of regular rations of tobacco to Indigenous peoples as payment for labour In 

New Zealand; this ‘gift from a distant land’ was offered during initial contact with 

Indigenous groups to establish rapport toward an ongoing trade relationship. Over 

time, access to large quantities of imported tobacco increased in these nations and 

vigorous trading with Indigenous groups for land, resources and favours ensued. The 
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government funded and sanctioned the use of tobacco in the form of regular rations 

of tobacco to Indigenous peoples as payment for labour (Rowse, 1998). These rations 

were distributed at missions, cattle stations and ration posts (Brady, 2002) and in 

return, Indigenous peoples were required to remain in white settlements, work and 

attend prayer sessions. The distribution of rations continued until 1968 (Altman & 

Nieuwenhuysen, 1979): 

 

‘The underlying sentiment at most ration stations was that rations were given 

in exchange for giving up traditional lifestyles and adopting a “civilised” lifestyle’ 

(Cole, 1975; Ivers, 2002). 

 

Prior to first contact, Indigenous Australians had used wild tobacco plants (Nicotiana 

spp.) commonly known as pituri for chewing in Central Australia. and observations in 

1770, 1847 and 1861 confirmed its use (Ratsch, Steadman, & Bogossian, 2010). In 

other early reports, tobacco smoking in Northern Australia by Indigenous peoples, 

including the Yolŋu, dates back to the 1600s when it was introduced by Macassan 

fishermen to tribesman as a trade item (Brady, 2002; Brady, 2013; Low, 1987). 

Accounts of trading trips to East Arnhem Land report that from at least 1720 to 1906–

07, both tobacco and alcohol were used in exchanges between Yolŋu communities 

and Macassan prau fishermen. The impacts of these two drug substances were 

substantial and long-lasting:  
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‘Ŋanitji (alcohol) and ŋarali (tobacco) – the Yolŋu/Makassarese language terms 

– are firmly part of the intercultural experience of the region today... 

commemorated in song, ceremony and cosmology, in art and artefacts, and in 

handed-down stories and memories…’ (Brady, 2013, p. 147). 

 

Traditional tobacco use among Indigenous Australians has been well documented 

(Brady, 2002), however regular, daily use of tobacco for smoking was not common 

and occurred only after the colonisation process had begun, when tobacco had 

become more readily available (Ivers, 2002). In Arnhem Land from 1933, the Yolŋu 

region was brought under settler control through the establishment of Methodist 

mission stations at Yirrkala and Galiwin’ku. These missions developed as local service 

communities and were the focal point of initial post-colonial economic development. 

Despite these changes, the Yolŋu maintained close contact with their traditional clan 

estates (Morphy & Morphy, 2013). 

 

1.8 Indigenous Australians: Smoking and the National Picture 

 

Findings from the Aboriginal and Torres Strait Islander Peoples: smoking trends (1994 

to 2014–15) report (Australian Bureau of Statistics, 2017b) show that smoking 

prevalence decreased from 55% to 45% among Indigenous Australians aged 18 years 

and over from 1994 to 2014–15. Smoking initiation, as indicated by smoking 

prevalence among Indigenous Australians aged 15 to 17 years, also decreased from 
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30% to 17% over the same period. The annual decrease was faster for the period 2008 

to 2014–15 than for the period 1994 to 2004–05, which may be associated with 

increasing attention to and specific funding for Indigenous tobacco control since 2008 

(Australian Bureau of Statistics, 2017a). Successful smoking cessation (quitting) 

increased among Indigenous Australians aged 18 years and over from 2002 to 2014–

15, and increases were faster for Indigenous peoples living in non-remote areas 

(decreased from 48% in 2002 to 37% in 2014–15) than in remote areas (a decrease 

of only three percentage points over the same period, from 50% to 47.5%) (Scollo & 

Winstanley, 2018).  

 

While the proportion of Indigenous Australians who are current daily smokers has 

declined from 45% in 2008 to 39% in 2014 (Australian Bureau of Statistics, 2017c), in 

East Arnhem Land small convenience samples reported smoking prevalence between 

68% to 83% in men and 65% to 73% in women, with little change since the mid-1980s 

(Clough, MacLaren, Robertson, Ivers, & Conigrave, 2011). 

 

Tobacco is the leading modifiable risk factor contributing to the health gap between 

Indigenous Australians and non-Indigenous Australians (Australian Institute of Health 

and Welfare, 2016). A report released in 2017, showed that tobacco use accounted 

for 23% of the gap, and caused 93% of the lung cancer burden and 87% of the COPD 

burden (Australian Health Ministers’ Advisory Council, 2017). Efforts to increase life 

expectancy and to reduce smoking-related diseases among Indigenous Australians 

remains an important priority, and is consistent with global tobacco control strategy.  
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1.9 Global Tobacco Control Leadership: World Health Organization 

 

Tobacco is the single most preventable cause of death in the world today. In 2013, 

tobacco will kill more than five million people – more than tuberculosis, HIV/AIDS 

and malaria combined. By 2030, the death toll will exceed eight million a year and 

estimates show that tobacco could kill one billion people during this century (World 

Health Organization, 2008). In response to this challenge, the World Health 

Organization developed its first treaty, the Framework Convention on Tobacco 

Control (FCTC), as a regulatory strategy, which opened for signatory in 2003 in 

Geneva (World Health Organization, 2003).  

The WHO Framework Convention on Tobacco Control (WHO FCTC) was the first 

treaty negotiated under the auspices of the World Health Organization. It is an 

evidence-based treaty that reaffirms the right of all people to the highest standard of 

health. According to the official website for the FCTC, the convention represents a 

paradigm shift in developing a regulatory strategy to address addictive substances; 

in contrast to previous drug control treaties, the WHO FCTC asserts the importance 

of demand reduction strategies as well as supply issues (World Health Organization, 

2020). 
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The WHO FCTC was formed in response to the globalization of the tobacco 

epidemic. Contributing to this health-related crisis was a variety of complex factors 

and cross-border effects, including trade liberalization and direct foreign investment. 

Other dynamics such as global marketing, transnational tobacco advertising, 

promotion and sponsorship, and the international movement of contraband and 

counterfeit cigarettes have also led to a volatile increase in tobacco use. 

 

The FCTC strategy comprises price and tax measures to reduce tobacco demand, 

and non-price measures such as protection from exposure to tobacco smoke, 

regulation of tobacco products, packaging and labelling of tobacco products. Other 

features include social marketing campaigns, education and communication, training 

and public awareness. A specific focus on tobacco advertising, sponsorship and 

promotion is underscored, as are demand-reduction measures such as treatment for 

tobacco dependence and smoking cessation.  

  

A study in 2017 (Gravely et al., 2017) examined the association between highest-level 

implementation of key tobacco control demand-reduction measures of the WHO FCTC 

and smoking prevalence over the treaty’s first decade. The study found that among 

126 countries between 2007 and 2014, the implementation of key WHO FCTC 

demand-reduction measures was significantly associated with lower smoking 

prevalence, with future reductions in tobacco-related morbidity and mortality 

anticipated. 
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1.10 Australian Tobacco Control Program 

 

Australia, as a signatory to the FCTC, includes FCTC measures in its national tobacco 

control response. Anti-smoking social marketing campaigns and the establishment of 

Quitlines to provide smoking cessation support over the phone have been made 

available throughout most of Australia, in addition to price and tax measures to reduce 

demand, and restrictions on advertising and legislation to prevent harm from exposure 

to tobacco smoke. In December 2012, these measures were supplemented by further 

restrictions on tobacco industry advertising, by requiring all tobacco products to be 

sold in plain packaging with graphic health warnings. 

 

To address issues of access to smoking cessation support and cost, the 

Pharmaceutical Benefits Schedule (PBS) (Australian Government, 2019), subsidies 

are available for the following medications: Bupropion, Varenicline and Nicotine 

Replacement Therapy (NRT). NRT is available in the form of patches, and patients 

can access a course of Varenicline (12 weeks or 24 weeks) at a reduced price 

depending on eligibility and with a prescription from a general practitioner. Smokers 

who identify as Indigenous Australians can also qualify, under the PBS authority 

listing, for up to two 12-week courses per year of nicotine patches. Under this listing, 

participation in a support and counselling program is recommended but not 

mandatory. The price of nicotine patches for Indigenous Australians is further reduced 

through the Closing the Gap PBS Co-payment Program (Australian Government, 

2010a), which was implemented on 1 July 2010 (Commonwealth of Australia, 2010).  
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In 2012, the National Tobacco Strategy (Commonwealth of Australia, 2012) was 

released with the goal of improving the health of all Australians by reducing the 

prevalence of smoking and its associated health, social and economic costs, and the 

inequalities it causes. This strategy describes a robust commitment to reducing the 

social and health inequalities associated with tobacco use which includes, ‘a strong 

emphasis on working in partnership to reduce smoking rates among Indigenous 

Australians and other populations with a high prevalence of smoking’ (Commonwealth 

of Australia, 2012, p. 12). 

 

Explicit goals to further reduce the smoking prevalence among Indigenous Australians 

are being addressed as part of the COAG goal to halve the gap in mortality rates for 

Indigenous children under five (Commonwealth of Australia, 2018). The approach 

taken combines population-level strategies and approaches in tobacco control (such 

as measures to further reduce the affordability of tobacco products and 

comprehensive smokefree legislation and policies), as well as initiatives targeted 

towards Indigenous Australians such as the Government’s Tackling Indigenous 

Smoking program (see page 58).  

 

An important component of comprehensive tobacco control is social marketing, which 

is recommended for use in a combination of mainstream and Indigenous-specific 

content and messages, at both national and regional/local levels (Ipsos-Eureka Social 

Research Institute, 2010). Mass media campaigns for tobacco control use commercial 
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marketing techniques to influence and shift knowledge, attitudes and behaviours of 

individuals, groups, organisations and society.  

 

National media campaigns have been an important component of addressing smoking 

in Australia. Since 2005, television commercials have been used to deliver a range of 

messages, including negative health warnings for smokers and their families, with 

graphic images designed to shock and challenge. Commercials from 2007 began to 

use a more reflective approach comprising narrative testimonials of smokers as they 

experienced the physical impacts of smoking and their family members were impacted 

by illness, death and loss. By 2010, the focus included providing supportive messages 

to build smokers’ sense of self-efficacy and confidence to quit. Messages were about 

choosing a life without smoking, with stories of young people and women who 

successfully quit (Scollo & Winstanley, 2018). 

 

There is considerable evidence to show that social marketing and mass media are 

effective approaches (Ivers, 2011) however, campaigns that seek to connect with 

Indigenous Australian communities are still relatively new in this sector. 

Recommendations from research exploring the use of culturally-appropriate 

messages in tobacco control campaigns (Gould, 2014; Gould, McEwen, Watters, 

Clough, & van der Zwan, 2013; Gould et al., 2016; Gould et al., 2014) has 

recommended developing cultural understanding, fostering empowerment, and 

responding to local needs of Indigenous Australian communities.  
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1.10.1	Tackling	Indigenous	Smoking	National	Program	

 

In 2005, the Aboriginal and Torres Strait Islander Social Justice Commissioner, Tom 

Calma AO, released the Social Justice Report (Human Rights and Equal Opportunity 

Commission, 2005). The report called for the governments of Australia to commit to 

achieving equality for Indigenous Australians in the areas of health and life expectancy 

within 25 years. On 20 December 2007, the Council of Australian Government (COAG) 

– the peak intergovernmental forum comprising leaders of federal, state and territory, 

and local governments – committed to closing the gap in life expectancy between 

Indigenous Australians and non-Indigenous Australians and to being accountable for 

reaching this goal within a specific timeframe. High rates of unhealthy or risky 

behaviour including ‘substance abuse, alcohol and tobacco use’ were identified as key 

areas of concern (Human Rights and Equal Opportunity Commission, 2005, p. 10).  

 

The strategy initiated by COAG led to the Closing the Gap policy. In March 2008, 

government and non-government delegates to a National Indigenous Health Equality 

Summit signed a statement of intent, and in July, the Rudd Government established 

the National Indigenous Health Equality Council. In November of that year, COAG 

approved the National Indigenous Reform Agreement which set out six Closing the 

Gap targets. These included to close the life expectancy gap within a generation and 

to halve the gap in mortality rates for Indigenous children under five within a decade. 
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Closing the gap in life expectancy between Indigenous Australians and non-

Indigenous Australians was identified as a national priority (Council of Australian 

Governments, 2009) and chronic and preventable diseases were highlighted as areas 

that required the greatest action in addressing Indigenous health outcomes. States 

and jurisdictions around Australia received significant investment for Closing the Gap 

initiatives and the Indigenous Chronic Disease Package (ICDP) was established as 

part of the COAG National Partnership Agreement on Closing the Gap in Indigenous 

health outcomes (Australian Government, 2010b). In that year, the Australian 

Government also established a targeted program to reduce Indigenous smoking rates 

(Tackling Indigenous Smoking) with regional grants (Australian Government, 2017). 

The program was intended to support the role of primary health-care services in the 

delivery of brief interventions, and has incorporated nationwide media campaigns 

targeting Indigenous Australians as part of the National Tobacco Campaign: the Break 

the Chain, Don’t Make Smokes Your Story and Quit for You, Quit for Two (targeting 

pregnant women) campaigns.  

 

The Break the Chain media campaign, part of the National Tobacco Campaign 

(Australian Government Department of Health and Ageing, 2011), included television, 

radio, print, and digital advertising. An evaluation of the campaign found that it 

achieved a high level of overall reach, with almost all Indigenous respondents exposed 

to at least one element of the campaign and that two thirds of the overall target 

audience had taken action as a result of exposure (Orima Research, 2014). The 
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results supported the interest of Indigenous Australians in social marketing 

campaigns, and these represented opportunities for promoting behaviour change.  

 

In 2016, the Australian Government Department of Health launched a second 

Indigenous-focused anti-smoking campaign called Don’t Make Smokes Your Story, 

which used a positive tone to focus on the benefits of quitting, rather than just the 

consequences of smoking. An evaluation of the campaign was conducted that year 

(ORC International, 2016) and results showed that the campaign had provoked 

significant behaviour change among the target audience of Indigenous smokers and 

recent quitters of 15 years of age and older. As well, the evaluation found that many 

quit attempts had been made, and that there was an increase in the use of support 

tools including the My QuitBuddy app, Quitnow website and Quitline. 

 

The No Smokes Project is an interactive anti-smoking website with educational 

resources and tools developed for young Indigenous Australians, and the teachers 

and health practitioners who work with them. Originally developed by Menzies School 

of Health Research in 2010, the web-based resources included fact sheets, surveys, 

a blog, quit smoking video stories, interactive games, and quitting advice. An 

evaluation of the project was conducted in 2012 (Bell, 2012) and the results showed 

that the interactive products were liked by the target audiences, were likely to be 

shared virally via friend and family networks, were viewed multiple times and that they 

triggered desired emotional responses among viewers. Recall of messages was likely 

for facts-based products and for ‘hard-hitting’ or personally relevant messages.  
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The Talking about the Smokes project (Nicholson, Borland, Sarin, Wallace, & Thomas, 

2015) provided evidence that most Indigenous Australian smokers remembered 

recently seeing an anti-tobacco television advertisement; just under half recalled 

targeted (featuring an Indigenous person or artwork) advertising and about one in six 

remembered seeing local, targeted advertising. Frequent recall of warning labels, 

news stories, and advertising was associated with concerns about health and wanting 

to quit, and this relationship was stronger for local and targeted advertising. These 

results support the use of both mainstream and targeted campaigns in inspiring 

quitting-related intentions and behaviours among Indigenous Australians.  

 

The Tackling Indigenous Smoking program included establishing a national network 

of regional tobacco coordinators and tobacco action workers who undertake a range 

of community-based smoking prevention and cessation support activities tailored to 

local Indigenous Australian communities. In tandem with these activities, the Council 

of Australian Governments (COAG) had pledged to progress strategies to tackle 

Indigenous disadvantage, and had identified six high level targets for closing the gap 

between Indigenous and non-Indigenous Australians. On 29 November 2008, COAG 

agreed to an historic $1.6 billion National Partnership Agreement (NPA) on Closing 

the Gap in Indigenous Health Outcomes to address the first of the COAG Closing the 

Gap targets: to close the life expectancy gap within a generation. The 

Commonwealth’s contribution to the Indigenous Health NPA was the $805.5 million 

Indigenous Chronic Disease Package (ICDP) funded over four years from 2009-2013. 
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The aims of the ICDP were to: tackle chronic disease factors, specifically smoking; 

improve chronic disease management and follow-up care; expand and support the 

Indigenous health workforce (Wallace et al., 2010). 

 

In 2013 (Menzies School of Health Research, 2013) an evaluation of the Indigenous 

Chronic Disease Package (ICDP) reported evidence of a range of important local-level 

activities being supported and delivered by the new workforce. These included brief 

interventions, support for access to Quitline, provision of information on NRT, social 

marketing and health education and skill development. The report also highlighted that 

the Regional Tackling Smoking and Healthy Lifestyle teams working in this priority 

area needed to be more strongly linked with primary health-care teams in some sites. 

The evaluation also found that the existing workforce was not well engaged in health 

promotion and that there was a lack of recording in the clinical records of risk factors, 

including smoking status. Community awareness of the Regional Tackling Smoking 

and Healthy Lifestyle teams was also reported to be low in some sites, which may 

have been due to the large geographic areas covered by some of the teams. 

 

In 2016, regional tobacco control grants to support multi-level approaches to tobacco 

control, locally designed and delivered, became available (Tackling Indigenous 

Smoking (TIS), 2016). To support grant recipients, a National Best Practice Unit 

(NBPU) was established to gather evidence for resource sharing, information 

dissemination, advice and mentoring, workforce development, and monitoring and 

evaluation (Ninti One, 2019). The program has also included a National Coordinator, 
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Professor Calma, and additional resources to existing Quitline services and provision 

of frontline community and health worker brief intervention training.  

 

In 2017, a mid-term evaluation of the TIS program was conducted (Department of 

Health, 2017) with the 37 organisations (grant recipients) who had received three-year 

funding to undertake multi-level approaches to tobacco control. The evaluation 

reviewed the range of evidence-based tobacco control activities delivered and focused 

on measurable outcomes of the program to reduce smoking prevalence. Using both 

quantitative and qualitative measures, the evaluation found that all grant recipients 

were primarily focused on planning for, and/or delivering, targeted and tailored 

activities that directly address smoking prevalence within communities. For some 

grant recipients, broader health promotion activities without a clear link to tobacco 

reduction had reduced significantly and for others, the integration of healthy lifestyle 

and tobacco control strategies had been successful.  

 

Recommendations from the report included actively brokering partnerships and 

leveraging relationships within communities, engaging with priority groups such as 

pregnant women, further exploration of smokefree environments and strengthening 

partnerships with Quitline.  

 

In 2018, a final evaluation of the TIS program was undertaken (Mitchell, Bandara, & 

Smith, 2018) to assess the level of change that had occurred, the fit between the TIS 

program and the needs of Indigenous Australian communities and how well the TIS 
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program is progressing towards achieving the long-term outcomes. The evaluation 

concluded that grant recipients had engaged effectively with communities in 

consultation and collaboration leading to increased community involvement and 

support. The adoption of a localised, multi-level approach was found to have led to an 

increased focus on priority groups (including young people and pregnant women), 

increased leadership and advocacy role of community leaders, and increased 

understanding of the health impacts of smoking and of quitting pathways. As well, an 

increase in smokefree homes, workplaces and public spaces was reported.  

 

Improving access to culturally appropriate support to quit was found to be a key focus 

of the grant recipients with provision of one-on-one support or through a smoking 

cessation group, including referrals to Quitline. In rural and remote areas, the 

evaluation found that one-on-one support was the preferred option for many 

community members. A key finding of the evaluation was the increased focus on 

outcomes for grant recipients to improve data collection systems by embedding 

measures into existing electronic health records and integrating health promotion and 

clinical practice.  

 

The evaluation concluded that the TIS program had been successful in meeting its 

short-term outcomes and consistent with the mid-term evaluation, and recommended 

that the TIS program continue. In meeting its short-term outcomes, the TIS program 

was found to be on track to achieving its medium-term and long-term outcomes, which 

include: ‘the reduction in exposure to second-hand smoke and a reduction in the gap 
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in prevalence of smoking between Indigenous peoples and non-Indigenous people’ 

(Mitchell et al., 2018, p. ix). 

 

While previous evaluations have identified opportunities to further advance progress 

in addressing the disproportionately high prevalence of smoking by Indigenous 

Australians, stigma associated with tobacco control denormalisation has not been 

explicitly examined. Similarly, the importance of Indigenous leadership has been 

asserted, but not examined in any depth. 

 

1.11 Other Indigenous Australians’ Resources and Programs 

 

The Talkin’ Up Good Air tobacco control resource kit (Centre for Excellence in 

Indigenous Tobacco Control, 2007) was developed for Indigenous Australian 

communities to encourage community action. Presented as a practical resource for 

Indigenous Australian communities – whether urban, rural or remote – the kit aimed 

to assist and support these communities to tackle the burden of smoking. The kit 

emphasised the need for Indigenous Australian leaders or ‘quit smoking’ role models 

to tell their stories as a culturally appropriate and emotionally supportive method of 

encouraging smoking cessation.  

 

In NSW and Queensland, SmokeCheck (Hearn et al., 2011) was established to enable 

health professionals to deliver a culturally-specific smoking cessation intervention and 
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to potentially improve opportunities for Indigenous clients to make a quit attempt. The 

brief intervention program was developed to identify, encourage and support 

Indigenous Australians who smoke tobacco to make healthy behaviour changes and 

is based on the trans-theoretical model (Prochaska & Velicer, 1997) and motivational 

interviewing. Established in 2005, an evaluation (NSW Department of Health, 2010) 

described the training program as having reached a high proportion of employees who 

work with Indigenous Australian clients with sufficient intensity to achieve a statistically 

significant, positive impact on their knowledge, skills and confidence. The report 

emphasised the need for organisational development on the part of health services to 

ensure that smoking cessation became a standard component of Aboriginal Health 

Workers’ and other health professionals’ clinical and health promotion roles. 

A systematic review of trends in Indigenous Australian tobacco research from 2004 to 

2013 (Robertson, Stevenson, Usher, Devine, & Clough, 2015) found that, despite a 

surge in research output from 2008 relating to Indigenous tobacco control, few 

intervention studies were conducted to inform efforts to reduce tobacco-related health 

disparities. The study found that rigorous evaluation of secondary prevention 

programs and comprehensive community-wide programs, was needed for tobacco 

action initiatives for Indigenous Australian communities.  

1.12 Tobacco Control Programs in East Arnhem Land 

1.12.1	Top	End	Tobacco	Project	

The Top End Tobacco Project was a five-year research project in three remote 

communities in Arnhem Land, funded by the National Health and Medical Research 
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Council (NHMRC). It was implemented by James Cook University in collaboration with 

local acute and primary health-care services, Tackling Smoking and Healthy Lifestyles 

regional teams and local community groups.  

 

Project outcomes from the program included the production of local resources and 

information in Yolŋu Matha, a book called Short Ones: tobacco stories from Arnhem 

Land (Robertson, 2011) and two tobacco surveys (2008 and 2011) to provide accurate 

smoking prevalence data in three remote East Arnhem Land communities (Robertson, 

2008). Results reported in 2013 (Robertson et al., 2013) showed extremely high rates 

of smoking persist: 71%, 78% and 82% of those interviewed in the three communities.  

 

The survey found that more than half of the smokers were either thinking about or 

actively trying to quit despite limited access to appropriate support. Among former 

smokers, the most common motivator for quitting was health concerns and of these, 

22% specifically mentioned receiving advice from a clinician, usually a doctor. The 

study recommended that general practitioners and their colleagues in similar primary 

health-care settings should take every opportunity to make a significant impact on 

reducing harms related to smoking and environmental smoke. 

 

Despite high levels of engagement throughout the research, feedback from members 

of the community and the local workforce included a perception of a lack of tobacco 

control activities and events in these remote communities (Robertson, 2008). The 



 

 

68 

results of the 2008 and 2011 surveys, which showed no change in smoking 

prevalence, highlighted the need for ongoing efforts in the region. 

 

1.12.2	Yaka	Ŋarali’	Tobacco	Control	Program	–	Miwatj	Health	Aboriginal	

Corporation	

 

A 2012 evaluation of the Miwatj Health Tackling Indigenous Smoking project, Yaka 

Ŋarali’ Tobacco Control Program (Hefler, 2012), found that the project had achieved 

high reach in the East Arnhem region, and that the social marketing of the Yaka Ŋarali’ 

brand had been successful in raising awareness and buy-in for smokefree identity. 

Feedback from informants highlighted the importance of having the program linked to 

other activities such as sport and healthy lifestyles. A high level of community 

participation, particularly in the development of culturally appropriate resources, was 

also considered to be a positive, empowering effect of the project. to the evaluation 

report recommended extending and expanding the project to other regional areas, and 

increased support for Yolŋu Tobacco Action Workers in training and development. The 

report also encouraged the establishment of referral pathways for better coordination 

between clinical and community-based quit smoking support. 

 

An important issue raised by Hefler, was the development of multi-stakeholder working 

groups in hub communities where Tobacco Action Workers resided. The notion that a 

more coordinated approach to tobacco control which involves local, Yolŋu leadership 

is an important one, and aligns to aspirations of self-determination, autonomy and an 
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empowerment approach to improving health outcomes by reducing smoking 

prevalence. 

 

Capacity building to mobilise community stakeholders and to facilitate culturally-

sanctioned change and prevention strategies has been highlighted in the literature 

(Cargo et al., 2011). Despite this, involvement of Elders and leaders in Indigenous 

Australian communities as a culturally-relevant resource for health, is currently 

underused and underexamined (Varcoe, Bottorff, Carey, Sullivan, & Williams, 2010). 

A leadership construct in Australia has been founded upon what Smith and Wilson 

(Smith & Wilson, 2002) call, ‘the mythology of egalitarianism’, which has allowed the 

embodiment of discrimination and promoted the denial of immigrant and Indigenous 

Australians’ experiences. It is my position that Australia’s egalitarianism is centred 

around a principle of ‘sameness’ but that ‘sameness’ is unequal between Whites and 

other groups.  

 

A definition of leadership that offers an alternative to the mainstream construct is 

located within Ivory’s analysis of Indigenous Australians’ modalities of governance 

(Ivory, 2008). Operating in a ‘flexible field of authority’, leadership is seen to comprise 

relatively fluid networks in which leaders operate as core nodes (Hunt, Smith, Garling, 

& Sanders, 2008).  

 

‘These nodal leadership networks serve to satisfy the duality of a 

simultaneously egalitarian and hierarchical society. However, the networked 
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leadership model has been barely perceived or understood by those outside it, 

much less engaged with. Ivory [pleads] for a mutual appreciation of the 

systemic differences as a basis for moving forward. He emphasises the 

contemporary significance of the clan unit…the enduring way that clans 

cooperate together, and the positive ongoing role of the local world view within 

their governance system’ (Hunt et al., 2008, pp. 17–18). 

 

Developed from a summary of paradigms of Indigenous Australians’ leadership, Ivory 

proposes that in Australia, the model comprises key characteristics. Firstly, it is 

founded on group-based structures such as kinship, marriage and social bonds, and 

may also be hierarchical.  

 

Secondly, it is constructed and practised among groups with regional variations, and 

is highly contextualised and gender-specific. Within this frame, men (and women) 

commence their leadership ‘training’ from an early age  and such socialisation 

continues through life. Finally, the concept acknowledges the accumulation and 

acquisition of leadership as a process that encompasses factors such as age, gender, 

knowledge and personal attributes that enable the development of social ties, through 

reciprocal obligations that can lead to ‘complex networks of authority and 

power…influenced by contemporary arrangements and resources’ (Ivory, 2008, p. 

237). 

 



 

 

71 

Ivory concludes the importance of recognising and celebrating the resilience of 

Indigenous Australians’ leadership, and acknowledging that leadership and authority 

structures need to be relevant and authentic to the context in which leadership is 

operating.  

 

Ivory’s leadership framework was an important influence in helping me to 

conceptualise the various attributes of smokefree leadership within the context of this 

study and how Elders and leaders raise the issue of smoking within their families and 

communities.  

 

1.13 Summary of Thesis Chapters 

 

I began my research journey by posing the following questions for investigation: 

 

• How are Yolŋu leaders influencing smoking behaviour change in these 

communities and how might this be improved or expanded?  

• How do Yolŋu smokers and non-smokers perceive tobacco control 

denormalisation strategies and what are their experiences? In particular, how 

do they perceive any resultant stigmatisation?  

• What are the impacts and perceptions of a regional Tackling Indigenous 

Smoking project delivered by Yolŋu Tobacco Action Workers and to what extent 

has the service been utilised in the remote communities by Yolŋu smokers? 
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The next chapter, Chapter 2, describes my research methodology and introduces the 

first of four articles which have been published during my candidature.  

 

The first article: Decolonising Research Methodologies in East Arnhem Land (Tane & 

Harwood, 2017), is a reflective piece that describes my personal journey of learning 

through observations and discussions with Yolŋu participants. They shared their 

values, expectations and obligations associated with ŋarali’ [tobacco], which over time, 

have become interwoven with Yolŋu ceremony. The article explores the use of a 

grounded theory methodology, undergirded by an Indigenous research agenda 

whereby data collection, analysis and interpretation was undertaken alongside two 

Cultural Mentors, a key contribution to facilitating community involvement and 

engagement.  

 

The second article (Chapter 3), An evaluation of the ‘Yaka Ŋarali’’ Tackling Indigenous 

Smoking program in East Arnhem Land: Yolŋu people and their connection to ŋarali’, 

focuses on a regional Tackling Indigenous Smoking program, Yaka Ŋarali’, in East 

Arnhem Land. Interviews with 22 Yolŋu and 7 non-Yolŋu informants were conducted 

and analysed using three a priori categories: Yolŋu trying to quit smoking (interest in 

quitting, access to support), the Yaka Ŋarali’ program (efficacy and recognition) and 

Yolŋu workforce (roles and responsibilities). Results showed a ‘tight’ connection to 

ŋarali’ [tobacco] from cultural, historical and traditional origins, with informants calling 
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for more involvement in the design and delivery of activities and resources associated 

with the program.  

 

The third article (Chapter 4), Smokefree leadership among the Yolŋu peoples of East 

Arnhem Land, Northern Territory: a qualitative study (Tane, Hefler, & Thomas, 2019) 

examined smokefree leadership among the Yolŋu people, and found despite 

disproportionately high smoking prevalence, that Yolŋu health workers and community 

members enacted smokefree leadership within their families, homes and workplaces. 

While there was broad concern about not impinging on the autonomy of others, Yolŋu 

health workers regularly advised clients, family and community members to quit 

smoking. The article called for ongoing engagement with existing smokefree leaders, 

within the social context in which ŋarali’ is valued and used and the need for respectful 

and careful consideration of the traditional connection with ŋarali’.  

 

The fourth article (Chapter 5), Do the Yolŋu people of East Arnhem Land experience 

smoking related stigma associated with local and regional tobacco control strategies? 

An Indigenous qualitative study from Australia addressed concerns that tobacco 

control activities to denormalise smoking may lead to stigma in already disadvantaged 

communities with high smoking prevalence. Interviews with Yolŋu informants explored 

their experiences, observations and perceptions of smokefree environments, 

television and media advertising, and smoking cessation support. Although the study 

confirmed that in these remote communities, tobacco control denormalisation is not 

leading to stigma, some clinical consultations and interactions may have led to feelings 
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of smoking-related shame among Yolŋu health workers who smoked. A key finding 

was the importance of caring, trusting relationships between health professionals, 

Yolŋu staff and Yolŋu smokers, and having the right people communicating the right 

messages to smokers. This approach was essential to mitigate or eliminate the risk of 

causing shame when raising the issue of smoking in clinical consultations with Yolŋu 

smokers.  

 

Chapter 6 summarises key findings, and discusses their implications and how the 

research has contributed to the body of knowledge. The discussion also identifies 

possible directions for future research and exploration. In closing, I revisit my earlier 

intention to uphold an Indigenous research agenda and to reflect on whether I have 

been able to do so, as I had originally proposed. 
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Chapter 2  

2.1 Methodology 

 

While in the early stages of writing up the research, I had been invited, as an 

Indigenous researcher, to submit an article to a publication as part of a special edition 

that focused on decolonising research methodologies. This was an opportunity to 

describe my own journey and learning in terms of the methodological approach taken 

for the research. The published article in this chapter is a reflective piece, written 

immediately after data collection and initial analysis. This reflection outlines my beliefs 

and aspirations as an Indigenous researcher, and my choice of a qualitative approach 

to seek insight and understanding from Yolŋu individuals, family members, leaders 

and employees of health services. 

 

My approach aligned with an increasing number of Indigenous scholars and 

academics who call for Indigenous research, which ‘focuses on the lived, historical 

experiences, ideas, traditions, dreams, interests, aspirations and struggles of 

Indigenous Australians…[contributing] to methodological reform for social justice’ 

(Rigney, 2003, p. 43). I was informed by the work of Professor Linda Tuhiwai Smith, a 

well-known Māori academic and author of the seminal text, Decolonizing Research 

Methodologies (Smith, 1999). She has advocated for the decolonisation of research, 

in a positive and more inclusive social vision toward development and self-

determination. She describes research as, ‘a potential means to reclaim languages, 
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histories, and knowledge, to find solutions to the negative impacts of colonialism and 

to give voice to an alternative way of knowing and of being’ (Smith, 2005, p. 91).  

 

Influenced by the writings of Professor Norman Denzin, considered by some to be the 

‘Father of Qualitative Research’ (Johns, Shing-Ling, & Terlip, 2014), I wanted to pay 

attention to the politics and ethics of research and evidence, acknowledging the value 

of qualitative work in addressing matters of equity and social justice (Denzin, 2009). 

Denzin advocates for a model of research that is ‘disciplined, rigorous, thoughtful, 

reflective inquiry’ (Denzin, 2009, p. 153), believing that understanding the world as it 

is from subjective experiences of individuals, leads toward transformation and justice 

(Preissie, 2006).  

 

The stories, beliefs and values of the participants concerning ŋarali’ [tobacco], the 

social context where it is regularly shared and used, and the cultural traditions that are 

observed involving tobacco, especially during funeral ceremony, were reported as 

being key elements associated with Yolŋu identity. The research design needed to 

accommodate and integrate these aspects, and as such, a culturally appropriate and 

respectful approach was adopted. What became clear was that the research was not 

just about smoking. 
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2.2 Setting 

 

From 2013 to 2015, I was employed by two Aboriginal Health Services in East Arnhem 

Land, and through these organisations, gained access to the various remote 

communities throughout the region, to conduct my research and data collection. Travel 

to these locations was by four-wheel-drive vehicles on gravelled roads, or by light 

aircraft. Seasonal conditions intermittently made travel difficult when roads were 

closed due to rain or storms, and on occasion, bush fires prevented travel to some 

areas. This was the environment where my informants resided and access to these 

communities was by permit, or in my case, allowed because of my local employment. 

Permits are issued by the Northern Land Council and this is designed to, ‘help protect 

the privacy of Aboriginal communities, to preserve Aboriginal environment and to 

promote visitor safety’ (Northern Land Council, 2019). 

 

The study involved individual and small group interviews and focus group discussions 

which took place in seven remote East Arnhem Land communities, with prior 

permission by local Elders and leaders. Informed consent was obtained from 

participants and a review of extant literature, pertaining to Indigenous tobacco control 

in Australia at a local and regional level was undertaken, to explore alternatives and 

to compare findings from the data to current approaches (see East Arnhem Land map, 

page 93).  
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Map	of	Research	Sites	(in	blue):	Talking	about	Smoking	in	East	Arnhem	Land'	

(2014-15)	

 

Source: Buku Larnggay Mulka Centre, location of north-east Arnhem Land and the 

Yirrkala region. Buku-Larrnggay Mulka Centre (Cartographer). (2016). Location of 

north-east Arnhem Land and the Yirrkala region. Retrieved: 

http://www.artgallery.nsw.gov.au/media/uploads/images/2013/12/10/Yirrkala_region.

png. 
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The research methodology was intended to involve Yolŋu peoples in all stages of the 

study: data collection, analysis, interpretation and shared meaning making were 

processes that involved two Yolŋu Cultural Mentors, who provided insight, language 

interpretation and translation, and who advised on all aspects of communication with 

Yolŋu participants and leadership. Qualitative semi-structured interviews were 

conducted, and interview recordings were later transcribed by the candidate, for 

coding and analysis. During this latter process, a Cultural Mentor was contacted, and 

discussions and negotiated meaning making were key to the analysis process, in face-

to-face meetings (which were also recorded, transcribed and analysed), or by phone. 

 

In these remote communities, English may be a third or fourth language and most 

Yolŋu peoples speak at least one Yolŋu Matha language. For this reason, student 

funds were allocated to the Cultural Mentors, who worked part-time with the candidate 

for all interviews, and during analysis stages. Interviews of between 40 and 60 minutes 

were conducted in a range of settings – on the verandas of health clinics, in consult 

rooms, under trees, and in the homes of the candidates – in a mixture of English and 

a Yolŋu Matha language, to provide optimal conditions for open discussion, clarity and 

sharing among the Yolŋu participants.  

 

2.3 Recruitment and Sampling 

The process of recruitment began with an introduction to the Elders and leaders of 

each community, to ask permission to undertake the research in the community, and 
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only after approval had been obtained did the inquiry begin. My initial encounter with 

the Elders was an important time to answer their questions and to offer an overview 

of the interview questions, and the aims and outcomes of the research. A relaxed, 

‘yarning’ conversation was held in each community with Elders, who also politely and 

gently probed into my background, history and presence in East Arnhem Land.  

 

With their support, I began the data collection in each of the seven communities with 

purposeful sampling of their group, including smokers and non-smokers. By including 

the Elders in the first wave of inquiry, the community were aware of their participation 

and this encouraged others to join (Bagnasco, 2014; Charmaz, 1990). This type of 

referral by initial contacts for other people to join the study, is a type of ‘snowball 

sampling’ and occurs naturally due to the close, familial and interpersonal relations 

and connections within these remote Yolŋu communities (Shaghaghi, Bhopal, & 

Sheikh, 2011).  

 

With advice and guidance from the Cultural Mentors, the recruitment process 

proceeded, in language and with the observance of cultural protocols, so that all 

participants and the leaders of the community were invited to contribute and were 

aware of the research inquiry. This approach is consistent with a decolonising 

methodology that seeks to be ‘culturally responsive [where] research practices [are] 

developed. Such practices locate power within the indigenous community. What is 

acceptable and not acceptable research is determined and defined from within the 
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community. Such work encourages self-determination and empowerment’ (Bishop, 

2005; Denzin, 2010).  

2.4 Data Analysis 

The study began as a grounded theory study, to seek out and conceptualise the latent 

social patterns and structures through the process of constant comparison of concepts 

derived from interviews (Glaser, 1978). Data analysis began as soon as the first 

interview was conducted, recorded and transcribed, and continued in parallel with 

ongoing data collection throughout the project, to allow iterative development of 

theoretical concepts. The method begins with an inductive approach to generate 

substantive codes from the data, later developing theory to guide where to go to next 

and which, more-focussed, questions to ask. This method is ideal for exploring 

fundamental social relationships and the behaviour of groups and the contextual 

factors that affect individuals’ lives (Calman, 2006). The final product of a grounded 

theory (GT) study is the development of a theory or theoretical framework.  

 

I completed many waves of analysis of the interview data using GT, however I became 

increasingly frustrated with my progress and the rather ‘elusive’ and inconsistent 

process associated with building up ‘theoretical insights’ (Breckenridge & Jones, 

2009). This I discovered, was one of the challenges associated with being a novice 

researcher (Glaser, 2009). However, after almost 12 months of grappling with the 

method, I could not find consistency and clarity using this approach.  
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I questioned whether this was because I was interpreting the data of Indigenous 

participants in language that had been translated and interpreted by others, or whether 

it was, as had been raised by Denzin, that ‘critical theory, and grounded theory, without 

modification, will not work within indigenous settings’ (Denzin, 2007, p. 456). The form 

of Indigenous GT inquiry that Denzin and others (Bishop, 1998; Smith, 2005) describe 

was intended to be ‘collaborative, participatory and [is] characterised by the absence 

of a need to be in control…where a primary goal is the compassionate understanding 

of another’s moral position’ (Denzin, 2007, p. 457).  

 

I experienced some reservation about the use of GT in relation to the consultation and 

development phases of my research, as my inquiry questions had not evolved from 

community participation, but rather were pre-selected before semi-structured 

interviews were conducted. The questions explored: Yolŋu trying to quit smoking 

(interest in quitting, access to support); the Yaka Ŋarali’ program (efficacy and 

recognition); Yolŋu workforce (roles and responsibilities). 

 

I was conscious that as a novice or naïve researcher, I might restrict my inquiry to 

these preconceived categories (Holstein & Gubrium, 2003) and miss the insight and 

substantial experience of participants. To address this, I incorporated the use of open-

ended questions to explore aspects of Yolŋu daily living and the context in which 

smoking occurs. These conversations were recorded and analysed through open 

coding, so that the voices of Yolŋu participants were represented and valued. I 
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completed my final round of analysis using the Framework Method (FM) in a hybrid 

model that provided the clarity of meaning I had been struggling to find. 

 

The FM methodology is not aligned with an epistemological, philosophical or 

theoretical approach, but sits within a broad range of methods including thematic 

analysis or qualitative content analysis. It is a flexible tool to generate themes during 

analysis of interview transcripts, using predetermined categories in a deductive 

approach. During analysis, commonalities and differences in qualitative data, focusing 

on associations between different aspects of the data, describing, and explaining 

interpretations and conclusions, clustered around themes, are used. Although 

individual interviewees may have diverse views or experiences in relation to each 

topic, the FM allows analysis of these differences and similarities to be coded, 

compared and contrasted (Gale, Heath, Cameron, Rashid, & Redwood, 2013).  

 

2.5 Symbolic Interactionism 

My approach to the research was informed by symbolic interactionism and an intention 

to make sense of the world from the unique perspective of the participants. Citing 

Charmaz (1995) Guba and Lincoln (1994) and Schwandt (1994), Holstein and 

Gubrium summarise this approach as one that ‘explicitly provides an interpretive 

portrayal of the studied world, not an exact picture of it’ (2003, p. 7). The intention is 

to learn participants’ implicit meanings of their experiences and during grounded 

theory analyses, these are viewed as constructions of reality, negotiated and 
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developed through interactions with others. Acknowledgement is also made that the 

researcher is affected by and enters the world of the participants, in this process of 

meaning making.  

 

Symbolic interactionism (SI) was developed to understand the operation of society 

from the ‘bottom up’, with a focus on micro-level processes during face-to-face 

encounters as being paramount in understanding and viewing society. The individual 

is conceived as agentic, autonomous, and integral in creating their social world using 

language and significant symbols in their communication with each other (Carter & 

Fuller, 2015).  

 

Based on the work of Blumer (1969), the basic tenets of SI are (paraphrased): that 

individuals act based on the meanings objects have for them; interaction occurs within 

a particular social and cultural context based on individual meanings; meanings 

emerge from interactions with other individuals and meanings are continuously 

created and recreated through interpreting processes during interaction with others. 

 

My inquiry into the meanings that Yolŋu attribute to ŋarali’ [tobacco] incorporated SI, 

to explore the concepts of smoking, and ŋarali’ which have evolved over time through 

culture, tradition, language and societal structures (with the existence of two moieties 

– Yirritja and Dhuwa). An SI lens helped me to maintain focus during the research, 

and to ensure consistency and faithfulness in ‘holding’ or defining the various Yolŋu-

informed concepts. This approach enhanced quality during all phases of the study, 
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including the fieldwork and data analysis. In doing so I was able to move beyond the 

a priori categories set at the beginning of the research, and to stay close to the 

fundamental principle of induction of qualitative research (Handberg, Thorne, 

Midtgaard, Vinther Nielson, & Lomborg, 2015). SI guided the exploration of individually 

constructed meaning, within co-constructed social experiences, which was crucial to 

the research, given that smoking is a highly social utility among the Yolŋu.  

 

2.6 Publication in Learning Communities, Charles Darwin 

University 

 

The article is inserted from the published PDF, as follows: 

 

Tane, M., & Harwood, M. (2017). Decolonising Research Methodologies in East 

Arnhem Land. In D. Hohaia, L. Hall & N. Emmanouil (Eds.), Decolonising Research 

Practices (pp. 48–68). Darwin, NT: Northern Institute, Charles Darwin University. 
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Abstract

‘Talking About Smoking in East Arnhem Land: Denormalisation, Stigmatisation and Leadership’ 
was a research project that began in 2014 in East Arnhem Land, amongst the Yolŋu peoples. 
The study revealed a wealth of deeper meanings and beliefs about ŋarali’ or tobacco within 
the context of Yolŋu tradition, history and culture. In this reflective piece, the primary author 
describes a personal journey of learning through observations and discussions with Yolŋu 
informants who shared their values, expectations and obligations associated with ŋarali’, 
which over time, have become interwoven with Yolŋu ceremony. 

Dedication

Qualitative research was considered to be the most appropriate methodology to seek insight 
and understanding from Yolŋu individuals, family members, leaders and employees of health 
services about ŋarali’ (tobacco). Yolŋu informants were interviewed in clinics, on verandas, 
under trees outside their homes, and in the home of the researcher, who together with two 
Cultural Mentors (CMs) sought to create spaces where Yolŋu informants were at ease, and felt 
comfortable to discuss the issue of smoking. In these places, they offered their perspectives 
on the cultural aspects of ŋarali’ (tobacco) and the responsibilities associated with maintaining 
its traditions. The Cultural Mentors gave invaluable support, taking charge of recruitment, 
and facilitating meetings with informants, Elders and leaders prior to and during the study. In 
addition, they helped the author review the audio recordings from interviews before analysing, 
interpreting, translating and negotiating shared and attributed meanings of words and concepts. 
With their help, I gained an understanding of the history, and the rich culture and traditions of 
the Yolŋu peoples concerning ŋarali’. )\R\�KQ\SɧP� This article is dedicated to you both.

Introduction

In 2014 while managing a small primary health care mobile service in a remote location in 
the Northern Territory, and with a decade of experience in tobacco control leadership and 
advocacy in Aotearoa New Zealand (NZ) and Australia, I began work on a research project 
for my PhD. The project was called, ‘Talking About Smoking in East Arnhem Land (EAL): 
Denormalisation, Stigmatisation and Leadership’. The study explored current tobacco control 
efforts in the region, and posed the questions: had the Indigenous peoples of EAL, the 
Yolŋu, experienced feelings of marginalisation and stigmatisation as smoking had become 
increasingly unacceptable in Australian society? What views and opinions had they formed of 

1  This paper is based on the experiences of the first author as she undertook data collection with the Yolŋu peoples of East 
Arnhem Land, as part of her PhD research.

2  Dr Matire Harwood is a PhD supervisor for the first author and provided initial comments and feedback associated with 
aspects of Kaupapa Māori research.
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these experiences? How did this impact on the way they sought help to quit smoking? How 
had leadership been engaged and what were the views of Yolŋu about smoking and tobacco?

My intention was to challenge tobacco control denormalisation strategies, which had in recent 
years become implicated with socioeconomic discrepancies in smoking prevalence because 
such approaches have historically had a greater impact on the better off (Bell, McCullough, 
Salmon, & Bell, 2010). Evidence showed that mainstream anti-smoking interventions to reduce 
smoking rates amongst Indigenous peoples had not impacted effectively on smoking (Bond, 
Brough, Spurling, & Hayman, 2012) but had contributed to the widening of health inequalities 
(Feldman & Bayer, 2011). I wanted to disrupt the view that social control and social exclusion of 
smokers was acceptable in achieving more smoking cessation and to advocate for alternative 
approaches within Indigenous communities, with their disproportionately high prevalence of 
smoking, as a direct result of colonisation. 

I understood that to effectively understand and engage with Indigenous smokers, the socio-
cultural context of Indigenous smoking and smoking cessation experiences needed to be 
considered – this meant listening to Indigenous smokers and their families, their views and 
insights. I wanted to use my knowledge of Kaupapa Māori Research (KMR) to explore the 
issues from a decolonising position, being critical of the power structures that have served 
to disadvantage Indigenous communities, and being mindful and respectful of Indigenous 
ways of knowing and being. I also wanted to affirm myself as wahine Māori (a Māori woman), 
with my own cultural practices and beliefs. These intentional choices influenced the research 
design and with the involvement of Cultural Mentors (DYM and RMN) and a Māori academic 
Matire Harwood with expert knowledge of KMR and the impacts of smoking on Indigenous 
peoples, I began the study in 2014. Of importance was my own practice of ‘tika’3 and ‘pono’4 
values inherent in being a Māori woman and crucial to my role as an Indigenous researcher. 

I did not realise when I began that I would re-evaluate my own understanding of the meaning 
of smoking and tobacco, nor did I imagine I would learn so much about the Yolŋu culture, 
focused as I was on ŋarali’ – but the two are interwoven. I am sharing this journey to encourage 
other Indigenous researchers especially those within my field of interest, to amplify Indigenous 
voices within the research academy, to challenge western power structures that privilege 
mainstream sensibilities and to advocate for Yolŋu to have greater control and decision making 
in all aspects of their lives.  Together, we can uphold an Indigenous research agenda that 
serves and informs the political liberation struggle of Indigenous peoples:

It is a struggle for development, for rebuilding leadership and governance structures, 
for strengthening social and cultural institutions, for protecting and restoring 
environments, and for revitalising language and culture. (Smith, 2005, p. 89)

Background

The Yolŋu people of Australia are the traditional owners of large estates within Arnhem Land in 
the Northern Territory (NT), having occupied these areas for tens of thousands of years.  With 
rich traditions, oral history and a dynamic, vibrant culture the Yolŋu maintain many traditional 
customs and practises, and distinct languages. All Yolŋu people belong to one of two basic 
divisions, or moieties, called Dhuwa and Yirritja. Yolŋu moieties are exogamous, patrilineal 
and all-encompassing (Morphy, 2016). Everything in the Yolŋu universe – Spirit Beings, plant 
and animal species, clan groups, areas of land and water are either Dhuwa or Yirritja and 
within each moiety, people belong to smaller groups 

3 Tika = to be correct, true, upright, right, just, fair, accurate, appropriate, lawful, proper
4 Pono = be true, valid, honest, genuine, sincere
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called clans, each having its own language. Children belong to their father’s clan (and moiety), 
while their mother belongs to another clan (of the other moiety). Clan members own areas of 
land and waters in common, however the relationship is much more complex than just ‘owning’, 
or even ‘caring for’, the land (Hutcherson, 1995). Rather, the Yolŋu consider themselves as 
having come from the land, or of being the land, a familiar concept for Indigenous peoples and 
nations throughout the world, who seek to maintain a unique relationship with the earth, for 
the ongoing health and wellbeing of their communities and nations (Committee on Indigenous 
Health, 2002).

The Yirritja moiety are the Custodians of ŋarali’ or tobacco and keepers of the ŋarali’ dance, 
songlines and stories. Tobacco arrived to the northern shores of Australia in the 1700s with the 
Macassans, and its use was associated with enhanced prestige amongst the Elders and male 
leaders who had limited access to supplies through trading (McIntosh, 2013). Tobacco pipes 
were also acquired and were often incised or painted with totemic designs, transforming them 
into sacred items, the use of which could be restricted to initiated men (Toner, 2001). Donald 
Thomson (1901-1970), anthropologist and author of Economic Structure and the Ceremonial 
Exchange Cycle in Arnhem Land (1949), referred to the carefully moderated use of ŋarali’ 
amongst males observed:

In a society in which generosity and sharing were pre-eminent values, this strategy 
enabled a man to conserve his tobacco and the means of smoking it, while being 
able to avoid any accusations of meanness (Thomson, 1939, p. 89).

In more recent years, ŋarali’ has been integrated as ‘a sacred part of culture and ceremony’ 
(Kariippanon, 2014) and is described as mulwatj, which refers to anything that is culturally 
important (Toner, 2001). Today in Arnhem Land, it is possible to see Yolŋu dancers performing 
segments of the Macassan song cycle with actions that ‘beg’ and ‘ask’ (the Macassans) for 
tobacco (Brady, 2013). The tobacco song is also used in funerals to dedicate a grave: 

Performers are given small amounts of tinned tobacco with which they dance, 
rolling it between their hands, and at the end of the performance the tobacco is 
sprinkled into the open grave (Toner, 2001, p. 262).

Given the Yolŋu’s long association with ŋarali’, the integration of tobacco into culture and 
ceremony, and the effects of colonisation processes that used tobacco to pacify and control 
Indigenous peoples, it is no surprise that smoking has become ubiquitous and normalised 
within Yolŋu communities. The effects and harms of smoking on Indigenous Australians are 
well documented (Clough et al., 2004; Clough, MacLaren, Robertson, Ivers, & Conigrave, 2011; 
Kariippanon, 2014; MacLaren et al., 2010; Mulholland, 2008; Robertson, 2011; Stevenson, 
Bohanna, Robertson, & Clough, 2013), however, the juxtaposition of the common or profane 
use of ŋarali’ and its spiritual and cultural aspects have not been fully explored or addressed 
in the context of tobacco control in Australia. 

Research Aims
The study sought to explore from the Yolŋu perspective the meanings of ŋarali’, and to identify 
Yolŋu perceptions and experiences of quit smoking programs and policies, effective smoking 
cessation and what informants believed could be done to prevent young people and children 
from initiating smoking. These issues were explored during discussions with Yolŋu participants, 
who acknowledged the historical and social context of ŋarali’ as an important introduced 
material culture, a unique locus within Australian, Aboriginal and Torres Strait Islander societies. 
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The Context

East Arnhem Land (refer Figure 1) is one of the most remote regions of the Northern Territory. 

Figure 1 Talking about Smoking in East Arnhem Land’ research sites (in blue)

Source: Buku Larnggay Mulka Centre (2016). 
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During the 1980s many Yolŋu returned to their traditional lands to establish outstations or 
‘homelands’ as part of a movement that saw many leaving the larger townships, often to 
escape social problems including alcohol and petrol sniffing (Morice, 1976). Today, Yolŋu are 
actively asserting their sovereignty, over their lives and their estates (Trudgen, 2000) under 
their traditional Ngarra law (Gaymarani, 2011). A council of Tribal Elders and leaders make up 
the Yolŋu Nations Assembly and in July 2016, they ratified a Constitution and declared: 

>L��HZ�ÄYZ[�WLVWSLZ�VM�(YUOLT�3HUK��OH]L�UV[�ILLU�JVUX\LYLK��;V�[OPZ�KH`�^L�HYL�
a sovereign people. (Yolngu Nations Assembly, 2011, p. 1)

The Yolŋu Nations Assembly has representatives from eight different provinces of the Arnhem 
region: Miwatj, Laynha, Raminy, Marthakal, Gärriny Gumurr-Rawarraŋ, Gaṯtjirrik and Miḏiyirrk 
and they aim to provide a governance organisation for Yolŋu society. The intention of the 
Assembly is to remain consistent with the Madayin system of law (the traditional legal system 
of the Yolŋu people); facilitate the interests and rights of the subjects of the Madayin system 
of law; ensure compatibility with the Australian Westminster system of Government; empower 
existing tribal governance jurisdictions; act as a diplomatic agency for outside groups; and, to 
enable good governance outcomes that empower and progress Yolŋu society. 

Elected leaders from the eight provinces hold authority for various roles within the Assembly 
including calling meetings, providing oversight, and representing on behalf of the Assembly. 
A well-known leader holding the position of Djawakmirr (person with authority to speak on 
behalf of the Assembly) is the Reverend Dr Djiniyini Gondarra. Gondarra is a Senior Elder of the 
Dhurili Clan Nation and Chairman of the Arnhem Land Progress Aboriginal Corporation who 
has called for recognition of the traditional law of the Yolŋu people of Arnhem Land:

There is no recognition of the fact that we have assented to our law for many 
thousands of years and we still consider ourselves a sovereign people who belong 
[V�KPɈLYLU[�9PUNP[Q�5H[PVU�:[H[LZ��(Commonwealth of Australia, 2012, p. 210)

The exploration of ŋarali’ as an introduced material culture and the impacts of smoking on 
Yolŋu smokers and their families are addressed within this article in the context of the declared 
aspirations of the Yolŋu Nations to be self-determining and sovereign. While these aspirations 
are key issues for the Yolŋu, they are also applicable and of importance to Indigenous 
tobacco control researchers from other nations, who perceive smoking as a threat to health 
and wellbeing, and who also identify it as a barrier to Indigenous peoples reaching their full 
potential. 

(KKYLZZPUN�YLZLHYJOLY�YLÅL_P]P[`
I began the research as a member of the local health service, which afforded some distinct 
advantages. Access to the remote homeland communities remains at the invitation of local 
communities and/or organisations and as an employee of the latter, I was able to move freely 
around the region. This gave me time to approach Aboriginal organisations and their boards 
where I was hoping to conduct research, for their endorsement. 

As an Indigenous Māori woman from Aotearoa New Zealand (NZ) and a guest in Arnhem 
Land, I was concerned with conducting Indigenous research that was ‘ethically and culturally 
appropriate’ (Botha, 2011, p. 314) and that was informed by Indigenous epistemology that 
acknowledged ‘the interconnectedness of physical, mental, emotional, and spiritual aspects of 
individuals, with all living things and with the earth, the star world, and the universe’ (Lavallee, 
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2009, p. 23). My intent was to ensure that the study would be deliberately configured to privilege 
Indigenous voices, understanding the importance of centering the concepts and worldviews 
from their perspectives and for their purposes, rather than ‘problematising’ them, a seemingly 
Western obsession (Smith, 1999). When it came to voice, I was especially conscious that while 
I as an Indigenous person might have empathy for the Yolŋu, it was their voices that needed 
to be heard (Rigney, 2003).

Although I was positioned with ‘insider’ status, by virtue of being Indigenous, and living 
and working in the local community, I had limited cultural and traditional knowledge, a risky 
proposition for undertaking local research. Seeking advice from local leaders and colleagues, 
I located a male Yolŋu person who was willing to work with me as a Cultural Mentor and who 
helped with advice and guidance on cultural issues and gender-specific protocols. 

The second Cultural Mentor (CM) to join the research was female and having met, we quickly 
became friends. Our visits to the communities together for data collection were very productive 
and enjoyable and later, in the comfort of my home, we would review the recordings, while I 
took notes of her comments and observations. I recorded these sessions and later sessions 
with the male CM, to analyse their contributions as an integral part of the research. Their 
incisive, informed comments were key to the process of data analysis and coding that I was 
engaged in. 

As senior Elders and leaders they gave credibility to the research and during the period of 12 
months while we were collecting data, informants spoken honestly and openly about their 
deep and abiding connection to ŋarali’. Informants described in detail, the various roles and 
responsibilities of upholding culture and tradition especially those associated with funeral 
ceremony. I attribute the willingness of the Yolŋu to communicate with me, directly to the 
presence of the CMs and I could not have conducted the research without them. 

When I first visited EAL, I was adopted into the Yirritja moiety. Over time, I wass invited to a 
number of funerals, but had not felt comfortable to attend. As a Māori woman, my own cultural 
values required that I observe the kawa or protocols of: ‘tangi’,5 ‘tapu’,6 and ‘noa’.7 This was 
not possible however as I was without a male to perform the role of ‘taumata-korero’8 during 
‘powhiri’9 or ‘tangi’ encounters. I did not choose to disclose my reluctance to attend funeral 
ceremony to any of my Yolŋu friends, for fear of giving offence. However, on one occasion at 
the direction of a senior woman, our whole organisation did attend and take part in a funeral. 
We were able to observe from the sidelines, the ŋarali’ buŋgul (dancing) and the ŋarali’ manikay 
(songlines). It was a moving occasion and later in privacy, I discreetly observed the cleansing 
and karakia  that my culture requires after contact with a tupapaku.10  

Growing up as part of a minority group in Aotearoa New Zealand the complexities of balancing 
diverse cultural expectations were not new to me, however, being an Indigenous researcher 
in Australia was. I was forced to regularly explore my ‘insider’ and ‘outsider’ status as a Māori 
woman living in an Indigenous community, which was not my own.  

5   Tangi = to cry, to mourn, to weep; traditional rites performed during funeral  
6   Tapu = sacred, prohibited, restricted
7   Noa = to be free from tapu, unrestricted
8   Taumata korero = distinguished orator 
9   Powhiri = rituals of encounter
10 Tupapaku = deceased person’s body
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The term ‘insider’ has been used in social research and is replete with meaning. Seminal 
research from Kanuha (2000) explored the roles and challenges of ‘insider’, ‘Indigenous’, or 
‘native’ research, from the perspective of being an Indigenous researcher undertaking work 
with one’s own identity or cultural group. While an insider’s position is not necessarily an 
unchallengeable ‘true’ picture, it represents one possible perspective. 

Being Indigenous from another country did not necessarily produce greater insight into the 
lives and understandings of the Yolŋu. However, it did give me access to observe, explore 
and interpret meaning from an Indigenous frame, based on first hand experiences. While 
authentic representation of the contexts and practises of Yolŋu regarding ŋarali’ were best 
accessed by Yolŋu themselves (Bainbridge, Whiteside, & Mc Calman, 2013), I hoped that by 
working closely and collaboratively with the CMs we would bring new perspectives to the 
discussion, genuinely reflecting the concerns of the Yolŋu. Accepting the limitations of my 
‘insider’/‘outsider’ realities was part of a dynamic process of learning and reflecting. 

The personal experience of being tangata whenua11 and growing up on lands that our tribe 
has occupied for a thousand years, has always been a source of strength to me, providing 
my whanau (family and extended family) and I with a sense of belonging and confirming our 
identity as Māori. I understood at a fundamental level the enormous value that the Yolŋu hold 
for their place in the universe, to be guarded and protected for the next generations. A well-
known Māori proverb reminds us:

Whatu ngarongaro he tangata, toitu te whenua.
People perish, but land is permanent. (Williams, 2008, p. 1)

I rationalised that what strengthens and promotes a sense of belonging as Indigenous people 
is our knowledge of who we are as tangata whenua or people of the land. Mason Durie (Durie, 
2004a), quoting Indigenous sources, describes the most defining element of indigeneity as a 
strong sense of unity with the environment:

People are the land and the land is the people. We are the river, the river is us. 
(Durie, 2004b, p. 4, 18)

Knowing where I belonged helped me to find harmony in balancing my role as a researcher 
and my obligations as an Indigenous woman living as a guest in another country.

Decolonising the denormalisation debate

Coming to formal education late in life, I recall engaging with historic evidence of racism in 
Aotearoa NZ. Having grown up in a small, rural, predominantly Pakeha (New Zealander of 
European descent) community, I had my own memories of inequities and injustices, personally 
and involving my family and extended family, with the justice system, our traditional lands and 
our aspirations to be self-determining. 

A critical review of the history of colonisation and the breaches of the Treaty of Waitangi that 
had begun almost immediately after signing (Belich, 2007; Orange, 2015), had the effect of 
validating my experiences and those of my parents, who were whipped for speaking their 
language at school. My studies at university revealed the extent of institutionalised racism and 
discrimination against Māori in Aotearoa NZ from first contact, something that even today 

11  Tangata whenua are people born of the whenua, i.e. of the placenta and of the land where the people’s ancestors have lived 
and where their placentas are buried.
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many Pakeha deny, as it is contrary to the popular notion that Aotearoa NZ is a ‘bi-lingual’ 
utopia, where we all just get along (Albury, 2015). What has now been established is the fact 
that it is largely through societal systems of racism that material and symbolic, for example 
political privilege (Yin, 2016), are maintained. The experiences of Māori reflect those of other 
Indigenous peoples, with disparities across a broad range of indicators, most profoundly 
health, as a result of and directly related to the colonisation experience (Reid, Taylor-Moore, & 
Varona, 2014):

Indigenous peoples remain on the margins of society; they are poorer, less educated, 
die at a younger age, are much more likely to commit suicide, and are generally 
in worse health than the rest of the population. (International Working Group on 
0UKPNLUV\Z�(ɈHPYZ�(IWGIA), 2006, p. 10)

Complicit in the process of colonisation is the use of tobacco as a tool for trade, influence, 
and ultimately control of Indigenous peoples’ resources and their labour. Called the ‘gift from 
a distant land’ (Reid & Taniwha, 1991, p. 1) tobacco was used to ensnare Māori, creating 
dependency and addiction. The disproportionately high smoking prevalence by Māori today 
is testimony to the effectiveness of its initial introduction by colonists, reinforced by postcards 
and advertisements, which portrayed Māori tobacco use as a social norm (Barnett, Moon, & 
Kearns, 2004; Monin, 2001). This led to smoking becoming entrenched into the Māori way of 
life (Broughton, 1996). The speed with which this was achieved also reflects Māori society at 
the time with its well-ordered social structures, and strong kinship ties which facilitated the 
widespread sharing and use of tobacco.  

In 2009, key Māori leaders leveraged political influence to advocate for an inquiry into the 
impacts of the tobacco industry on Māori, and in 2010, a Māori Select Committee Inquiry 
was established (Ministry of Health, 2010). Following this milestone, with optimism high, 
an ambitious goal to make NZ smokefree by 2025 was set by a cooperative of mainly non- 
Māori tobacco control advocates whose organisations later became the main recipients of 
government funding to achieve this, at the expense of Kaupapa Māori organisations such as 
Te Reo Marama and Te Hotu Manawa Māori (Confidential Source, 2009) both of which lost 
their major tobacco control contracts. In a recent book well-known investigative journalist 
Nicky Hager (2014) suggests these cut backs in Māori tobacco control were influenced by 
interference from a tobacco industry lobbyist with strong links to the Ministry of Health, and 
who had unrestricted access to run a smear campaign directed at these organisations and 
their representatives, through a blog (Slater, 2009).

Today, it seems that little progress has been made in reducing smoking prevalence amongst 
Māori and a review of the Smokefree Aotearoa 2025 goal showed that this key indicator will be 
missed by a substantial margin (Ball, Stanley, Wilson, Blakely, & Edwards, 2016). The result is 
hardly surprising given the lack of direct support to Māori tobacco control following the inquiry, 
however, the evidence also points to a failure by the NZ government at the time to adequately 
fund tailored and targeted approaches to smoking cessation interventions for Māori despite 
the urgent need. 

Unfortunately, research has shown that there is a uniform lack of political will to address the 
needs of Indigenous smokers in other countries (DiGiacomo et al., 2011), distinguished by 
a failure to address the social-cultural contexts in which smoking is occurring or the use of 
culture as a strengthening effect on identity (Bond, 2007). Rather, we have witnessed over 
time, how government processes have tended to favour mainstream, whole of population 
approaches and especially so within the context of tobacco control, which seems dominated 
by a focus on denormalising smoking.  
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The denormalisation strategy in its original form used advocacy and policy change to shift social 
norms and eliminate the tobacco industry’s influence at the local level (California Department 
of Health Services, 1998). Today, denormalisation has become strongly associated with 
stigmatisation. That is the spoiled identity associated with Goffman’s theory of stigma from 
‘a whole and usual person to a tainted, discounted one’ (Goffman, 1963, p. 3), has extended 
beyond the tobacco industry, and has alighted upon those who continue to smoke – many 
of whom are Indigenous. Today, tobacco control denormalisation strategies utilise increasing 
social pressure to quit through marketing campaigns, and increasingly stricter smoking 
restrictions, bans and regulations for public and private spaces (California Department of 
Health Services, 1998), all being delivered as part of a ‘one-size fits all’ dogma. 

I entered public health and tobacco control in 2006 in NZ and immediately encountered 
fervent, well-meaning tobacco control advocates, whose main efforts were concerned with 
denormalisation strategies, all too often adopting a blaming and negative view of Māori 
smoking, with little regard for finding culturally appropriate solutions to address the issue. 
Despite the presence of persistent health disparities amongst Māori because of smoking, few 
acknowledged the origins of smoking within the context of colonisation. 

I have because of these experiences remained strongly critical of these strategies within the 
context of Indigenous smoking. While widespread reductions in smoking prevalence have 
been achieved globally, these efforts have also contributed to widening health disparities with 
a marked social gradient emerging in smoking behaviour over the past several decades (Bayer, 
2008a). Indigenous peoples and those at the lower end of the social stratification system in 
economically advanced societies such as NZ and Australia continue to smoke – and those 
who have more income and education are less likely to do so.

Credit must be given to many authors who continue to raise the question of denormalisation-
associated stigma in tobacco control (Bayer, 2008a; Bayer & Feldman, 2012; Bayer & Stuber, 
2006) and who have posited, ‘Not can we, but should we?’ (Bayer, 2008b, p. 463). They 
observe that increasing inequalities and the use of restrictive and burdensome public health 
measures designed to further limit prevalence of tobacco use will most affect those at the 
bottom of the social ladder – where the majority of Indigenous populations are represented. 
Investigating whether the initiatives and programs introduced to the Yolŋu communities where 
I lived and worked became of importance and interest to me in the context of these strategies, 
and was fundamental in prompting me to take up PhD studies.

Health disparities in Arnhem Land

The experiences of the Indigenous peoples of Australia through colonisation processes 
are characterised by greater impacts and losses in comparison to NZ, because of harsher 
government and settler interventions over longer periods of time (Council for Aboriginal 
Reconciliation, 1994; Department of Territories, 1967; Rowley, 1970; Tatz, 1979). The effects 
on Aboriginal and Torres Strait Islander peoples have been well documented and in recent 
years, health researchers have clearly illustrated a powerful relationship between the health 
status of individuals or collectives and social, political and economic circumstances (Marmot, 
2011; Marmot & Wilkinson, 2001). Most significant of these colonial impositions has been 
the forced removal of Indigenous Australians from their families (Young, 1998), from their 
communities, their land and their birthright connections to the land (Gardiner-Garden, 1999). 
Acknowledgement of the impacts that invasion, imperialism, colonisation, research and policy 
have had on the Indigenous peoples of Australia (Sherwood & Edwards, 2006) is crucial in 
addressing the persistent, pervasive disparity in health outcomes today.
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The history of tobacco as a tool to assist in the colonisation of Australia is similar to NZ, 
however, there are some unique differences. Historically in Central Australia, pituri leaves 
containing nicotine, were chewed for their narcotic effect (Ratsch, Steadman, & Bogossian, 
2010) and as described previously, tobacco first came with the Macassans to Arnhem Land. 
With the establishment of mission stations in Arnhem Land in the mid-1900s, Yolŋu gained 
regular access to tea, flour, sugar and tobacco in exchange for their work, a practice reinforced 
as part of government policies (Macknight, 1976). 

One of the most confronting aspects of living in East Arnhem Land, was the regularity in the 
number of funerals that were held by the Yolŋu, often following illness from advanced and late-
stage chronic conditions. Data reported in 2011 (Australian Institute of Health and Welfare, 
2011) showed that the difference in estimated life expectancy by Indigenous status is greatest 
in the Northern Territory, where male Indigenous life expectancy is 14.2 years lower than for 
non-Indigenous males. The largest differential in mortality rates is in age groups from 25–54 
years, where Indigenous rates are 4–5 times higher than for non-Indigenous persons. 

Smoking is the leading risk factor for Indigenous Australians, and accounts for 12.3% of the 
burden of disease, more than any other risk factor such as alcohol and illicit drugs combined. 
Smoking is related to cardiovascular disease, accounting for about 25% of all Indigenous 
deaths; and to cancer, the next most common cause of death among Indigenous people 
(20%, with lung cancer representing 4.9%) (Scollo & Winstanley, 2015). 

In Arnhem Land remote communities, smoking prevalence between 68% to 83% in men and 
65% to 73% in women have been reported with little change since the mid-1980s (Clough et 
al., 2011). 

Methodology and Methods

In adopting a grounded theory methodology for the study, I sought to disrupt and challenge 
the many voices of tobacco control researchers and advocates who continue to maintain 
strategies of denormalisation, increasing restrictions, and stigmatisation of smoking and 
smokers despite the implications for Indigenous peoples and other disadvantaged groups 
(Thompson, Pearce, & Barnett, 2007). 

The grounded theory methodology seeks out and conceptualises the latent social patterns 
and structures through the process of constant comparison of concepts (Glaser, 1978) derived 
from interviews with individuals and on some occasions, groups of informants. The method 
starts with the use of an inductive approach to generate substantive codes from the data, 
later developing theory to guide where to go to next and which, more-focussed, questions 
to ask. This method is ideal for ‘exploring integral social relationships and the behaviour of 
groups where there has been little study of the contextual factors that affect individuals’ lives’ 
(Calman, 2006, p. 3). The final product of a grounded theory study is the development of a 
theory or theoretical framework. 

I began by recording interviews with Yolŋu and Ŋapaki/Balanda (non-Indigenous) participants 
and later transcribed these. Of the 22 Yolŋu who were interviewed, ten participants chose to 
speak mostly in English. I worked with the CMs who gave me advice and guidance prior to 
the interviews, and attended the sessions. The CMs translated the interview questions into 
a Yolŋu language for every session, and then interpreted answers for me to record. When I 
spoke during the sessions, it was in English and the CMs provided translations when needed. 
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During the transcribing process, and where participants had spoken in a Yolŋu language, one 
of the two CMs and I reviewed the recording later, often in the afternoon on our return from the 
community. Comments made by the CMs and insight offered were also recorded, transcribed 
and analysed later with their permission.

The grounded theory methodology gave me the tools to explore possibilities and propose 
interpretations that challenged the taken-for-granted notions of western tobacco control 
research. Staying close to and being grounded in the data, enabled me to explore and make 
sense of the informants’ perspectives and to value these as useful and beneficial, seen from 
the point of view of the Indigenous peoples involved (Porsanger, 2004). 

Qualitative interviews were conducted with informants in eight communities by the researcher 
(MT), with the support of Cultural Mentors. Interview questions focused on participants’ 
knowledge, experiences and views of ŋarali’ including perspectives of local programs. The 
researcher encouraged them to ‘tell their stories’ about ŋarali’, an Indigenous style of conversation 
consistent with local culture (Bainbridge et al., 2013, p. 284).

Sampling and Permissions

Engaging and consulting with the Yolŋu communities firstly required a process involving local 
health service managers, Aboriginal Health Workers (AHWs) and the CMs, to determine which 
communities would be interested in participating. 

I was then permitted to travel with health service staff to meet the local Elders, where I 
discussed the research, answered any questions they had, and then requested permission to 
interview participants at a later date. I returned to the community one week later with a CM 
and we visited their contacts, or met clients at the clinic, who came for interviews. Interviews 
were conducted after participants signed an informed consent form. Open-ended questions 
were used throughout the interviews and were aimed at exploring from a Yolŋu perspective, 
values, perceptions, beliefs and attitudes to ŋarali’, from a cultural and historical perspective. 

I visited eight communities and conducted interviews with AHWs, administration staff (all 
Yolŋu) and with community members. Participants communicated their preferences on the 
location and setting of these interviews, depending on where they felt comfortable. Some 
interviews were held on the clinic veranda (if preferred by the informant) or in a consult room 
– a family member would often be present. Some of the Yolŋu employees that were recruited 
wanted to come to my house, so I conducted interviews there as well. 

Prior to this, I obtained formal permission in writing from three Aboriginal corporations through 
their Boards and/or CEOs or managers, who provided a letter of support, and gave permission 
to interview their employees. In later discussions with researchers who had experienced barriers 
in recruiting research participants, I began to more fully appreciate the benefit of working 
and living in these communities. Ethics approval (HREC 2014-2169) was obtained from the 
Health Research Ethics Committee, Charles Darwin University and Menzies School of Health 
Research, in 2014. This was a relatively simple process once I had received permission and 
letters of support from the heads of these regional organisations and their boards. However, in 
keeping with local custom, I always sought permission first from the Elders of the communities, 
and would not have proceeded without their approval.  
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Analysis
Following transcribing, I conducted line-by-line coding of text using NVivo 10, a data analysis 
software program. This type of coding begins with naming small blocks of text in an inductive 
form of data analysis, thought to be more “grounded” in what participants have actually said 
(Berg, 1995; Lavallee, 2009). I began data analysis immediately after the first interviews began 
with a priori parent nodes. Over time, these initial codes changed as more data was analysed. 
I supplemented the coding with memo writing, reflecting and describing any changes in my 
thinking. Further analysis resulted in additional and amalgamated codes, to better describe 
concepts derived from the data. I made comparisons between the data, and the codes, and 
used memo writing to explore lines of inquiry to probe in subsequent interviews. 

While it was my original intention to undertake theoretical sampling, my cohort of participants 
was somewhat limited. Once interviews had begun, we were able to use snowball sampling, 
finding new participants from communities where we had already been working in. This meant 
that we had sufficient informants for data collection and analysis and I reached saturation or 
the point where there were no new concepts emerging from participants with around 22 Yolŋu. 
At this point I had over 50 codes, and eight parent codes. 

By this stage, I had become concerned that the voices of informants had been attenuated 
by the systematic ‘line by line’ analysis and I was anxious to uphold an Indigenous research 
agenda. By breaking the text into small pieces and then aggregating into one whole, I felt that 
I may have lost sight of the unique and individual characteristics and voice of the informants 
(Lavallee, 2009). Addressing this, I went back to the original interview transcripts and re-read 
each one as a whole, comparing and contrasting participant perspectives, writing higher level 
summaries and checking against the nodes to ensure that I had represented all the recurring 
and important (based on their context) concepts from the data. This process helped me to 
distil the data from 50 codes and eight parent codes, down to a total of 13 categories, which 
I was able to compress into three main themes. I was satisfied that I had not only represented 
the informants’ voices, but I had also reached theoretical saturation where all of the concepts 
being developed were well understood and could be substantiated from the data (Sbaraini, 
Carter, Wendell Evans, & Blinkhorn, 2011, p. 3). 

I approached the next stage of my study, the development of a theoretical model, with 
enthusiasm. Drawing on a unique Yolŋu metaphor of ‘two-way learning’ (Morphy, 2002, p. 8), 
I created a visual depiction of a mutually beneficial exchange of cultural knowledge, between 
the Yolŋu and those involved in tobacco control in the region. Similar to the concept of ‘both-
way education’ (Australian National University, 2017, p. 1) the approach recognises the relative 
autonomy of Yolŋu and European systems of knowledge. As Morphy observes, 

It advocates teaching them separately, but in an environment where they can come 
[VNL[OLY� MVY� T\[\HS� ILULÄ[�� ;OL� WOPSVZVWO`� ^HZ� I\PS[� HYV\UK� [OL� TL[HWOVY� VM�
ganma, the process whereby fresh water and saltwater come together and become 
highly potent. (Morphy, 2016, p. 337)

I envisaged that this approach would lead to better communication and improved understanding, 
in a space created specifically for Yolŋu voices to be heard, and listened to. In such a setting, 
the resources and decision-making power needed to create culturally appropriate interventions 
and solutions would be accessed and shared, toward achieving a common goal of improving 
Yolŋu health outcomes, through smoking cessation.
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Summary of Research Findings

The focus of this article is on my research methods and methodologies not on the research 
findings. The results of the interviews will be examined in more detail elsewhere. However, a brief 
overview of the findings is provided to inform the reflection on my approach to this research.

Informants freely expressed their views on issues such as smoking restrictions, policies in 
the workplace and tobacco price increases. Surprisingly very few Yolŋu described feelings 
of marginalisation or stigma in association with smoking – in the Yolŋu world, smoking is an 
everyday occurrence, and it is only when Yolŋu come into contact with the wider environment 
that it becomes an issue such as when they visit hospitals or have to attend work or meetings. 

Comprehensive mainstream tobacco control programs have traditionally sought to address 
smoking at every level of society including through social influence, environmental restrictions 
and price increases on tobacco. Yolŋu informants commented that these measures had been 
somewhat effective (given that some had experienced feelings of shame) but that the mainstay 
of price increases and smoking restrictions, were largely ignored.

Many smokers who had been able to quit, had done so abruptly as a result of a health scare, 
or imminent hospitalisation for treatment – and they had achieved smoking cessation with 
little support, other than being told they needed to quit by a health professional. Some of the 
Yolŋu who were employed as health workers had not been offered support to quit smoking, 
nor had they requested help – but each of them expressed a desire to quit smoking, and 
disappointment that they had not been able to achieve smoking cessation.

Rather than drive toward the goal of ‘policy and programs to improve the health of all 
Australians by eliminating or reducing their exposure to tobacco in all its forms’ (Department 
of Health, 2017), Yolŋu intended to continue their ŋarali’ culture and traditions associated 
with caring for family, family leadership and responsibilities. Recognising that ŋarali’ would 
always be treated as mulwatj or precious with respect to traditional culture, both smokers and 
non-smokers agreed that it would remain ‘a sacred part of culture’, for all generations (Miwatj 
Health Aboriginal Corporation, 2014).

Although cultural obligations were associated with ŋarali’, differences from the act of smoking 
tobacco were articulated by Yolŋu informants; smokers, and non-smokers reiterated that 
Yolŋu can celebrate and participate within the ŋarali’ ceremonies, without being a smoker. 
No immediate interest in putting aside these cultural aspects and obligations of ŋarali’, were 
reported by Yolŋu informants.

Discussion

The intention to address social justice and to explore the issue of smoking within the context of 
the history and traditions of the Yolŋu peoples of Arnhem Land was made at the beginning of 
this study, and this decision influenced the research design and methodology. Yolŋu informants 
interfused their beliefs and values including those that of ŋarali’ which have been integrated into 
funeral rites and ceremonies, throughout their discussions and interviews. Analyses of these 
aspects of Yolŋu practices provide insight into their socio-cultural environment and reveal a 
stark contrast between current tobacco control efforts within the region and the aspirations 
of the Indigenous peoples for their families and communities to address the issue of smoking.  
Within the domain of tobacco control and public health, denormalisation practices that postulate 
increasing measures of social control and social exclusion of smokers, and that ignore the history 
of colonisation where tobacco was used as a tool to control, are incongruent with Indigenous 
histories, cultures and traditions, especially for the Yolŋu peoples of Arnhem Land.
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In every community where this research was conducted, smokers described their lives, attitudes, 
beliefs and values in terms of their connection to their families and clans. A smoker was not 
perceived as a lone individual, but rather as a vital and integral part of their family, with roles 
and responsibilities acknowledged and well-described. This is contrary to the view of health 
practice which is concerned with an individualist approach, and which does not acknowledge 
remedies that are associated with land, language, identity and spirituality, but focuses on 
discreet interventions such as, eating better foods or giving up smoking as a panacea for 
addressing poor health outcomes. This approach has been criticised as it ‘effectively blames 
the victim, disempowers the victim, and/or entrenches the very conditions that create adverse 
health outcomes’ (Bond, 2007, p. 85). 

The findings of this study represent a new opportunity for those working with the Yolŋu to 
engage in ways that are culturally responsive, sensitive to local needs and norms, and respectful 
in their approaches. Research has shown that these methods are most likely to be effective 
(Gould, 2014; Gould, McEwen, Watters, Clough, & van der Zwan, 2013; Johnston & Thomas, 
2010; Stevenson et al., 2013). Increasing the involvement, engagement and ownership of 
Indigenous communities in finding their own solutions, may challenge the status quo in this 
sector, however, new elements for discussion in the context of tobacco control are urgently 
needed. 

The notion of self-determination and being in control of one’s future, resources and lands, and 
able to act sovereignly is challenged by the act of smoking, and many Yolŋu smokers were eager 
to quit, but felt that they lacked the support or capacity to do so, despite numerous attempts. 
Health indicators show that Indigenous Australians are over-represented by negative health 
statistics, bear a greater burden of disease, and experience disproportionately more losses 
through premature death from smoking related diseases. Given that these health outcomes 
are preventable, the research sought to explore alternative and acceptable approaches to 
support the Yolŋu to quit smoking and to prevent more Yolŋu children and young people from 
initiating smoking.

The idea that this research would benefit Yolŋu people, helped me to remain firm in my 
resolve to advocate in this space for better access to resources (Tane, 2014). Reciprocity 
and responsibility were key values that also helped me to remain resolute in presenting the 
findings from my research at national and international conferences (Tane, 2015 & 2016) to 
raise awareness and to call for greater understanding within the tobacco control sector. I did 
so because I owe a debt to those Yolŋu who participated in the research, for allowing me to 
conduct research within their country. They own the results of this study, and should be the 
primary recipients of any benefits, such as redirected resources, should these eventuate. 

As an Indigenous researcher, the issue of ownership was a key concern, as it is for other 
Indigenous researchers. Moreton-Robinson (2016) discusses the involvement of non-
Indigenous scholars with Indigenous peoples, studies or issues, and observes that while non-
Indigenous scholars can participate with Indigenous analytics, they cannot by themselves, 
produce them. Smith (1999) recognises that there are ‘powerful groups of researchers … 
whose research paradigms constantly permit them to exploit Indigenous peoples and their 
knowledges’ (p. 17). She advocates for Indigenous researchers and communities to have 
control of any studies involving Indigenous peoples. Rigney (2001) has argued that an Indigenist 
approach to research is formed around the three principles of ‘resistance, political integrity, 
and privileging Indigenous voices’ (p. 8). He connects research to liberation and to the history 
of oppression and racism. 
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By conducting my inquiry in these remote locations firstly as a local employee, a resident, and 
an Indigenous person, I gained entry into the local social and cultural context. By meeting with 
informants in ways that were culturally known and accepted, working collaboratively with the 
CMs in the preferred language of the people, and immersing myself in the context of community, 
I was able to recruit sufficient numbers to inform the research. What the people shared with 
us, I recorded and later analysed, and the findings were fed back to the communities via the 
health services. This process served the purpose of advocating on behalf of the Yolŋu for what 
they considered to be solutions for addressing smoking, and its harms. It was also a means 
of honouring the voices of those who had taken part and acknowledging their ownership over 
their own information and knowledges. Having set my goal to uphold an Indigenous agenda, I 
re-affirmed my own identity as a Māori woman and gained invaluable insight in my journey as 
an Indigenous researcher. 

These actions were deliberate as a means of challenging the Western research academy with 
its legacy of studying Indigenous peoples as outsiders: ‘Indeed, many of the basic disciplines 
of knowledge are implicated in studying the Other and creating expert knowledge of the Other’ 
(Smith, 2005, p. 87). As Smith (1999) wryly observed, ‘They came, They saw, They named, They 
Claimed’ (p. 80). We Indigenous researchers are always involved in a struggle to ensure that 
the Indigenous informants and participants of our research remain central in our focus, and 
that they are not excluded from discussions concerning who has control over, ‘the initiation, 
the methodologies, evaluations, assessments, representations, and distribution of the newly 
defined knowledge’ (Denzin, 2010, p. 298). The decolonisation project continues to challenge 
such practices.

The research represented an opportunity to explore alternative approaches by drawing insight 
and understanding from the perspective of the Yolŋu, reaffirming the need for approaches 
in tobacco control that encompass cultural strengths, identity and traditions. Aspirations for 
sovereignty and self-determination continue to be articulated at a political level amongst the 
Yolŋu leaders of EAL, and this is unlikely to change, despite a relatively recent history of 
invasion, imperialism and colonisation. Smoking tobacco as a separate act from its traditional 
use in Yolŋu ceremonies directly challenges the ability of Indigenous peoples to reach their full 
potential in terms of their health and wellbeing. While connections to culture and country are 
essential to the ongoing wellbeing of the Yolŋu the early onset of chronic diseases and deaths 
because of smoking, continue to harm families and clans, often leaving them destitute when 
Elders and leaders pass away prematurely. 

Those Yolŋu participants who contributed to the research did so openly and willingly, and 
by their actions created expectations of reciprocity and a responsibility to share their views 
widely. From this perspective, I acknowledge an ongoing obligation to privilege the voices of 
the people from these communities, to speak up and support what they say and to advocate 
on their behalf, which is consistent with upholding an Indigenous research agenda. 
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Conclusion

In seeking to establish and maintain an Indigenous research agenda in this study, I sought to 
contribute to more meaningful discussions within the tobacco control sector about the use 
of diverse approaches to support Indigenous smokers to quit. I sought to gain insight into 
the lives and meanings of the Yolŋu with regard to ŋarali’ and to question their needs and 
desires for improving health. I believed that this study would lead to finding ways to engage 
respectfully and intentionally, working collaboratively within the socio-cultural and political 
environment of East Arnhem Land. I wanted to diverge from the well-favoured denormalisation 
approaches within tobacco control that I consider as often inconsistent for working with 
Indigenous communities and to use a decolonised research methodology to reflect Yolŋu 
perspectives. The aim was not to compete with or replace the Western research paradigm 
but as Porsanger (2004) describes, ‘to challenge it and contribute to the body of knowledge 
of Indigenous peoples about themselves and for themselves, and for their own needs as 
peoples, rather than as objects of investigation’ (p. 105). 

The rich diversity of Yolŋu insight and cultural knowledge produced fertile ground for new 
learning and their dedication to the cultural and historical aspects of ŋarali’ was palpable. Their 
views have informed a re-evaluation of my own understanding of the meaning of smoking 
and tobacco. Of importance is that while the Yolŋu affirm the importance of ŋarali’ within the 
culture and traditions of their ceremonies, a distinction is made between customary use and 
the act of smoking. An understanding of the dichotomous nature of the relationship between 
the Yolŋu and ŋarali’ should remain at the centre of future tobacco control efforts in the region. 
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Chapter 3  

3.1 An evaluation of the Yaka Ŋarali’ program 

3.1.1	Overview	

 

An evaluation of a regional tobacco initiative in East Arnhem Land was the topic of a 

second article published by the candidate in 2018. Data was coded under three a priori 

themes: Yolŋu trying to quit smoking (interest in quitting, access to support); the Yaka 

Ŋarali’ program (efficacy and recognition); Yolŋu workforce (roles and responsibilities).  

 

The use of symbolic interactionism was important to the analysis of qualitative data, 

and open coding was undertaken in conjunction with the pre-determined categories. 

The following themes emerged from this dual process: 

 

1. Role models and leadership; 

2. Protecting family and children from smoking; 

3. Smokefree spaces; 

4. Encouragement to quit smoking;  

5. Access to clinical support and knowledge of programs to promote smokefree 

identity; 

6. Relentless starving for ŋarali’ (addiction and craving); 

7. Cynicism and scepticism about government policies; 

8. The old people’s traditions and modern versus traditional tobacco; 
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9. Cultural and historical connection to the Macassans; 

10. Personal relevance of smoking and fear of the harm of smoking; and 

11. Celebration and affirmation of ŋarali’. 

 

3.1.2	Publication	in	Health	Promotion	Journal	of	Australia	

 

The article is inserted from the published PDF, as follows: 

 

Tane, M., Hefler, M., & Thomas, D. (2018). An evaluation of the ‘Yaka Ŋarali’’ Tackling 

Indigenous Smoking program in East Arnhem Land: Yolŋu people and their 

connection to ŋarali’. Health Promotion Journal of Australia, 00, 1–8.  

doi: https://doi.org/10.1002/hpja.1. 
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Abstract

Issue addressed: Smoking prevalence estimated between 65% and 84% has been

reported among the Yolŋu peoples of East Arnhem Land, Northern Territory. We

report on findings of an evaluation of the Yaka Ŋarali’ Tackling Indigenous Smoking

program in East Arnhem Land.

Methods: Qualitative interviews with Yolŋu (N = 23) and non-Yolŋu (N = 7) infor-

mants were conducted in seven communities between June 2014 and September

2015, with the support of Cultural Mentors, in homeland communities throughout

East Arnhem Land. The data was coded using NVivo software, analysed line-by-line

and categorised by the researcher (MT) under three a priori categories established

as evaluation parameters. In addition, the meanings of ŋarali’ and Yolŋu cultural obli-

gations to ŋarali’ were analysed using an inductive process.

Results: Data were coded under three a priori themes: Yolŋu trying to quit smoking

(interest in quitting, access to support); the Yaka Ŋarali program (efficacy and recog-

nition); Yolŋu workforce (roles and responsibilities). Yolŋu informants, including

Elders and leaders, both smokers and non-smokers uniformly acknowledged the

deep cultural and traditional connection with ŋarali’ attributing this relationship with

its introduction by the Macassans and its subsequent adoption into ceremony.

Conclusions: Given the strong cultural and traditional connection to ŋarali’, care

must be taken to ensure tobacco control measures maintain congruence with local

values and expectations.

So what? Tailored, localised programs, developed in consultation with communities,

Elders and leaders are needed to respect and accommodate the tight connection

that the Yolŋu have with ŋarali’, maintained over hundreds of years.

K E YWORD S

Aboriginal, culture, grounded theory, history, indigenous Australian, program evaluation,

qualitative, tobacco smoking, traditions, Yolŋu

Yolŋu word list: b€ayŋu, none, no, not any, negative; B€apurru, clan group; b€ayŋu, none, no, not any, negative; b€aju b€aju, b€atjupatju coat, shirt; buŋgul, dancing during ceremony; buny'tjun,

smoke; dh€awu, message, story, news; djamarrkuli, children; manymak, good, well; moiety belonging to one of two halves, Dhuwa and Yirritja. Each of two social or ritual groups into which a

people is divided; momu, father's mother or her brother or sister; ŋanitji, alcohol; ŋarali’, tobacco; ŋarali’ manikay, song, singsong; rrupiya, money; waku, woman's daughter or son, man's

sister's son or daughter; Yaka Ŋarali’, No Smoking (former Miwatj Health version); Yaka Buny'djurr Ŋarali’, No Smoking (Miwatj Health version); Yaka Buny'tjun Ŋarali’, No Smoking

(Laynhapuy Health version); yalala, later, by and by; Yolŋu, person, people, man, native.
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1 | INTRODUCTION

Tobacco use is the single most important risk factor for excess mor-

tality and morbidity among Indigenous people in Australia. Thirty-

nine per cent are daily smokers, and smoking is responsible for one-

fifth of Indigenous Australian deaths.1,2 In some remote NT commu-

nities in East Arnhem Land (EAL), smoking prevalence between 68%

to 83% in men and 65% to 73% in women have been reported with

little change since the mid-1980s.3

1.1 | A unique history: the tight connection with
Ŋarali’

The historical trading relationship with the Macassans (who originated

from Indonesia)4 and who first brought ŋarali’ [tobacco] and alcohol to

Arnhem Land5 in the 1700s remains an important aspect of Yolŋu tra-

ditions. In funeral customs of ŋarali’ manikay [songlines] and buŋgul
[dancing] the sustained and strong connection between ŋarali’ [to-

bacco] and the Yolŋu people is remembered and celebrated.

Before white settlement in Australia, the Macassans traded tre-

pang or sea cucumber for ŋarali’ with the Yolŋu, recognising their

rights over the land.6 Yolŋu quickly adopted tobacco use, and

smoked ŋarali’ using long pipes.4,5 Contact with the Macassan tra-

ders dropped off towards the end of the 19th century with the last

prau [ocean going vessel] leaving Arnhem Land in 1906 as a result

of government restrictions.6 More recently, European settlers who

established missions and stations in EAL provided tobacco as rations

with tea, flour and sugar for work, a practice reinforced as part of

government policies. Today smoking is normalised and ubiquitous

within Yolŋu communities as well as being “a sacred part of culture

and ceremony”.7

East Arnhem Land [refer Figure 1] is one of the most remote

regions of the Northern Territory. During the 1980s many Yolŋu
returned to their traditional lands to establish outstations or ‘home-

lands’ as part of a movement that saw many leaving the larger town-

ships, often to escape social problems including alcohol and petrol

sniffing.8 Arnhem Land is one of the last areas in Australia where

the Indigenous peoples actively pursue sovereignty over their lives

and their estates9 under their traditional laws. Tribal Elders and lead-

ers of the Yolŋu Nations Assembly through a Constitution ratified in

July 2016 declared: “We, as first peoples of Arnhem Land, have not

been conquered. To this day we are a sovereign people”.10

This study acknowledges the sovereign and self-determining val-

ues of the Yolŋu peoples and pays respect to the traditional owners

where this research was conducted within the Marthakal, Miwatj

and Laynhapuy areas.

1.2 | The Yaka Ŋarali’ program

The Miwatj Health Aboriginal Corporation ‘Yaka Ŋarali’’ program

commenced in 2009 to promote awareness of the health effects of

tobacco use and its association with chronic illness. The project tar-

geted current non-smokers, especially children, to discourage

smoking uptake. Social marketing to encourage smoking cessation11

was a strong focus of the program, as was awareness raising and

promotion of the ‘Yaka Ŋarali’’ program and sponsored events. Yolŋu
Tobacco Action Worker (TAW) roles were established in remote

communities throughout the region.

An evaluation in 201212 found widespread recognition of the

‘Yaka Ŋarali’’ program logo and messages which were distributed

widely on shirts, signage, and stickers. In addition, it found that resi-

dents and households with a Yolŋu Tobacco Action Worker and/or a

Miwatj Health clinic were more likely to have received a smoking

cessation counselling session.

Following on from the 2012 evaluation, the aims of this study

were firstly, to determine the role of Yolŋu health and tobacco

action workers and the effectiveness of the ‘Yaka Ŋarali’’ program in

raising awareness about smoking and secondly, to identify what sup-

port is wanted and what is available to Yolŋu smokers, to quit.

Thirdly, this study sought to address a gap in the evidence concern-

ing the cultural use of tobacco by Indigenous Australians and to

ascertain the attitudes and the perceptions of Yolŋu to ŋarali’,

including the connection to culture and ceremony.

2 | METHODS

An opportunity to extend knowledge about the ‘Yaka Ŋarali’’ program

was presented in 2014, when a research project, “Talking about Smok-

ing in East Arnhem Land: denormalisation, stigmatisation and leader-

ship” began in the region. Qualitative interviews were conducted with

informants in seven communities by the researcher (MT), with the sup-

port of Cultural Mentors. Interviews focused on participants’ knowl-

edge, experiences and views of the ‘Yaka Ŋarali’’ program. The

researcher encouraged them to ‘tell their stories’ about ŋarali’, an
Indigenous style of conversation consistent with local culture.13

The use of symbolic interactionism based on recording and docu-

menting what is heard and seen in a particular setting as a way to

discover what is actually happening in their world,13 was used to

uncover the social experience of ŋarali’, how it was created, and

how it gives meaning to life.

Criteria from the COREQ Theoretical Framework14 has been

used to report on important aspects of the research team, study

methods, context of the study, findings, analysis and discussion.

2.1 | Research team

MT is an Indigenous Maori woman from Aotearoa New Zealand

(NZ), and a PhD candidate, who has lived in EAL for 2 years. MH

and DT are researchers in the Tobacco Control Research Program at

Menzies School of Health Research and MT’s PhD supervisors.

2.2 | Cultural mentors

In keeping with the need for culturally appropriate protocols and

communication during research, two Cultural Mentors (CMs) were

2 | TANE ET AL.
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employed as advisors and participants - one male and one female, to

ensure gender-specific issues could be addressed. The CMs, recom-

mended locally as Elders and leaders, facilitated discussions and by

their presence, seemed to put informants at ease. They provided

incisive commentary during reviews of the interview recordings and

shared their cultural and historical insight, with the researcher (MT).

They reviewed and commented on the interview guide, and helped

to develop and amend interview questions once data collection

began. They were articulate and generous with their local knowl-

edge, a significant benefit to the research.

2.3 | Methodological orientation and theory

The Framework Method15 which is not aligned with a particular

epistemological, philosophical or theoretical approach, was used for

the study, as a flexible tool to generate themes during analysis of

interview transcripts. In this study, data were analysed using prede-

termined (a priori) categories in a deductive approach, based on a

review of the evaluation in 2012.

Interview data which did not align with predetermined categories,

was analysed inductively to allow themes to be generated from the data

though open (unrestricted) coding. This combined approach was appro-

priate to incorporate the exploration of aspects of participants’ experi-

ences and the way that they assign meaning and value to ŋarali’.

2.4 | Participant selection

To begin the study, participants were selected purposively by their

positions as elders and leaders in the research community sites.

Interviews and discussions with potential participants were not

F IGURE 1 Mao of East Arnhem Land38.

TANE ET AL. | 3



 

 

129 

 

 

permitted without the cooperation of the elders and leaders. Subse-

quent interviews relied on snowball selection, and family members

and clients of the local health service came forward after recommen-

dations from those who had been recently interviewed.

Participants were approached during initial visits to the homeland

communities, with an introduction of the researcher (MT) to the

elders and leaders by the Cultural Mentors.

2.5 | Sample size and description

Interviews with 30 residents of EAL, comprising Yolŋu (N = 23) and

non-Yolŋu (N = 7) informants, occurred over a period of fifteen

months from June 2014 until September 2015.

Yolŋu participants (who were approached by the Cultural Men-

tors, or elders and leaders to be interviewed) were free to refuse

with no repercussions. Following consent to participate, there were

no withdrawals from the study.

Interview settings included five remote homeland communities,

and two regional/hub communities. Interviews took place in the

front yard of participants’ homes; in a consultation room in the

health clinic; on the front veranda of the health clinic; in the home

of the researcher (MT) and/or the research participants, and in the

staff and conference rooms of two health service offices.

During home visits, there were family members present, how-

ever, interviews were with the primary contributor (who had given

informed consent).

On two occasions when more than one person wished to con-

tribute, we ensured we gained permission and contact details for

each participant, and each individual transcript was coded separately.

During interviews with Yolŋu participants, one of the two Cul-

tural Mentors was always present. However, the researcher (MT)

conducted interviews with non-Yolŋu by herself.

The study sample comprised participants who had engaged with

the three health services within the region either as clients or as

employees. Elders and leaders who were approached for permission

to collect data in their community were all men.

There were 19 males and 11 females, eight current smokers, nine

ex-smokers and 13 never-smokers aged from 18 to 70 years. Of this

cohort, 23 participants were Yolŋu and seven participants were non-

Yolŋu Australians. Nineteen participants were employed part time or

full time with a local health service. Eleven Elders were intentionally

recruited for the project.

Yolŋu society is made up of two halves and every Yolŋu person

belongs to one of the two social or ritual groups, Dhuwa and Yirritja.

There were 12 informants from the Yirritja moiety, the custodians

for the ŋarali’ traditions, and 11 from the Dhuwa moiety.

2.6 | Data collection

The interview guide was developed in consultation with MT, DT

and MH, and was later reviewed by the Cultural Mentors who

gave feedback to improve clarity. During the interviews, the

researcher (MT) read the questions from the guide and the

Cultural Mentors translated these into Yolŋu Matha, often provid-

ing explanation to support participant understanding. Answers

from participants were translated for the researcher (MT) who

recorded these responses for later analysis. For most Yolŋu partic-

ipants, English was a third or fourth language, and Yolŋu Matha,

the preferred lingua franca.

Follow-up interviews with the Cultural Mentors were carried out

over the course of the study three times with each CM at face-to-

face meetings, and later, each CM was contacted at least three more

times by phone. These discussions were to clarify words, meanings

and comments made by participants, during the transcription of data,

coding and analysis.

The face-to-face repeat interviews were recorded and analysed;

however, the phone calls were not recorded.

The researcher, with permission from participants, recorded all

interviews for later transcription. The Cultural Mentors were present

when the recordings were reviewed, and when a point was ques-

tioned or discussed, the contributions of the Cultural Mentors were

again recorded and these were used during the analysis process, of

coding and memo writing.

Field notes were written immediately after the interviews, how-

ever, given that the process of asking questions in English, then

Yolŋu Matha, and having responses translated back into English was

time consuming, these were very brief. During data analysis, field

notes were used during review of the transcripts and this process

informed memo writing.

Interviews lasted between 20 minutes to 1 hour.

2.7 | Data analysis

Interview transcripts were analysed and coded using NVivo 10 soft-

ware by MT. Line-by-line analysis was carried out using a priori cate-

gories, and themes were identified by the researcher (MT) in

consultation with the Cultural Mentors, MH and DT who were in

regular contact throughout the analysis phase.

Data saturation was reached when no additional information was

emerging from interviews for either a priori or inductive analysis cat-

egories.

3 | RESULTS

3.1 | Data analysis is described based on the
following three a priori categories:

Yolŋu trying to quit smoking: informants’ interest in quitting, access to

smoking cessation support, experiences of trying to quit and their

views of what was needed for success.

The Yaka Ŋarali’ program: occasions and places where informants’

had seen the Yaka Ŋarali’ logo and messages or participated in the

program, and their responses.

The Yolŋu Workforce: the role of Aboriginal Health Workers, and

Tobacco Action Workers (TAWs) to support smoking cessation, per-

sonal perspectives of the workers, and perceptions of community.

4 | TANE ET AL.
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The fourth category concerning the cultural and traditional con-

nection with ŋarali’, and the responsibilities associated with cere-

mony, was inductively generated.

3.2 | Yolŋu trying to quit smoking

All Yolŋu smokers (n = 23) who were interviewed were interested in

quitting smoking. Of those Yolŋu who had successfully quit (n = 7),

most had quit abruptly with no support, before undergoing major

surgery, or after experiencing a health crisis. In these instances, the

informant had engaged with a health practitioner such as a Regis-

tered Nurse or doctor, rather than a Tobacco Action Worker.

A Yolŋu Community Elder (Dhuwa), ex-smoker, described how

he quit smoking after an x-ray at hospital: “I saw my lungs go black –

the doctor said no smoking so I stopped. . .” (GM-2). Another Yolŋu

Community Elder (Yirritja), ex-smoker, reported that he had quit

smoking prior to having heart surgery in Adelaide: “. . .once I get

ready for this operation, I give it away “(WW-3).

One key informant, a Yirritja community Elder, describing his

own struggle with nicotine addiction, explained: “I would like to quit

from ŋarali’, who is going to help me do that?” (NG-1). All Yolŋu smok-

ers interviewed reported the need for more education, information

and support to quit.

3.3 | The ‘Yaka Ŋarali’’ program

Informants identified the ‘Yaka Ŋarali’’ program in relation to smok-

ing restrictions in settings that included hospitals and grounds,

schools, stores and clinics in larger towns.

Informants from those remote communities without Tobacco

Action Workers reported that they had come into contact with the

‘Yaka Ŋarali’’ program on signs and banners during visits to the lar-

ger towns of Nhulunbuy and Galiwin’ku, and particularly in hospital

and clinic settings. A Dhuwa Elder confirmed that he had seen the

sign, “. . . that’s where you can’t smoke. ‘Yaka ŋarali’” (WW-5).

The ‘Yaka Ŋarali’’ logo was recognised on the doors or walls of

health clinics, as well as in private homes in communities without

Tobacco Action Workers. One family had placed a sign on an out-

side wall to show their home was smokefree: “. . .people are coming

to ask [for ŋarali’] at our house, we say, “You see that sign?” That sign,

we show that sign for people – Yaka Ŋarali’” (GT-2).

3.4 | The Yolŋu workforce

Although not every community had access to a Tobacco Action

Worker (TAW) those that did considered the workers to be effec-

tive: “. . .talking about the smokes and it’s bad for kids, don’t smoke in

the house, there are kids in there, smoke outside, go away as far as you

can for smoking, which is good and it encourages people” (GL-6).

The ‘Yaka Ŋarali’’ program team, were perceived as being the

right people to raise the issue of smoking “. . .because they’ve got

tight voice and they tell straight to the Yolŋu – Yolŋu to Yolŋu. And the

message, what he tells people, is strong, because that’s the job, what

they working for . . .” (GL-1).

Each TAW viewed their role as being to support and encourage

Yolŋu to stop smoking – rather than forcing them: ““. . .we are not

forcing them, but we tell the story about what you are thinking about

ŋarali’” (GL-3). Story telling was seen as an important aspect of shar-

ing information about the harms of tobacco.

One Yolŋu health worker described how she provided support:

“My little brother, he used to have seizures then one day his wife told

me that the doctor told him to quit ŋarali’. . . I told him, quit every-

thing. . .he quit everything. . .that’s why I always talk to him and encour-

age him” (YL-4).

This Yolŋu Elder felt that more effort should be made to help

Yolŋu quit smoking at the health clinics, before people experienced a

health crisis: “It’s good for people to quit you know before we might get

really sick. . . it’s good for people to quit when they’re still strong” (YL-4).

3.5 | Cultural obligations and connections to ŋarali’

Yolŋu informants, including Elders and leaders, both smokers and non-

smokers uniformly acknowledged the deep cultural and traditional

connection with ŋarali’ attributing this relationship with its introduc-

tion by the Macassans and its subsequent adoption into ceremony.

A Yirritja man who is a health worker and performer of the ŋar-

ali’ songlines, discussed the meaning of ŋarali’ as a never-smoker:

“It’s all so connected, ŋarali’ is my waku [woman’s daughter or son,

man’s sister’s son or daughter], ŋarali’ is my mother, ŋarali’ is momu [fa-

ther’s mother or her sister]. But ŋarali’ is my mother. It never changes.

It’s like kinship one too. . .it was given from the Macassans and out to

the old people and still nowadays” (GL-1).

In considering this strong connection, Yolŋu informants described

the obligations that both smokers and non-smokers have, to com-

memorate ŋarali’ as part of funeral ceremony: “We keep that ŋarali’ –

all the Yirritja people they can sing ŋarali’ and all the Dhuwa mob, danc-

ing. That’s right. Dancing ŋarali’, don’t smoke or you smoke” (WW-6).

A Yirritja informant who is a never-smoker, also commented: “It

doesn’t matter we are non-smokers, we can still dance and pay respect

to the person who passed away” (GT-1).

When questioned about the future for young people and

whether ŋarali’ was always going to be a part of custom and tradi-

tion, all Yolŋu responded affirmatively, with one Dhuwa Elder, a cur-

rent smoker, commenting: “It’s always going to be like that. It will

always be like that because it was like that before” (WW-4).

All Yolŋu participants who have children expressed concern

about their children experimenting with ŋarali’ and in particular

about children becoming addicted. This was true for both smoking

and non-smoking parents. An Elder Yirritja woman, a current smoker,

offered insight into smoking initiation by young people: “It’s hard to

quit, because it’s been introduced by people long time ago to our peo-

ple. And it’s been going on and on and on and it’s been passing on and

on, generation after generation after generation. And now today a lot of

young people are smoking” (GL-5).
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4 | DISCUSSION

Thirty informants were interviewed as part of the Yaka Ŋarali’ pro-

gram evaluation. Qualitative data was analysed according to four cat-

egories: (a) Yolŋu trying to quit smoking; (b) Yolŋu knowledge of and

exposure to the Yaka Ŋarali’ program; (c) the Yolŋu workforce

including Aboriginal Health Workers and Yaka Ŋarali’ Tobacco Action

Workers; (d) the cultural obligations to and connections with, ŋarali’
in East Arnhem Land.

Our results highlight to those working within Indigenous health,

and health policy and program decision makers, that the ongoing tra-

ditional and sacred use of ŋarali’ [tobacco] within Yolŋu society

requires an alternative approach to current denormalisation strate-

gies associated with tobacco control. These strategies have been

used successfully with the general population, as part of comprehen-

sive programs including restrictions and social marketing16 utilising

the power of social pressure to make smoking “less desirable,

acceptable and accessible”.17

However, consistent with other research,18 our research sup-

ports the need for consideration of the many factors that maintain

smoking in Indigenous communities, including personal, social and

environmental stressors and the accepted use of smoking to facili-

tate socialisation and connection should be made.18 Our study rein-

forces and extends this important role of tobacco in affirming,

strengthening and maintaining cultural identity”.

In the Yolŋu context, messages that encourage connection to

culture, such as: “Keep family and culture alive and quit today”19

should also acknowledge the place of ŋarali’ in terms of history and

tradition. Messages that recognise the ‘tight connection’ to ŋarali’
can then be framed in ways that respect its place in ceremony, while

encompassing the health of important others, such as family and

children. Recent research has found that focusing on the benefits of

quitting for family and children, may contribute to goal setting and

prioritisation of quitting20 by Aboriginal and Torres Strait Islander

smokers.

In determining core messages that are congruent with local con-

texts, consultation with communities and involvement of Yolŋu
would likely lead to improved acceptance, and may also limit the

potential for victim-blaming or attaching portraits of non-compliance

and deviance to the experience of Aboriginality21,22 as has been

highlighted in recent studies.

The integration of ŋarali’ into sacred ceremony, such as is found

in Yolŋu society, has not been established amongst other Aboriginal

nations in Australia – further reason for caution in developing initia-

tives in EAL. Research with First Nations communities of Canada

highlighted tobacco as a revered and sacred plant23 and in the Uni-

ted States, tobacco is consistently described for its sacred elements:

to bring people together; for its medicinal or healing properties; or

as an offering.24 In these Indigenous nations, support for a tobacco-

free world would be inconsistent with cultural identity and prac-

tices25 and this is also true for the Yolŋu informants of this study,

who predicted continuity of the ŋarali’ traditions, for generations to

come. This is a major departure from the findings of other Indige-

nous Australian studies of smoking.

The evaluation has shown however, that consistent with recent

national evidence26 there are increasing numbers of smokefree

homes for both Indigenous and non-Indigenous populations27 with

similar proportions of Indigenous and non-Indigenous smokers

wanting to quit and making quit attempts.28 These findings empha-

sise the need for culturally targeted messages, which are preferred

by Indigenous groups29 and improvement in the salience of anti-

tobacco messages for Indigenous populations.30

In response to the desire that Yolŋu smokers expressed for more

support to quit smoking, strategies should include utilising existing

relationships with health professionals and Aboriginal Health work-

ers.31 The need for prioritising brief interventions for smoking cessa-

tion, offered as part of routine care to clients should be

highlighted.32 Recent national research has shown that Aboriginal

and Torres Strait Islander smokers who had been advised to quit

were more likely to have a made a quit attempt in the past year than

those who had not.33

Support for Aboriginal/Yolŋu Health Workers to quit smoking is

an urgent priority and help should be offered in ways that are

respectful and culturally appropriate.34 Yolŋu health workers are the

first line of contact in health clinics, and therefore play an important

role in the delivery of smoking cessation. However, research has

shown that they are less likely to deliver these services when they

are current smokers.35 While Yolŋu health workers are well posi-

tioned to function as role models, evidence shows that they may not

feel comfortable giving advice that they themselves do not follow.36

It is important that they are offered as much support to quit as

other clients.

4.1 | Strengths and limitations

The inclusion of qualitative data in this evaluation, allowed some of

the questions commonly considered important by health promotion

stakeholders such as why, what and how the project was being

delivered37 to be assessed. However, a limitation was that no

numerical data was available to allow further insight into the extent

that the program is being utilised.

Although the study sample was small, with data accessed

opportunistically from the “Talking about Smoking in East Arnhem

Land” research project, questions about relevance of the project

within the context of culture in EAL were addressed, providing sub-

stantiation that the direction of the project is acceptable to the

Yolŋu community Elders, leaders and members including the TAW

workforce.

While the researcher (MT) did not speak Yolŋu Matha fluently,

to address and minimise this limitation of language and its interpre-

tation, a community centred approach was taken. Elders and leaders

were partnered to provide input before the interviews began, and

this process was facilitated and supported by the CMs. The signifi-

cant background knowledge and comments provided by CMs in
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review and analysis was a significant strength of the study, con-

tributing to valid and reliable processes.

4.2 | Implications for policy and practice

Although cultural obligations are associated with ŋarali’, differences

from the act of smoking tobacco were articulated by Yolŋu infor-

mants. Informants who were smokers, and non-smokers, described

how Yolŋu can celebrate and participate within the ŋarali’ cere-

monies, without being a smoker. No immediate interest in putting

aside these cultural aspects and obligations of ŋarali’ were reported,

however, there were clear appeals for greater support, better access

to resources and education and interest in quitting smoking. These

findings suggest that opportunities for extending the Yaka Ŋarali’

program throughout East Arnhem Land would be welcomed by

Yolŋu smokers, and their families.

5 | CONCLUSION

An ongoing commitment and acknowledgement of the importance of

ŋarali’ during funeral ceremony, mean that future efforts by the

‘Yaka Ŋarali’ program should be tailored to accommodate the local

context in East Arnhem Land. Involving Elders and leaders in future

strategies will ensure initiatives are culturally appropriate and accept-

able, and show responsiveness to the Yolŋu communities who have

expressed their need for more help to quit smoking.
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Chapter 4  

4.1 Yolŋu Smokefree Leadership 

The following article appeared in the Global Health Promotion Journal in early 2019. 

It was the second article published that reported on the results of our study in East 

Arnhem Land. Surprisingly, we found that irrespective of smoking status and high 

smoking prevalence in the region, there was a strong belief in the importance of 

protecting families from the harm of smoking. This was true for all Yolŋu participants 

and of importance was that Yolŋu smokers were also very conscious and often 

proactive in keeping children out of harm’s way and helping them to avoid second-

hand smoke. In communities where there were smokefree leaders, and Yolŋu Health 

Workers, these individuals advocated and challenged others to think about their 

smoking and their health, and to consider the impact of smoking on children. 

 

4.1.1	Publication	in	Global	Health	Promotion		

The article is inserted from the published PDF, as follows: 

 

Tane, M., Hefler, M., & Thomas, D. (2019). Smokefree leadership among the Yolŋu 

peoples of East Arnhem Land, Northern Territory: a qualitative study. Global Health 

Promotion, 1–9.  
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Introduction
Tobacco use is the single largest preventable 

cause of death and chronic disease in the world 
today, causing millions of deaths every year and is a 
risk factor for six of the eight leading causes of 
death, including heart and lung diseases and several 
cancers (1).

The proportion of Indigenous Australians who 
are current daily smokers has declined by six 
percentage points from 45% in 2008 to 39% in 
2014 (2). However, there has been no significant 
change in prevalence or successful cessation in 
remote areas (3). In some remote Northern Territory 
communities in East Arnhem Land, smoking 
prevalence between 68% and 83% in men and 

between 65% and 73% in women has been reported 
with little change since the mid-1980s (4). Smoking 
represents a barrier and a challenge to Indigenous 
peoples reaching their full potential in terms of their 
social and emotional health and wellbeing (5), 
prematurely divesting communities of Elders and 
loved ones due to smoking-related diseases.

The Indigenous daily smoking prevalence is 2.8 
times that of non-Indigenous Australians and, as such, 
is responsible for 23% of the health gap in the burden 
of disease, as measured by the difference in disability-
adjusted life years (6). This is greater than the estimates 
for the contributions of other risk factors to the 
health gap, such as high body mass (14%), high blood 
glucose (9%), physical inactivity (8%), alcohol 
consumption (8%), high blood pressure (8%).
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Smokefree leadership among the Yolŋu peoples of East Arnhem 
Land, Northern Territory: a qualitative study

Moana Pera Tane, Marita Hefler and David P. Thomas

Abstract: This qualitative study examined smokefree leadership among the Yolŋu people, Indigenous 
landowners of East Arnhem Land. Despite disproportionately high smoking prevalence, the study 
found that most people enacted smokefree leadership within families and communities. While there 
was broad concern about not impinging on the autonomy of others, Indigenous health workers 
regularly advised clients, family and community members to quit smoking. This followed a general 
belief that the issue of smoking was best raised by health workers, rather than traditional leaders. 
Protecting children from second-hand smoke and preventing smoking initiation was important to all 
participants irrespective of their smoking status. An enduring and highly valued cultural connection 
to ŋarali’ (tobacco) remains an essential part of the sacred practices of the funeral ceremony, an 
important and unique social utility. The study found consensus among participants that this would 
not change. Navigating traditional connections to ŋarali’ in a context where most people are still 
addicted to commercial tobacco is challenging and requires respectful and culturally compelling 
approaches. Tobacco control initiatives with the Yolŋu should therefore utilise existing smokefree 
leaders within the social context in which ŋarali’ is valued and used, an approach that may resonate 
with other Indigenous Australian nations and communities.
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The study was undertaken in East Arnhem, a land 
area of 3,337,993 hectares with Aboriginal and 
Torres Strait Islander individuals comprising 91.2% 
of a population of 10,000 people (7). The Indigenous 
owners of this area are the Yolŋu peoples. The region 
includes bauxite plateau country, sparse grasslands, 
and coastlines of sandy beaches, rocky headlands, 
sand islands and tidal inlets of mangroves (8). People 
live in widely dispersed remote communities, only 
accessible by four-wheel-drive vehicles or light 
aircrafts.

The study sought to address a notable gap in the 
literature of the role of Indigenous smokefree 
leadership. While capacity-building to mobilise 
community stakeholders and to facilitate culturally 
sanctioned change and prevention strategies has 
been highlighted (9), the involvement of Elders and 
leaders in Indigenous communities as a culturally 
relevant resource for health is currently underused 
and under-examined (10).

Background
Indigenous peoples, their society, traditional 

values and cultural beliefs and practices have been 
significantly affected since the colonisation of 
Australia begun by the British in 1788. Government-
led policies removed children from families and 
communities and Indigenous peoples were separated 
from or lost their traditional lands during this 
period, contributing to the creation of unhealthy 
living and social conditions and to a higher level of 
tobacco use (11).

Introduced to Arnhem Land as a trade item by the 
Macassans in the 1700s (12), ŋarali’ or tobacco 
became a highly-prized commodity among the 
Yolŋu and was restricted to senior and initiated men 
(13). Common or profane use of tobacco by both 
men and women has developed over time. However, 
the meaning of ŋarali’ remains sacred. It is a part of 
culture and ceremony (14) and is often described as 
mulwatj (precious) or culturally important, (13) as 
it is associated with the funeral ceremony. However, 
this ceremonial role of tobacco does not generally 
involve its smoking.

Methodology
The study sought to set an Indigenous agenda 

that is broad in its scope, prioritising notions of 

self-determination, participation, empowerment 
and decolonisation (15). The approach resists and 
opposes Western research practices and preferences 
that are rooted in a deeply colonial institution (16) 
which has marginalised Indigenous communities, 
silenced their voices and favoured the 
representation and interpretation of ‘expert’ 
others. The aim of the study was to privilege 
Indigenous knowledges, experiences, reflections 
and analyses of their social, material and spiritual 
conditions (17), giving voice to those who have 
not spoken or been heard (18).

The research methodology sought to demonstrate 
and value respectful and culturally appropriate 
communication with participants, acknowledging 
that, within Yolŋu society, there are complex roles 
and specific kinship relations that may dictate, for 
example, who is responsible for different places 
and ceremonies and who must be avoided out of 
respect (19).

Two cultural mentors (CMs), one male and one 
female, were recommended to the researcher (MT) 
by the local health services and were approached 
separately to ascertain their interest in advising the 
research project. They guided the researcher during 
interviews and helped her to navigate the cultural 
sensitivities related to avoidance relationships, 
kinship dynamics and interviewing participants 
who spoke English as a second, third or fourth 
language. The CMs were senior, respected 
community members known to all interview 
participants. The CMs appraised the interview 
guide, gave feedback to improve clarity and were 
present during interviews, translating questions and 
answers into a Yolŋu Matha language. The CMs 
added further insight and valuable analysis during 
face-to-face meetings and later by phone when MT 
was reviewing data and coding.

The study adapted Bronfenbrenner’s social 
ecological model (SEM) (20) of human development 
to explore leadership in these communities, using 
four nested, hierarchical levels (see Figure 1) to 
conceptualise a Yolŋu worldview. Everything in the 
Yolŋu universe – Spirit Beings, plant and animal 
species, clan groups, areas of land and water are 
either Dhuwa or Yirritja and within each moiety, 
people belong to smaller groups called clans, each 
having its own language (21). Children belong to 
their father’s clan (and moiety), while their mother 
belongs to another clan (of the other moiety). The 
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first level represents the individual and their family 
and extended family, the second level denotes their 
employment and/or their involvement within their 
community, the third level is their identity in their 
Bäpurru or clan, and the fourth level is their moiety 
membership (Dhuwa or Yirritja), which is 
determined by patrilineal descent.

The definition of leadership used to analyse 
participant interviews is located within Ivory’s 
analysis of Indigenous Australian modalities of 
governance, founded on social constructs and 
culturally based institutions and systems (22), which 
conceptualises leadership as a network that extends 
across communities and regions. Aboriginal 
leadership is also strongly associated with a 
purposeful and active sense of identity and self-
determination (23).

Participant selection

Initial contact with communities was made through 
local health services and meetings held with Elders 
and leaders to discuss the project aims and to request 
permission for interviews. Following approval, the 
researcher (MT) returned to the communities with a 

CM to recruit information-rich key informants, 
progressing to snowball enlistment wherein existing 
participants recruited family members.

Interview setting and approach

Interviews with key informants were conducted 
on the veranda and in consult rooms at remote 
community health clinics (n = 15), a participant’s 
home (n = 1) and the home of the researcher (n = 6) 
and were audio-recorded with permission for later 
transcribing. Information sheets were distributed to 
all informants who signed informed consent forms 
before the interview began. A CM was present 
during interviews for translation and interpretation.

Field notes were written immediately after the 
interviews; however, these were very brief. A review 
of the field notes was performed during data analysis 
and informed coding and memo writing. Interviews 
lasted between 20 minutes and 1 hour.

Sample size and description

Interviews took place with 22 Yolŋu key 
informants. Of these, 13 were employed with local 

Immediate family 
and extended 
family

Employment and/or 
involvement in the 
community

Bäpurru Clan and 
membership (by 
birth)

Yirritja / Dhuwa 
moeity membership 
(through patrilineal 
descent)

Figure 1. Adapted from Bronfenbrenner’s social ecological model (SEM) of human development to explore Yolŋu 
leadership, using four nested, hierarchical levels (20).
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health services as Aboriginal health workers, 
Aboriginal health practitioners, tobacco action 
workers (TAWs) and administration staff and the 
rest were community members. There were 9 female 
and 13 male participants.

Data analysis

Data were analysed using the framework method, 
which involved seven stages (24). In the first and 
second stages, interview recordings were transcribed 
by MT who became familiar with the content and 
immersed in the data through playback of recordings, 
working alongside the CMs who offered insight and 
comments. These sessions were also recorded and 
later analysed. Memo writing was used during 
coding to explore and analyse the data and the 
relationships between codes.

In stage three, line-by-line coding of small blocks 
of text was undertaken using NVivo 10. In stage 
four, an analytical framework was developed from a 
priori themes associated with tobacco control 
strategies in the region (25). These included smokefree 
environments, television and media advertising, 
access to smoking cessation support, and Indigenous 
leadership. The framework also included emergent 
themes derived from open (unrestricted) coding.

In stages five and six, transcripts were reviewed 
again in their entirety to check indexing and coding 
decisions made and participant attributes (such as 
smoking status, position in the community, gender, 
age) were also analysed. During the seventh and 
final stage of analysis, a spreadsheet was used to 
index codes and categories and to summarise and 
chart the themes. Indicators of smokefree leadership 
actions within the individual participant’s sphere of 
influence across the different levels of the SEM were 
then developed.

Results

Smokefree leaders and advocates

Despite living in communities where smoking is 
the norm, there were many examples of Indigenous 
smokefree leadership or advocacy reported by 
participants. These included promoting or 
encouraging smokefree spaces in and around homes, 
encouraging others in their immediate or extended 
family to quit smoking, being aware of and actively 

preventing children from being affected by second-
hand smoke and educating and warning family 
members and children about smoking initiation.

Participants reported varying levels of confidence 
to raise the issue of smoking with family, clients or 
colleagues. Those who were ex- and never-smokers, 
and were employed by a health service reported the 
most confidence. Among all participants, irrespective 
of smoking status, there was an acknowledgement 
of personal agency in choosing to smoke, or to quit 
smoking. An aversion to forcing others or ‘telling’ 
people what to do was expressed:

We can’t force them to quit, it’s their own feeling 
if they want to come in and quit, they need to 
come in themselves and by their own consent … 
better for them and we can’t force them, but they 
have to think for themselves (health service 
employee, female, ex-smoker).

Thus, among those participants who enacted 
leadership across all levels, advocacy and education 
about the harms of smoking was often presented to 
smokers as ‘reminders’ or ‘encouragement’, a socially 
acceptable way to raise the issue for everyone:

And when they have a sports carnival in 
Galiwin’ku or anywhere, and there are women 
and men who play football, then we have to go 
and encourage them not to smoke (health service 
employee, male, never-smoker).

Family and children

Participants at all levels of the SEM, irrespective 
of age, gender, smoking status, employment, clan 
and moiety membership, considered that children 
need to be protected from the harms of second-hand 
smoke and believed that adults could influence them 
to prevent smoking initiation. All participants 
showed smokefree leadership had been enacted in 
some measure within the immediate and extended 
family (the smallest circle in the centre of the Figure 
1 diagram). Within this context, participants 
acknowledged the role of parents in preventing (or 
allowing) smoking initiation by children: ‘I say to 
them [my children] you know ŋarali’ is no good for 
you for your whole body, lungs, no good for you’ 
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(community member, female, never-smoker). Some 
parents also protected their children and other 
family members from second-hand smoke. For 
example, a mother had established smokefree zones 
around her home and her yard using smokefree 
signs, and requested visitors to move away from the 
house to smoke: ‘Yes [she] doesn’t like people sitting 
in front of her, when the wind is blowing from here 
… and she doesn’t like people smoking in front of 
her and the kids (CM translating for community 
member, female, never-smoker).

Employment and/or involvement in the 
community

Within the workplace, participants who were 
employed by a health service used many opportunities 
to raise the issue of smoking, irrespective of their 
smoking status. An Aboriginal health practitioner 
reported her efforts in giving advice to quit smoking 
to her clients as an integral part of her role: ‘Yes, 
they know because I always tell my families [to quit 
smoking] when I sit down cause I’m a registered 
health practitioner’ (health service employee, female, 
ex-smoker). Another health worker described how 
he supported the smokefree workplace policy, 
influencing others to abstain from smoking while at 
work or purchasing tobacco while in uniform:

Ŋarali’ is the policy inside the building, or 
workplace, you don’t smoke. And if it’s outside, 
that’s good eh? ‘Hey, we are health workers, look 
we got our shirts here, we can’t get cigarettes 
while using the red shirt’ (health service employee, 
male, never-smoker).

Describing her misgivings about giving advice to quit 
while being a smoker, a health worker continued to 
offer encouragement to her clients: ‘Yes, I do [encourage 
others to quit] but how can that person stop or quit 
smoking, if they like smoking?’ (health service employee, 
female, current smoker). Another participant believed 
that she should not give education about ŋarali’ to her 
clients because she was a smoker, preferring non-
smokers to undertake this work; she observed:

The [ŋarali’] program has been going but one day 
I said to him, ‘You’ll do an education on ŋarali’, 

yaka ŋarali’ [don’t smoke] program. I’m not 
doing that because I’m a smoker. Only people can 
do that, that are non-smoker. But we can sit and 
listen’ (health service employee, female, current 
smoker).

Two health workers explained that because of 
their professional roles, they had refused to purchase 
tobacco for family members, a common practice 
among the Yolŋu where sharing is expected and 
highly valued:

My mum used to do that, she was a heavy smoker; 
she still smokes. Sometimes she asks me to buy 
cigarettes and I say, ‘I can’t, I can’t buy cigarettes, 
I’m not allowed to kill you!’ (health service 
employee, male, ex-smoker).

Like for me I’m a registered health practitioner 
and I don’t want to buy ŋarali’ and giving it to a 
person, that means I’m killing them! (health 
service employee, female, ex-smoker).

Traditional leadership roles – related to 
moiety (Yirrtja/Dhuwa) and clan (Bäpurru)

Many of the key informants reflected on the deep 
connection to ŋarali’ over hundreds of years, a 
relationship that affects Yolŋu across all levels of the 
SEM, with one informant describing its arrival in 
Arnhem Land:

The Macassan people brought it and before when 
the missionaries came here, they brought all the 
ŋarali’. Long, long, time ago, old people, a long 
time ago, they found ŋarali’ and they started 
smoking … ŋarali’ was spread everywhere (Elder, 
male, ex-smoker).

A senior informant also described the importance 
of ŋarali’ during the funeral ceremony being a 
commemoration of culture and a tribute to farewell 
the deceased:

The times when we celebrate in the funeral time 
to remember [the deceased] when he was alive, 
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when he was a smoker, that’s why we have singing 
songs and smoking [ceremony]. In other words, 
saying goodbye. That is how we form part of our 
story, our songline (Elder, male, ex-smoker).

Two TAWs had additional responsibilities in their 
traditional roles, one as a clan leader and the other 
as a performer of the ŋarali’ manikay (tobacco 
songlines), but both spoke to others about the harms 
of smoking and the benefits of being smokefree: ‘I’m 
a leader as my Clan too. As a leader, I have to educate 
people not to smoke around the houses, don’t smoke 
in front of kids, keep your cigarette secret (health 
service employee, male, never-smoker). An 
Aboriginal Health Worker, when asked about the 
role of clan leaders in warning others about smoking, 
replied:

The Clan leaders? Half of the Clan leaders they 
smoke cigarettes! The best is [referring to TAWs] 
because they’ve got tight [united] voice … Yolŋu 
to Yolŋu. And the message, what [they] tell people, 
is strong. Because that’s the job, what they [are] 
working for (health service employee, male, never-
smoker).

This informant also described how he performed 
the ŋarali’ manikay during funeral ceremonies, 
while never compromising his smokefree stance, 
having the confidence to raise the issue of smoking 
within the traditional context:

I’ve got that message, I’ve got this ŋarali’, it’s only 
for my singing, but I don’t smoke, but I’ll keep for 
my singing … It’s good to encourage or educate 
– we are the people, talk about stopping smoking 
cigarettes (health service employee, male, never-
smoker).

Discussion
The study found that, among the Yolŋu participants, 

there was broad concern about not impinging on the 
autonomy of others. However, a notable exception 
was reported by health workers who regularly 
advised their clients and family to quit, without 
offending or attracting criticism. Although some of 
these health workers reported feeling uncomfortable 

if they smoked, they continued to offer advice, 
believing that they were the right individuals to do so, 
being employees of a health service.

The finding that Yolŋu participants perceived the 
issue of smoking to be best raised by health workers 
rather than traditional clan and moiety leaders is an 
important one. Health workers and employees who 
held cultural knowledge and were active in clan and 
moiety roles acknowledged that their efforts to 
advocate and exert influence began with their 
families and then at work and extended to the 
traditional contexts in which they were active.

Importantly, our study found that, in relation to 
protecting children from second-hand smoke and 
smoking initiation, all participants expressed 
concern for the health and wellbeing of children, 
irrespective of smoking status. This result supports 
previous research in Arnhem Land that found that 
actions to protect children from smoking can lead 
to smoking cessation among parents and are the 
most common reason given by adults to quit 
smoking (26).

Navigating the cultural sensitivities associated 
with tobacco use is important in working with 
Indigenous Australians. In Arnhem Land, we found 
tobacco remains an important part of traditional 
ceremonial practices. In Central Australia, other 
researchers have found that chewing tobacco (wild 
Nicotiana spp, also known as pituri or mingkulpa) 
has an ongoing important role in the connectedness 
of family, friends and community (27).

Understanding the reasons why and how people 
smoke (28), acceptance that smoking is a ‘genuinely 
social practice’ (29) and recognition that ŋarali’ has 
a permanent and important social utility among  
the Yolŋu may challenge those who promote 
denormalisation strategies geared towards 
Indigenous Australians (30,31). However, more 
Indigenous-led approaches are needed, as research 
suggests that failure to acknowledge and value the 
diverse cultural beliefs within Indigenous Australia 
may have led to attitudes of mistrust and scepticism 
towards anti-smoking messages and the healthcare 
system (29).

Indigenous populations of Australia, Canada and 
the United States share a common experience of 
colonisation and traditional tobacco use (27,32–
34). In New Zealand, despite the Maoris having not 
used tobacco before its introduction as ‘the gift 
from a distant land’ during colonisation (35), the 
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effects of smoking have proven to be devastating 
and harmful (36). Addressing the high prevalence of 
commercial tobacco use as a major cause of illness 
and death among Indigenous peoples remains a 
priority in tobacco control (37), but navigating the 
dichotomy of sacred and profane use of tobacco, 
while many are still addicted to smoking, is complex 
and challenging (38). The notion that the world will 
one day be tobacco-free is unrealistic for many 
Indigenous nations and may even be considered 
offensive, given that traditional tobacco use is often 
associated with healing, respect for others and 
spiritual practices (39).

As our study has shown, there are already 
Indigenous smokefree leaders and role models 
among the health and tobacco control workforce 
who exert influence at work and within their 
traditional and cultural contexts. Ensuring that 
these Yolŋu and other Indigenous smokefree leaders 
are involved with and lead health promotion, 
advocacy and policy at community and regional 
levels will ensure culturally appropriate and 
culturally compelling interventions (40).

Strengths and limitations
Working and living in the remote Yolŋu 

communities of East Arnhem Land, MT worked 
collaboratively with two CMs to ensure a community-
centred and culturally appropriate model of inquiry, 
which is a significant strength of the study. It seemed 
more likely that participants’ respect for the CMs 
may have constrained some answers, it seemed more 
likely that this respect enabled participants to be 
more open.

The number of study participants was small  
(n = 22), with a large proportion of the sample  
(n = 13) employed locally by health services. Being 
role models in communities and clinics, these health 
workers spoke freely and confidently about the topic 
of ŋarali’ without reserve, which is likely a result of 
daily encounters with clients and family who smoked 
or had been affected by smoking. The rest of the 
participants may have been less familiar with this 
topic and therefore did not contribute as fully as the 
former group.

Respect for and acknowledgement of the cultural 
and traditional use of tobacco remains important to 
the Yolŋu peoples of the Northern Territory and 
may also be relevant in other remote areas such as 

Central Australia, since there is widespread use of 
pituri or mingkulpa (chewing tobacco) in this 
region (27). These cultural differences highlight a 
lack of generalisability of our study beyond the 
Yolŋu peoples. However, they remain important for 
ongoing work with Indigenous Australians to 
address smoking.

Implications for policy and practice
There are important implications for policy and 

future practices. Identifying smokefree Indigenous 
leadership in communities and involving them in 
planning and coordinating community-based activities 
is essential for buy-in. TAWs or regional tobacco 
coordinators with the national Tackling Indigenous 
Smoking program (41) are an obvious choice, as are 
health workers (41). The combined workforce, given 
the right support and resources, could therefore 
develop initiatives based on their traditional and 
shared values, enabling communities to define, express 
and represent themselves in ways that are empowering, 
and that may ultimately lead to better health outcomes 
for Indigenous Australians (42).
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Chapter 5  

5.1 Denormalisation and Smoking-related Stigma 

The article, Do the Yolŋu people of East Arnhem Land experience smoking related 

stigma associated with local and wider tobacco control strategies? A qualitative study 

with Yolŋu informants from seven remote Aboriginal communities in the Northern 

Territory, Australia, was published in an international journal in July 2019. 

 

The article sought to address the question I had posed at the beginning of our study, 

about whether tobacco control denormalisation efforts in the region had produced 

smoking-related stigma among Yolŋu participants. To address this, I explored from 

the qualitative data, the concept of stigma, a term our Yolŋu participants were not 

altogether familiar with. While I could not validate the presence of stigma among our 

participants, I did find instances of smoking-related shame among the cohort, who 

were employees of Health Services. These examples seemed to be occurring mainly 

when Yolŋu participants were at work, and interacting with colleagues. An important 

finding of our study was that when colleagues had a close, respectful and caring 

relationship with a Yolŋu smoker, there was likely to be little or no shame if advice to 

quit smoking was offered. Our understanding from this study was that having a caring 

and trusting relationship between a client or patient, and their Health Professional or 

Health Worker, was most important in offering smoking cessation support to Yolŋu, 

without generating any shame. 
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5.2 Publication in Global Public Health 

 

The article is inserted from the published PDF, as follows:  

Tane, MP, Hefler, M., & Thomas, DP (2019). Do the Yolŋu people of East Arnhem 

Land experience smoking related stigma associated with local and regional tobacco 

control strategies? An Indigenous qualitative study from Australia, Global Public 

Health. doi: 10.1080/17441692.2019.1649446. 
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Abstract 

In remote Aboriginal communities in East Arnhem Land, Northern Territory of Australia, the 

Yolŋu people, traditional owners of this remote and isolated region, have a long tradition of 

ŋarali’ [tobacco] use, which is commemorated within funeral ceremony, as manikay 

[songlines] and buŋgul [dancing]. Today, smoking is very prevalent and a highly normalised 

social activity among Yolŋu. There are concerns that tobacco control activities aiming to 

denormalise smoking may lead to stigma in already disadvantaged communities with high 

smoking prevalence.  Interviews were conducted from August 2014 until December 2015 to 

ascertain whether smokers may have experienced smoking-related stigma through their 

interactions and engagement with health services and regional tobacco control activities 

including denormalisation strategy. Informants described their experiences, observations and 

perceptions of smokefree environments, television and media advertising, and smoking 

cessation support. We found that while tobacco control denormalisation is not leading to 

stigma in these communities, some clinical consultations and interactions may have led to 

feelings of smoking-related shame among Yolŋu health workers who smoked. However, we 

found that caring, trusting relationships and having the right people communicating the right 

messages respectfully enabled raising the issue of smoking in clinical consultations without 

causing shame.  

Keywords: Indigenous, smoking, stigma, shame, caring  
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Introduction 

 

Introduced over 700 years ago by the Macassans into northern Australia (Brady, 2013) to the 

Yolŋu people (Indigenous land owners of Arnhem Land), ŋarali’ [tobacco] has become 

closely enmeshed in daily activities and Yolŋu funeral ceremony. Celebrated in the ŋarali’ 

manikay [songlines], and buŋgul [dancing] traditions, today, smoking is a highly normalised 

social activity in remote East Arnhem Land communities. This study explored the lived 

experiences of Yolŋu informants to determine whether tobacco control denormalisation 

efforts in the region had produced smoking-related stigma. 

 

Tobacco control denormalisation seeks to change broad, social norms of tobacco smoking, 

from being ‘normal’ or ‘desirable’ to an ‘abnormal practice’ (California Department of 

Health Services, 1998, p. 3). In Australia, ‘denormalisation of smoking' is a term used in 

tobacco control to describe efforts that fundamentally erode community acceptance and 

tolerance for smoking (Scollo & Winstanley, 2018). Historically, the approach had a strong 

focus on the tobacco industry (Roeseler & Burns, 2010). Denormalisation is an essential 

component of comprehensive tobacco control strategy, and is achieved by mass media 

tobacco control campaigns, television advertising, smokefree areas and laws, and supporting 

access to cessation services. These tactics have been used successfully in many countries to 

reduce tobacco smoking (Feldman & Bayer, 2011) and in Australia, prevalence has declined 

to an all-time low of 14% for daily smokers, aged 14 years and over (Greenhalgh, Bayly, & 

Winstanley, 2018).  
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In contrast, the proportion of Aboriginal and Torres Strait Islander people who are current 

daily smokers remains disproportionately high despite a decline from 45% in 2008 to 39% in 

2014 (Australian Bureau of Statistics, 2017b). Nationally, Aboriginal and Torres Strait 

Islander adult smoking prevalence and adolescent initiation is falling, and successful 

cessation is increasing (Australian Bureau of Statistics, 2017a). However, there has been no 

significant change in remote areas in Australia, and in East Arnhem Land, smoking 

prevalence between 68% to 83% in men and 65% to 73% in women has been reported, with 

little change since the mid-1980s (Clough, MacLaren, Robertson, Ivers, & Conigrave, 2011).  

 

In recent years, tobacco control advocates and public policy makers in some countries began 

to pursue denormalisation as a discrete policy goal (Feldman & Bayer, 2011), in addition to 

advertising bans, public smoking restrictions and increased tobacco excise tax. Debate among 

public health advocates and tobacco control researchers about the ethics associated with the 

ongoing and targeted use of denormalisation has followed (Bayer, 2010; Bell, Salmon, 

Bowers, Bell, & McCullough, 2010; Stuber, Galea, & Link, 2008, 2009). Despite the 

extraordinary success of public health campaigns in dramatically reducing smoking 

prevalence in industrialised nations such as New Zealand, Canada, the United States, the 

United Kingdom and Australia, a strong social gradient of tobacco smoking, morbidity and 

mortality has been reported (Feldman & Bayer, 2011). Evidence shows that the decline in 

smoking was unevenly distributed, with benefits enjoyed primarily by those at the upper end 

of the social continuum. Disappointingly, those lower on the gradient continued to smoke at 

disproportionately higher rates  (OECD, 2011).  

 

Cigarettes, no longer associated with glamour, have become a ‘stigma symbol’ (Castaldelli-
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Maia, Ventriglio, & Bhugra, 2016) with its users having a corrupted, debased identity and 

blemished character. Policy-induced stigma (Graham, 2012), in the current social climate 

where smokers may be openly criticised, and experience isolation and severe embarrassment 

(Bayer & Stuber, 2006), may represent an unfair burden on those who are already socially 

disadvantaged. 

 

In his archetypal formulation, theorist Erving Goffman (Goffman, 1963) defined stigma as 

“an attribute that is deeply discrediting” (p.3), reducing people “from a whole and usual 

person to a tainted, discounted one” (p.3). Conceptualised from Goffman’s theory, Link and 

Phelan (Link & Phelan, 2001) propose that the components of stigma are contingent on 

access to all forms of societal, economic and political power. They posit that the labelling and 

differentiating of individuals or groups (‘us’ and ‘them’), the creation of negative stereotypes, 

and the rejection, exclusion, and discrimination against these ‘others’, has led to status loss, 

discrimination and unequal outcomes. 

 

In Australia, there is evidence to suggest that those who identify as Aboriginal may be 

affected by a ‘stigma of inferiority’ in how they are treated in the health care system 

(Williams, 1999) and may experience daily, racially based treatment. These impacts have 

been linked to poor general mental health (Paradies & Cunningham, 2012) and negative 

consequences among Indigenous Australians (Larson, Gillies, Howard, & Coffin, 2007). 

Institutional and cultural racism has also been linked to health harms, and through stigma, 

stereotypes and prejudice, contributes to inhibited access to societal participation, assets and 

prospects required for health (Williams & Mohammed, 2013; Williams, Priest, & Anderson, 

2016). 
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Within the context of disadvantage and poorer health outcomes, smoking-related stigma may 

represent a ‘double-whammy’ for Indigenous Australians. According to Bond, Indigenous 

Australians have been characterised as “‘unhygienic and contagious’, considered ‘passive’, 

‘immoral’ and ‘dysfunctional’” (Bond, 2007, p. 77). Bond asserts that despite shifts within 

public health literature, the widely-held assertion of inferiority of Aboriginality still prevails.  

Williams (Williams, 1999) had earlier proposed that those who experience these negative 

consequences of stigma are likely to internalise the popular imagery of Aboriginality into 

their own identity formation, cultivating feelings of helplessness, frustration and failure. 

Bond posits that the stigmatised identity of ‘the smoker’ is only one among many possible 

stigmas that Indigenous Australians must negotiate, within their own communities, as well as 

the wider society where smokers are increasingly marginalised or considered to be ‘deviant’ 

(Bond, Brough, Spurling, & Hayman, 2012).  

 

Tobacco control strategy is an important priority in addressing persistent, worse health 

outcomes for Indigenous Australians, particularly for those who reside in remote 

communities where smoking prevalence is so high.  However, stigmatisation, as an 

unintended consequence of tobacco control denormalisation, has not been investigated 

sufficiently in Indigenous populations.  This study explores whether the Yolŋu people of East 

Arnhem Land experience smoking related stigma from tobacco control denormalisation 

efforts.  

 

Methods 

 

The study sought to acknowledge and respectfully engage with the Yolŋu peoples of Arnhem 
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Land as traditional owners and custodians within their homelands and communities of 

Marthakal, Miwatj and Laynhapuy, where this research was conducted. This approach 

required an intentional position that valued Indigenous knowledges, experiences and 

reflections and that privileged the analyses of social, material and spiritual conditions and 

values of the Yolŋu peoples who participated in this study.  

 

Two Cultural Mentors provided oversight and guidance throughout the research, through 

language interpretation during qualitative interviews, cultural advice pertaining to the 

observance of ŋarali’ [tobacco] traditional practices and insight during analysis. They helped 

the first author, who completed all primary data collection, to navigate language, customs and 

relationships among the Yolŋu.  

 

Informant selection 

 

Initial contact with communities was made through local health services. Meetings with 

Elders and leaders were held to describe the project aims and request permission to conduct 

interviews with local people. Following approval by the Elders, the researcher (MT) returned 

to communities with the Cultural Mentors, and recruited information-rich key informants for 

the study. The selection process began with the purposeful recruitment of Elders from each 

community, progressing to snowball enlistment where existing informants recruited family 

members for interviews.  
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Interview setting and approach 

 

Interviews were conducted on the veranda and in consult rooms at remote community health 

clinics (n=15), informants’ homes (n=1) and the home of the researcher (n=6). Interviews 

were conducted in a Yolŋu Matha language and in English, with the Cultural Mentors 

translating and interpreting during the data collection process. Brief field notes were written 

immediately after the interviews and these supplemented coding and formed the basis for 

memo writing. Interviews lasted between 20 minutes and one hour. 

 

Sample size and description 

 

A total of 22 Yolŋu informants were interviewed. Thirteen were employed with local health 

services. Table 1 shows their demographic characteristics. 

[Insert Table 1] 

 

Data Analysis 

 

Data was analysed using the Framework Method (Gale, Heath, Cameron, Rashid, & 

Redwood, 2013) and involved seven stages. In the first and second stages interview 

recordings were transcribed by MT, who became familiar with the content and immersed in 

the data through playback of recordings, working alongside the Cultural Mentors who 

clarified words and meanings, and offered insight into the Yolŋu worldview. In stage three 

line-by-line coding of small blocks of text was undertaken using NVivo 10. In stage four, an 
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analytical framework was developed from a priori themes, associated with tobacco control 

strategies implemented in the region. These included smokefree environments, television and 

media advertising, and access to smoking cessation support. The framework also included 

emergent themes derived from open (unrestricted) coding. Memo writing was used to reflect 

upon and explore the data and to assist in identifying categories and themes, informed by 

discussions with MH and DT. In stages five and six, transcripts were reviewed again in their 

entirety, to check indexing and coding decisions made. Informant attributes (such as smoking 

status, position in community, gender, age) were also reviewed at this stage to determine if 

this was a relevant component of themes. During the seventh and final stage of analysis, a 

spreadsheet was used to index codes and categories and to summarise and chart the themes. 

 

Ethics Approval 

 

The study was approved by the Human Research Ethics Committee (HREC) of the Northern 

Territory Department of Health and Menzies School of Health Research (HREC Reference 

Number: 2014-2169). The HREC application was supported by all three of the relevant local 

Aboriginal health organisations. Copies of the information and consent forms for the study 

are available on request. 

 

Results 

 

Our study did not find smoking-related stigma as an impact of tobacco control 

denormalisation among smokers in these remote communities.  However, smoking-related 

shame was experienced by all Health Service employees who were current smokers, 
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particularly when interacting with colleagues at work, or undertaking their roles in the 

workplace. Individuals who reported these experiences of shame also seemed reluctant to 

receive smoking cessation advice from colleagues and/or visiting health professionals. They 

also reported giving false information about their smoking status if questioned directly about 

smoking by health professionals. In contrast, where a Health Service employee was a smoker 

and had an existing relationship of trust with a health professional, smoking cessation advice 

was accepted without shame or embarrassment. Community members who were smokers did 

not report the same experiences of shame when engaging with health professionals, although 

some reluctance to answer direct questions about their smoking (an approach not common in 

Yolŋu dialogue), was described by some. 

 

No stigma from smokefree advertising, posters and signage  

 

Smokers did not report any shame or stigma when exposed to health promoting messages 

about smoking cessation, such as television advertisements and posters. Rather, the messages 

were considered as reminders: 

  

“They [television advertisements] remind me, just a reminder. Just a picture about what 

smoke is, about when people talking about smoking, it's just a picture, maybe it's just to let 

you know, when you're going to stop from doing like him, like he's doing it” (Elder, male, 

current smoker, Community 1). 

 

Informants considered that messages in different forms (posters, television advertisements, 

smokefree signs, graphic pack warning labels) were useful prompts in helping others to re-
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evaluate their smoking. These messages were supported by informants, and they did not lead 

to any apparent stigma:  

 

Researcher: “What do you think of those things? [Smokefree] signs and pictures?” 

Informant: “Anybody can [be] thinking or smoking.” 

Researcher: “Are those good messages?” 

Informant: “Good one, yeah” (Elder, male, ex-smoker, Community 6). 

 

Some community members had put up smokefree signs, and others asked visitors not to 

smoke near or in their homes. These requests to refrain from smoking near others, 

particularly around children, were reportedly seen as non-judgemental, non-shaming 

prompts, and accepted in the same manner as smokefree posters, signs and television 

advertisements: 

 

Informant: “You know if they come into my house, and if they feel like they want to smoke in 

that area, then they walk away. You know I tell them”. 

Researcher: “Do they get upset?” 

Informant: “No, no they know [it is] safety for this little girl” (Elder, male, ex-smoker, 

Community 6). 

 

The importance of agency and exercising choice was highlighted, and nicotine addiction was 

acknowledged, if somewhat understated. Although messages to quit smoking were 
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considered as useful prompts by current smokers, these did not always lead to smoking 

cessation:  

 

“Sending message is good. It is up to the individual person, the choice is theirs, it's good for 

the message to bring, it’s good to stop smoking” (Elder, male, current smoker, Community 

1). 

 

 “Doctor or nurses tell me, “No good for ŋarali’” and I say to them, “It's my habit. My own 

feeling, my own life”” (Health Service employee, female, current smoker, Community 6). 

 

Health Service employees, smoking related shame and confidence to give quit smoking 

advice  

 

Current smokers who were health workers reported feelings of shame and embarrassment 

about their smoking among colleagues, while at work and in the community: 

 

“Make me sometimes I feel, I'm a health [employee] and still smoke, why? Feel like I'm 

embarrassed, also feel I'm not a good [employee]. You can still smoke ŋarali’, I'm having 

that education I sneak off, I smoke. You can't see me, I hide” (Health Service employee, 

female, current smoker, Community 2).  

 

“Yeah, people looking at me, going past me and I'm standing there [outside the health clinic] 

under the shade smoking. And I heard one woman was saying, talking, this was on the 
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weekend, [during] Festival Night: “Please everybody, don't stand out on the road smoking 

when you're wearing your uniform”” (Health Service employee, female, current smoker, 

Community 2). 

 

Although health workers who smoked expressed reluctance or felt compromised to give 

advice to clients to quit, they did so believing that as health professionals, they were 

obligated to offer support. This support included reminders about the importance of 

protecting others from the harms of second hand smoke: 

 

““You're not allowed to smoke here while we are here." Or sometimes I talk to that old man, 

they're living in one room, a disabled lady, and I tell that old man, “You're not allowed to 

smoke in here because that lady [is affected by your smoke]” and she's disabled” (Health 

Service employee, female, current smoker, Community 6). 

 

Health Service employees who were ex-smokers reported having high confidence in giving 

advice to quit smoking and in reminding staff and clients about the importance of smokefree 

environments. They believed strongly that they played an important role in reminding current 

smokers to adhere to smoking restrictions in clinics, workplaces and community settings: 

 

“Like couple of days ago I went to the hospital visiting and I said, “You girls shouldn't be 

smoking around here. If you want to smoke ŋarali’ just go away, long way, far away. If you 

girls want to go and sit down, just go past the outpatients’ ward and smoke ŋarali’ there, not 

here.” Bäyŋu [no] because they didn't want to move from there, they're a bit strong” (Health 

Service employee, female, ex-smoker, Community 4).  
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This significant association between the smoking status of health workers and their 

confidence to talk to others was consistent with all our informants who were ex-smokers. An 

informant who was a never-smoker described his experience when he was asked to stop at a 

local store to purchase tobacco while driving a work vehicle, and in uniform. He refused to 

do so believing that being a Health Service employee should be associated with abstinence 

from smoking: 

 

“I was driving and D was sitting on the front with the red shirt. We both wear red shirt. 

[Laughter]. And I got this [work] vehicle: “Ok where we going to drop you?” “We're going 

to buy cigarette first [laughter].” That's what she was saying to me, and I said, “Hey, we are 

Health employees, look we got shirt [uniform] here, we got shirt, we don't have to get 

cigarette while using the red shirt [uniform]” (Health Service employee, male, never-

smoker, Community 2). 

 

Informants described feelings of shame, a reluctance to receive smoking cessation advice, 

and avoidance or false reporting of their smoking status when interacting with health 

professionals, particularly if there was no previous or existing relationship.  One informant 

dismissed advice from a health professional, feeling that his comments were meant to scare 

her. She felt that an approach of help would be a much better way to be offered advice:    

 

“Bayŋu [no, not] a doctor or anyone can say to me, “Better you can stop, otherwise you 

might lose your life.” I don't care [what he says]. Manymak [not good] when they say you 

will lose your life, better if they could ask if I would like to use patch, it will make me feel 
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better” (Health Service employee, female, current smoker, Community 2). 

 

“The person is asking the right question [but] I feel embarrassed sometimes. I can’t tell, but I 

don’t really lie, I’m hiding [my smoking]” (Health Service employee, female, current 

smoker, Community 2). 

 

An ex-smoker reported her view that patients needed non-judgmental help from clinic staff to 

address smoking cessation and that a definite decision by a smoker to quit, was also key to 

successful quitting: 

 

“No, she [a current smoker] has to think that somebody has to support her, to let her know 

that they can’t judge her…that she has to go and tell them that, “Now it’s my time to quit”” 

(Health Service employee, female, ex-smoker, Community 2). 

 

The right message from the right person 

 

The ability to respectfully and effectively raise the issue of smoking according to informants, 

was based on having the right people communicating the right messages in the right way: 

 

“And the best is, X and XX [local Health Service employees] because they've got tight voice 

and they tell straight to the Yolŋu – Yolŋu to Yolŋu. And the message is [very] 

strong…because that's the job, what they [are] working for, and what their job [is] for 

(Health Service employee, male, never smoker, Community 2). 
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When interviewed, these workers attributed their success in engaging with Yolŋu, with 

communication that was considered less direct or confrontational, offering information and 

support in a soft, respectful way: 

 

“Well if you want to be a role model, or a leader, you have to be kind to every, everyone, 

each one of them, every clan, each bäpurru [clan group]. Happy smile, and if you want to be 

a leader, you don't have to talk cheeky [be rude] to them, if you want to tell stories about 

ŋarali’ [tobacco], or with angry words. Don't tell them, “Yaka buny'djurr ŋarali’!” [Don’t 

smoke!] No! You have to be kind, soft, respectful, go and sit down and talk with them, in a 

polite way. If you want to be a leader and tell the message about this ŋarali’ [tobacco], you 

have to be kind. Go and sit down with them, and be smiling. Talk with them, “Look ŋarali’ 

[tobacco], is yaka manymak [not good].” Don't be rough with them, you have to be kind” 

(Health Service employee, male, never smoker, Community 2). 

 

Another informant described the contrast between receiving smoking cessation advice from a 

colleague (health professional) about smoking which produced embarrassment, and having 

someone she knows and trusts, give her advice to quit which did not engender shame: 

 

“One of the workmates ask me, “How many times do you smoke? How many packets a day?” 

Or that sort of question…made me feel like I feel ashamed, because he’s asking questions, 

and that I’m smoking... [Addressing researcher] But I don’t hide anything from you, I trust in 

you all the time, now I feel comfortable because [you are] challenging [me] from smoking” 

(Health Service employee, female, current smoker, Community 2). 
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The idea that a patient needed to feel comfortable and supported to access smoking cessation 

from health professionals was an important finding. One informant who had experience in 

guiding and helping Yolŋu to quit smoking in her role with a local Health Service, 

commented:  

  

“Yes, she needs help, someone who can help her, a person who she feels comfortable with so 

they can help her go to the doctor and get that support and to quit on smoking” (Health 

Service employee, female, ex-smoker, Community 6). 

 

Discussion 

 

Although our study found experiences of shame and embarrassment among some Health 

Service staff, we did not find evidence of smoking-related stigma, as defined by Link and 

Phelan (Link & Phelan, 2001). The notion that individuals would be excluded and isolated, 

and experience smoking related stigma, status loss, discrimination and unequal outcomes, as 

has been found among other populations with high smoking prevalence, is counter to the 

foundations on which Yolŋu society stands (Christie & Greatorex, 2006). Within Yolŋu 

society, an individual’s connectedness with, and membership of, kinship and social network, 

is vital to maintaining identity within the collective, where the group is always prioritised 

before the individual.  

 

In East Arnhem Land, denormalisation approaches to encourage quitting and to warn about 
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the harms of smoking, remain important among the Yolŋu. These messages and promotion 

materials are offered in positive terms and do not appear to cause stigma to smokers. 

Smokefree areas, media campaigns, pack warning labels and offering smoking cessation 

support are perceived by these informants as being important and contribution to the health 

and wellbeing of family and clients. Those Yolŋu workers who promote smoking cessation 

do so from a basis of caring and respectful engagement and this approach fits well with the 

srong cultural values and expectations explicated by Yolŋu informants. 

 

The absence of smoking-related stigma among our participants may also be a result of the 

relative isolation of the Yolŋu people from non-Indigenous society. Smoking is highly 

normalised in these remote communities and smokers are rarely exposed to “a shared belief 

that a person ought to behave in a certain way …” (Stafford & Scott, 1986, p. 80). This 

relative isolation means that unlike many other Australian smokers, Yolŋu smokers are much 

less exposed to such widespread, shared beliefs that people should not smoke, and so may be 

less likely to experience stigma, discrimination or exclusion because of their smoking. 

However, compared to other participants, Yolŋu health staff who smoked had very close 

contact with non-Yolŋu health professionals with anti-smoking beliefs and reported some 

shame in this health care setting.  

 

The impact of a caring, trusting relationship between health professional and patient to 

prevent smoking-related shame when giving quit smoking advice, was an important finding 

of our study. This finding is consistent with previous health research that showed distrust was 

overcome through building relationships of respect, care, commitment and compassion (Bond 

et al., 2012). Early education research in Arnhem Land (Harris & Kinslow-Harris, 1984) also 
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identified improved learning by Yolŋu informants was likely to be predicated on a 

relationship rather than on the knowledge itself: “Knowledge is, in Yolŋu society, valued 

because of who gives it, rather than for the objective value of the information” (Harris & 

Kinslow-Harris, 1984, p. 97). Having the right people communicating the right messages in 

the right way, was essential to respectfully and effectively raise the issue of smoking with 

Yolŋu residents in these remote communities, without generating feelings of shame or 

stigma.  

 

Efforts to further encourage Health Service employees to make quit attempts and to facilitate 

access to smoking cessation support for their patients, irrespective of their own smoking 

status, are a priority in these remote communities. They represent an important intervention 

strategy (Nicholson, Borland, Davey, Stevens, & Thomas, 2015) and a useful contributor to 

reducing community smoking rates (Thomas et al., 2015). 

 

Strengths and Limitations 

 

A strength of the study was that MT lived in East Arnhem Land, being based in three remote 

communities, during the period that data collection was being conducted. This was conducive 

to a collaborative, community-centred, and culturally appropriate model of inquiry, where 

advice and guidance was available from the Cultural Mentors, which was a significant 

strength of the study.  The number of study participants was small (n=22), with a large 

proportion of the sample (n=13) employed locally by health services. The latter cohort were 

role models and leaders in the communities and clinics, and their contribution to the study 

was important, being that they were often at the forefront for responding to patient needs, 
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particularly for smoking cessation. The small number of smokers who were not employed by 

Health Services, and those who did not mention stigma during smoking cessation and clinical 

consultations, means that we are reluctant to generalise our findings about shame within the 

clinic setting beyond this study.  

 

Implications 

 

In our study, the strong cultural values and social interconnectedness within Yolŋu society 

where smoking is the norm, appear to protect smokers from smoking-related stigma. Further 

research of stigma in populations with similar cultural emphases and both high smoking 

prevalence and tobacco control policies to denormalise smoking are warranted.  For Health 

Service workers who smoke and experienced shame and embarrassment at work, having a 

close and trusting relationship with a health professional was found to mitigate this effect. 

 

Friendly, helpful and judgement-free offers of support to quit smoking were considered 

important by both those who were giving and those who were receiving smoking cessation 

advice, and fits within the Yolŋu cultural importance of connectedness, kinship and social 

network (Christie & Greatorex, 2006, p. 12).  
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Table 1 Characteristics of key informants from seven East Arnhem Land remote 

communities, interviewed from August 2014 – May 2015 

 

Characteristics Number of Informants 

Gender  

Female 9 

Male 13 

Employee of health service  

Yes 13 

No 9 

Smoking status  

Smoker 9 

Ex-smoker 4 

Never-smoker 9 

Community of residence  

1 1 

2 6 

3 6 

4 1 

5 3 

6 3 

7 2 
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Chapter 6  

6.1 Discussion 

 

My study began with a general concern that denormalisation approaches may have 

led to stigma among Yolŋu smokers as has been identified in some populations. In 

addition, the Tackling Indigenous Smoking (TIS) tobacco control initiative, Yaka 

Ŋarali’, had not been fully explored, and I was interested in the perceptions of, and 

impacts on, local communities and whether they had been participating and engaging 

with the associated activities. I was also interested in exploring the role of Yolŋu 

smokefree leaders in remote communities to address whether this group may have 

been underutilised in tobacco control research.  

 

The research has extended current knowledge and understanding about tobacco 

control in remote Indigenous Australian communities, in four domains: the importance 

of smokefree leaders within remote communities; the absence of smoking-related 

stigma in denormalisation approaches in the region; the success and uptake of the 

Yaka Ŋarali’ program in local communities, and the potential to extend across the 

whole region; and the enduring, traditional connection between culture and tobacco 

(which is specific to the Yolŋu people) but which may be applicable to other Indigenous 

populations and communities.  
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6.1.1	Supporting	Current	and	Emerging	Smokefree	Leaders	

 

The research identified the presence of smokefree leaders in the workforce of Health 

Services and the Tackling Indigenous Smoking (TIS) program, and this was also 

acknowledged in the community, with expectations that these individuals were best 

placed to lead smokefree efforts, rather than traditional leaders. This was also 

confirmed by health workers who saw their roles in promoting smoking cessation and 

smokefree homes as an obligation, even as smokers. This is a salient point for policy 

and program planners as it may be a departure from ‘common-sense’ views that only 

non-smokers can advise others to quit. This was not the case among the Yolŋu 

communities. Greater emphasis can therefore be placed on supporting those 

individuals who are trusted by the community, such as health workers or Tobacco 

Action Workers, irrespective of their own smoking status.  

 

The study also identified a small cohort of never- and ex-smokers who were active in 

promoting smokefree identity, even though they were not employed in Health 

Services. This inconspicuous group engaged as advocates and influencers in their 

families and community and could be developed as potential connectors between the 

community, Health Services and TIS programs. Research into how Health Services 

and TIS programs might better support emerging smokefree leadership in 

communities, would be beneficial for future planning and strategy.  
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6.1.2	Absence	of	smoking-related	stigma	

 

The insight that the strong cultural values and social interconnectedness within Yolŋu 

society appears to protect smokers from smoking-related stigma is an important 

finding of the study and should encourage funders and program planners to continue 

to utilise a denormalisation approach in this region. However, caution should be taken 

to ensure that initiatives fit within the cultural norms that Yolŋu uphold, that is, 

maintaining connectedness, kinship and social networks. Respectful, caring 

relationships among health professionals, Indigenous health workers, and their 

patients was seen to foster trust, and mitigated the risk of smoking-related shame in 

the workplace. Further research is warranted into stigma in populations with similar 

cultural emphases and both high smoking prevalence and tobacco control policies to 

denormalise smoking.  

 

6.1.3	The	Yaka	Ŋarali’	Tackling	Indigenous	Smoking	Program	

 

The Yaka Ŋarali’ program was perceived by Yolŋu to be an effective tobacco control 

initiative, and its influence was evident throughout the region. However, there seemed 

to be a disconnect between this well-established and widely-accepted TIS program 

and workers, and clinical services. Given the significant impact that smoking has on 

the lives of many Yolŋu, more effort should be made to coordinate care and to ensure 

that Yolŋu smokers are regularly offered smoking cessation support, firstly as routine 

care in all clinical encounters and secondly, through referrals to the TIS program. 
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Bringing these two aspects together intentionally – clinical services and TIS health 

promotion and advocacy – presents an opportunity for greater coordination and 

sharing of knowledge, information and resources across the Health Service workforce.  

 

For the TIS workforce, who are lead change-agents in this space, further capacity 

building should be invested in supporting them to develop and lead place-based 

tobacco control initiatives, with a strong focus on consultation with Elders and 

community in the co-design and production of culturally appropriate resources. An 

ideal scenario for the future, would be for organisations to invite participation and 

representation of smokefree leadership on their boards or management, as a way of 

acknowledging and upholding the importance of Indigenous smokefree identity.  

 

6.1.4	Traditional	Connection	to	Ŋarali’	and	Culture	

 

When Yolŋu participants were asked whether the role of ŋarali’ in ceremony would 

ever change, without exception, the answer was that nothing would change. Given 

this ongoing commitment and acknowledgement of the importance of ŋarali’, tobacco 

control initiatives should move away from a mainstream ‘tobacco-free message’ to one 

that is more culturally appropriate and acceptable in East Arnhem Land. The future is 

bright, given the uptake, extent and influence of the TIS program Yaka Ŋarali’, 

however care needs to be taken to ensure that collaborative and cooperative efforts 

result in the Yolŋu being able to initiate their own actions, based on their traditional 

and shared values.  
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6.2 Final Reflections on an Indigenous Research Agenda 

 

At the time of writing, it has been five years since I first lived in East Arnhem Land and 

began this study. Throughout this period, I have continued to work and live in remote 

Aboriginal communities in the Kimberley, and most recently among the Ngaanyatjarra 

people of WA in the Central Desert region. I acknowledge and pay respect to the 

various Elders and leaders from these remote areas. I thank them for their guidance 

and direction shared with me, during my time living among them in Arnhem Land, the 

Kimberley and the Ngaanyatjarra Lands.  

 

Although not a specific focus of my study, it would be remiss of me not to mention a 

topic that has been deeply impactful in the Northern Territory, which I first heard about 

when I attended the Oceania Tobacco Control Conference in Darwin, in 2009 – the 

National Emergency Response, more commonly known as ‘The Intervention’. I had 

travelled from Wellington, NZ to Darwin to present two workshops and two posters at 

the Oceania Tobacco Control Conference. I was going to skip the conference dinner 

that night, feeling a little jet lagged, but then heard during the day that I was going to 

receive an award for the best poster presentation. I arrived late to the dinner, and most 

of the tables were full, but I was invited by a group of Aboriginal delegates to join them 

on a table, away from the main area. It was a clear Darwin evening and we were 

seated in the open, on the Stokes Hill Wharf. As I sat there quietly in the shadows and 
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listened, at one point I found myself in tears, as the delegates shared among them, 

their personal stories of the Stolen Generation, the introduction of the Intervention and 

the impacts on them and their families with the imposition of incredibly invasive and 

far-reaching actions.  

 

Officially termed the Northern Territory (NT) National Emergency Response (NTER) 

(Brough, 2007) the initiative began after the Little Children are Sacred report 

(Anderson & Wild, 2007) was released. The report provided a total of 97 

recommendations, across a broad range of social determinants to address the 

concerning reports of sexual abuse of children in remote communities in the NT. The 

report called for support and investment in education, health, justice, housing and 

community-led prevention programs and services within the communities. 

Commentators have asserted that at the time of its release, the report was misquoted 

and government leaders ‘misrepresented the facts, statistics and NT Aboriginal 

communities – and spoke of paedophile rings’ (Scott & Heiss, 2016, p. x). 

 

Representing those communities most affected, Yolŋu Elders and leaders responded 

with strong opposition to the Intervention and this resistance has continued. In 2011, 

in a response to the Prime Minister Julia Gillard’s announcement of a second 

Intervention in the Northern Territory, well-known Yolŋu Elder and leader Rev Dr 

Djiniyini Gondarra OAM, replied: 

 



 

 

162 

‘The government and the people of Australia are only able to achieve true 

reconciliation with Aboriginal people of the Northern Territory if the environment for 

negotiation is changed and justice, that was so brutally removed by the Intervention, 

is restored. Only through respectful dialogue and working together can we call 

Australia a nation based on the principles of democracy’ (Gondarra, 2016, p. 72). 

 

The longing for autonomy and control over one’s life is fundamental for human beings, 

and the ability to live within culture and tradition is something that is common among 

Indigenous peoples (UN General Assembly, 2007). An acknowledgement about the 

right to live on country and to enjoy the benefits of a deep connection to culture and 

tradition, is what strengthens and empowers. Rev Dr Gondarra contrasts the 

difference between the law of the Yolŋu and Balanda law, the former constant, and 

timeless, the other changing and inconstant: 

 

‘Yolŋu law comes from this land. And Yolŋu law is held by this land through the 

clapsticks and sacred songs. And their white clay and sacred paintings. Balanda (non-

Indigenous) law always changes because the government is always changing’ (Curtis 

& Saban, 2010). 

 

At the beginning of this study, my intention was to ensure an Indigenous research 

agenda, and to align my study with those advancements being led by a growing 

community of Indigenous researchers, academics and scholars around the world, who 

challenge and resist the history of exploitation, suspicion, misunderstanding and 
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prejudice. They and we, actively seek to decolonise Western epistemologies and to 

open up the academy to non-Western forms of wisdom, knowing, and knowledge 

production (Denzin, 2010). Bond’s challenge for those working within public health, 

was to engage with Indigenous realities and the broader socio-cultural context of 

smoking (Bond, Brough, Spurling, & Hayman, 2012).  

 

While my intention for the study design was to ensure effective communication and 

guidance from Cultural Mentors, I also wanted us to engage with our participants 

respectfully and sensitively. With the help of the Cultural Mentors, I navigated issues 

such as language and cultural expectations, without causing offence or 

misunderstandings. Having completed the study and reflecting on their involvement, I 

readily and gratefully appreciate how crucial their participation was, to the research. 

The Cultural Mentors, who were contracted for data collection and analysis, gave the 

study credibility in the remote communities and through their connections, enabled a 

full complement of participants to be recruited. 

 

For future research with Indigenous Australians residing in remote communities, this 

model should be implemented for its obvious value in ensuring effective and respectful 

communication, but also in its added significance in giving participants the comfort of 

knowing a trusted person is working alongside the researcher, providing cultural 

insight, advice and guidance. Failure to engage the use of this type of Indigenous 

methodology may impact on the quality of the research, by limiting concepts that need 



 

 

164 

to be explored and understood, relating to individuals and their relational aspects 

within community and culture (Kite & Davy, 2015). 

 

I have sought to represent, as best I can from an ‘outsider’ perspective, the views and 

beliefs of the Yolŋu participants within the context of the study. However, I cannot fully 

appreciate the experiences of colonisation, discrimination and racism of Indigenous 

Australians, as these are unique to this country and its First Peoples. We can certainly 

share in the retelling of our stories of survival – linked to strong foundations and 

identities laid down by our ancestors, enhanced over time through language, culture 

and a deep connection to country. These influences make us strong, and establish us 

as being people of advantage, rather than victims of our fate, and somehow deficit. As 

one of our participants described: 

 

‘… the government they're pushing the Yolŋu. You know what? The Yolŋu is saying, 

‘Yolŋu are the rich people’, and we are thinking a lot of people are thinking we are 

poor, because we have got no money. But for our land, our land is what makes us rich’ 

(Anonymous, 2015).  

 

A greater understanding of and respect for connection to country, tradition and history 

is needed to walk back where possible, the effects of colonisation as a ‘sustained and 

merciless process’ (Sherwood, 2013, p. 36). In doing so, we can begin to address the 

egregious disparities in the social determinants of health in this country, which has for 
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some Indigenous Australians, led to experiences of intergenerational hopelessness 

and unresolved grief. 

 

Before closing, I will quote Rev Dr Gondarra again, who with openness and honesty 

describes the colonial encounter from a Yolŋu perspective. His words reveal a deep 

longing held by many Indigenous Australians, some of whom have been cited in this 

thesis. That is, the desire to have control over their lives, and to enact the freedom 

that each has been born with in this beautiful country of Australia: 

 

‘It wasn't our dream to come to the yard. It wasn't our dream to come and eat 

at the white man's table. It wasn't our dream [to] wear the white man's clothes. 

It wasn't our dream to work for the white man, as a slave. We were free people’ 

(Curtis & Saban, 2010) [emphasis added]. 
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Appendices 1-11 

Appendix 1: Participant and/or Parent / Guardian Consent Form

Charles Darwin University 
Darwin, NT, 0909 Australia 

www.cdu.edu.au  
ABN 54 093 513 649 

 
This Means You Can Say No 

 
Participant and/or Parent / Guardian Consent Form 

 
Leadership and Talking About Smoking on Marthakal Homelands 

 
I, 
....................................................................................................................................... 
of, 
.......................................................................................................................................
. 
hereby consent to participate in a study to be undertaken by Moana Tane of Charles 
Darwin University and Menzies School of Health Research. I understand that the 
purpose of the research is to:1  
 

Explore the issue of smoking and how Yolŋu peoples living in the 
Homelands feel about local, regional and national campaigns and 
programs to help them quit smoking. The research wants to ask Yolŋu 
peoples about how leaders might help Yolŋu peoples to quit smoking 
and to describe ways that this might occur.   

 
 
I acknowledge that: 
 

c My participation in the study is entirely voluntary, and my participation will not 
affect my relationship with Marthakal Homelands Health Service; 

c I will be asked to meet with the researcher and an interpreter/advisor for an 
interview, to attend a group meeting and to participate in an event for the 
release of results and findings; 
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c My name and address will be kept separately from the information I provide 
the study,  

c Any information that I provide will not be released in an identified form; 
c Any aggregated results will be used for research purposes and may be 

reported in scientific and academic journals; 
c Any individual results will not be released to any person except at my request 

and on my authorisation; 
c I am free to withdraw my consent at any time during the study, in which event 

my participation in the research study will immediately cease, and any 
information obtained will be returned to me or destroyed at my request; 

c I consent to allow audio/video recording and photographs to be taken during 
the study. 

 
I am under 18 years of age, and I understand that I will need my parent / guardian 
to sign the consent on my behalf. I will also sign the consent form.  
 ☐ 
You will be given a copy of this Participant and Parent / Guardian Consent Form 
to keep.  
 
Name of Person Giving Consent: 
 
............................................................................................ 
 
Signature: .......................................................................  
 
Date:............................................... 
 
If under 18: 
Signature of Parent / Guardian:  
 
............................................................................................... 
Name of Witness:  
 
..................................................................................................................... 
Signature of Witness:  
 
................................................................................................................ 
 
“I understand that the ownership of Aboriginal knowledge and cultural heritage 
is retained by the informant and this will be acknowledged in the research 
findings and in the dissemination of the research.”  
 
Name of Researcher:  
 
..................................................................................................................... 
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Signature: ....................................................................... 

Date:.................................................... 

This research is being undertaken by Moana Tane in partial fulfilment of 
requirements for  

Doctor of Philosophy degree 

For further information please contact: 

Associate Professor David Thomas 
XX XXXX XXXX Work  
XXXX XXX XXX Mobile 

Moana Tane 
XX XXXX XXXX Residence 
XXXX XXX XXX Mobile 
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Appendix	2:	Participant	Information	Form	–	Laynhapuy	Homelands	Resident

Charles Darwin University 
Darwin, NT, 0909 Australia 
www.cdu.edu.au  
ABN 54 093 513 649 

This Is For You To Keep 
Participant and / or Parent / Guardian Information Sheet 

Leadership and Talking About Smoking in East Arnhem Land 

You and/or your child are invited to participate in a study to explore the issue of 
smoking and how Yolŋu peoples living in the Homelands feel about local, regional and 
national campaigns and programs to help them quit smoking. The research wants to 
ask Yolŋu peoples about how leaders might help Yolŋu peoples to quit smoking and 
to describe ways that this might occur.   

Who is doing the research? 
Moana Tane, a PhD student with Menzies School of Health Research, Darwin, is doing 
the research. David Thomas, Head of the Tobacco Control Research Project, Menzies 
School of Health Research, and Marita Hefler, Researcher, Tobacco Control 
Research Project, Menzies School of Health Research are also Researchers and 
Supervisors on this study. 

Who can participate? 
Elders and leaders of the Homeland Communities will be invited to participate but 
anyone who lives in the Homelands and who wants to, can join the study too. If children 
would like to take part, they should get permission from their guardians first. 

What do I have to do? 
You do not have to be part of the study if you don’t want to and there are no bad 
outcomes if you refuse to participate. If you choose to be a part of the study, the 
researcher will interview you for up to 60 minutes at a place of your choice. You will 
also be invited to attend a group meeting with other Yolŋu to discuss the study and to 
give your thoughts and opinions about smoking and the effects on Homelands 
peoples. If you choose not to participate, this will not affect any services that you 
receive in the Homelands.  You do not have to answer any questions that make you 
feel uncomfortable. 

Privacy and confidentiality 
The information you give us will not be shared with anybody else but the Researchers. 
Your name will not appear anywhere.  
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Only the Researchers will have access to information collected from the interviews. 
This information will be protected by passwords (if on a computer or database) or lock 
and key (if on paper) at all times.  The interview will be transcribed, and once 
transcribed all identifying information will be removed. The recording will be kept for 
five years.. 

Has this study been approved? 
Ethics approval has been granted from the Human Research Ethics Committee of the 
Department of Health and Menzies School of Health Research. This means the 
research has been reviewed as being safe and fair. This committee will monitor 
progress. 

Who is funding the Project?  
This Project is not being funded by any organisation. 

How will this information be used? 
Information collected in this study will help those working in tobacco control to 
understand how their campaigns and programs are working in remote Aboriginal 
communities in Australia, and will inform the Department of Health, Remote Health, 
Aboriginal Community-Controlled Health Services, Government and Non-Government 
Organisations about how Yolŋu / Aboriginal peoples can be supported to have 
smokefree communities. 

Are there any risks or benefits to our community in taking part?  
There should be no risk to agreeing to participate in this study. The information that 
we will receive will help improve programs to reduce smoking among Yolŋu people 
who live in remote communities. 

Where and for how long will you keep the information?  
This information will be kept securely at Menzies School of Health Research for no 
less than 5 years after the study is completed.    

Who owns this information?   
The information that is collected will be stored securely at the premises of Menzies 
School of Health Research.  

The research participants and the community own all ‘raw data,’ which includes 
information and cultural knowledge collected as a result of the research project. 
Although data may be stored at Menzies School of Health Research, the community 
continue to own the information / knowledge.  The Researcher and the Research 
Student own all intellectual property pertaining to the results of data analysis. The 
possibility of commercial exploitation of the results of this research is unlikely. 

How will I find out the results of this research? 
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The Researchers will hold meetings with communities and local leaders to report back 
the results on the study.  These results will be available to all organisations that work 
in Tobacco Control including the Department of Health and Aboriginal Community 
Controlled Health Services. Reports will be made to the East Arnhem Land Public 
Health Advisory Group, the Tackling Smoking Healthy Lifestyles Program, Marthakal 
Homelands Resource Centre, Miwatj Aboriginal Health Corporation and Laynhapuy 
Homelands Aboriginal Corporation on the results of the study. These results will also 
be released to the public through newsletters and websites. Results will also appear 
in journals for professionals who work with Aboriginal or Torres Strait Islander people 
or in the area of reducing smoking. 

Can I change my mind and pull out of the project? 
You may decide to stop being involved in this Project at any time, for any reason, by 
telling the person doing the interview, or phoning/writing to the Contact Person 
(below). You do not need to explain the reason for withdrawing. There are no risks or 
bad outcomes from changing your mind or saying no. You are free to withdraw your 
consent at any time during the study, in which event your participation in the research 
study will immediately cease, and any information obtained will be returned to you or 
destroyed at your request. 

Who can I talk to for more information or to make a complaint?  
The Contact Person for Laynhapuy Homelands Aboriginal Corporation can provide 
further information to you: 

Primary Contact Person: 
Jeff Cook 
Health & Community Services Manager 
Phone: XX XXXX XXXX

If you have any concerns or complaints regarding the ethical conduct of the study, you 
can discuss these or make a complaint by contacting the following person:  

Ethics Administration Officer 
Human Research Ethics Committee of the Northern Territory  
Department of Health and Menzies School of Health Research   
PO Box 41096  
Casuarina  
NT 0811 
Phone 08 8922 7922 or 08 8922 8705 
Email: ethics@menzies.edu.au  

If you wish to contact any of the Research Team please contact: 

Associate Professor David Thomas 
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XX XXXX XXXX Work 
XXXX XXX XXX Mobile 
 

Student Researcher Moana 
Tane 
XX XXXX XXXX Residence 
XXXX XXX XXX Mobile  

This research is being undertaken by Moana Tane in partial fulfilment of 
requirements for  

Doctor of Philosophy degree 
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Appendix	3:	Participant	Information	Form	–	Miwatj	Residents

Charles Darwin University 
Darwin, NT, 0909 Australia 
www.cdu.edu.au  
ABN 54 093 513 649 

This Is For You To Keep 
Participant and / or Parent / Guardian Information Sheet 

Leadership and Talking About Smoking in East Arnhem Land 

You and/or your child are invited to participate in a study to explore the issue of 
smoking and how Yolŋu peoples living in the Homelands feel about local, regional and 
national campaigns and programs to help them quit smoking. The research wants to 
ask Yolŋu peoples about how leaders might help Yolŋu peoples to quit smoking and 
to describe ways that this might occur.   

Who is doing the research? 
Moana Tane, a PhD student with Menzies School of Health Research, Darwin, is doing 
the research. David Thomas, Head of the Tobacco Control Research Project, Menzies 
School of Health Research, and Marita Hefler, Researcher, Tobacco Control 
Research Project, Menzies School of Health Research are also Researchers and 
Supervisors on this study. 

Who can participate? 
Elders and leaders from Nhulunbuy, Yirrkala and Galiwin’ku will be invited to 
participate but anyone who lives in East Arnhem Land and who wants to, can join the 
study too. If children would like to take part, they should get permission from their 
guardians first. 

What do I have to do? 
You do not have to be part of the study if you don’t want to and there are no bad 
outcomes if you refuse to participate. If you choose to be a part of the study, the 
researcher will interview you for up to 60 minutes at a place of your choice. You will 
also be invited to attend a group meeting with other Yolŋu to discuss the study and to 
give your thoughts and opinions about smoking and the effects on Homelands 
peoples. If you choose not to participate, this will not affect any services that you 
receive in the Homelands.  You do not have to answer any questions that make you 
feel uncomfortable. 

Privacy and confidentiality 
The information you give us will not be shared with anybody else but the Researchers. 
Your name will not appear anywhere.  
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Only the Researchers will have access to information collected from the interviews. 
This information will be protected by passwords (if on a computer or database) or lock 
and key (if on paper) at all times.  The interview will be transcribed, and once 
transcribed all identifying information will be removed. The recording will be kept for 
five years. 

Has this study been approved? 
Ethics approval has been granted from the Human Research Ethics Committee of the 
Department of Health and Menzies School of Health Research. This means the 
research has been reviewed as being safe and fair. This committee will monitor 
progress. 

Who is funding the Project?  
This Project is not being funded by any organisation. 

How will this information be used? 
Information collected in this study will help those working in tobacco control to 
understand how their campaigns and programs are working in remote Aboriginal 
communities in Australia, and will inform the Department of Health, Remote Health, 
Aboriginal Community-Controlled Health Services, Government and Non-Government 
Organisations about how Yolŋu / Aboriginal peoples can be supported to have 
smokefree communities. 

Are there any risks or benefits to our community in taking part?  
There should be no risk to agreeing to participate in this study. The information that 
we will receive will help improve programs to reduce smoking among Yolŋu people 
who live in remote communities. 

Where and for how long will you keep the information?  
This information will be kept securely at Menzies School of Health Research for no 
less than 5 years after the study is completed.    

Who owns this information?   
The information that is collected will be stored securely at the premises of Menzies 
School of Health Research.  

The research participants and the community own all ‘raw data,’ which includes 
information and cultural knowledge collected as a result of the research project. 
Although data may be stored at Menzies School of Health Research, the community 
continue to own the information / knowledge.  The Researcher and the Research 
Student own all intellectual property pertaining to the results of data analysis. The 
possibility of commercial exploitation of the results of this research is unlikely. 

How will I find out the results of this research? 
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The Researchers will hold meetings with communities and local leaders to report back 
the results on the study.  These results will be available to all organisations that work 
in Tobacco Control including the Department of Health and Aboriginal Community 
Controlled Health Services. Reports will be made to the East Arnhem Land Public 
Health Advisory Group, the Tackling Smoking Healthy Lifestyles Program, Marthakal 
Homelands Resource Centre, Miwatj Aboriginal Health Corporation and Laynhapuy 
Homelands Aboriginal Corporation on the results of the study. These results will also 
be released to the public through newsletters and websites. Results will also appear 
in journals for professionals who work with Aboriginal or Torres Strait Islander people 
or in the area of reducing smoking. 

Can I change my mind and pull out of the project? 
You may decide to stop being involved in this Project at any time, for any reason, by 
telling the person doing the interview, or phoning/writing to the Contact Person 
(below). You do not need to explain the reason for withdrawing. There are no risks or 
bad outcomes from changing your mind or saying no. You are free to withdraw your 
consent at any time during the study, in which event your participation in the research 
study will immediately cease, and any information obtained will be returned to you or 
destroyed at your request. 

Who can I talk to for more information or to make a complaint?  
The Contact Person for Miwatj Health Aboriginal Corporation can provide further 
information to you: 

Primary Contact Person: 
Dr Lucas de Toca 
Medical Director (Acting) / Director of Public Health 
Phone: XX XXXX XXXX

If you have any concerns or complaints regarding the ethical conduct of the study, you 
can discuss these or make a complaint by contacting the following person:  

Ethics Administration Officer 
Human Research Ethics Committee of the Northern Territory  
Department of Health and Menzies School of Health Research   
PO Box 41096  
Casuarina  
NT 0811 
Phone 08 8922 7922 or 08 8922 8705 
Email: ethics@menzies.edu.au  

If you wish to contact any of the Research Team please contact: 

Associate Professor David Thomas 
XX XXXX XXXX Work 
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XXXX XXX XXX Mobile 
 

Student Researcher Moana 
Tane 
XX XXXX XXXX Residence 
XXXX XXX XXX Mobile  

This research is being undertaken by Moana Tane in partial fulfilment of 
requirements for  

Doctor of Philosophy degree 
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Appendix	4:	Individual	Interview	Guide	–	Community	Residents	

	

Leadership and Talking About Smoking in East Arnhem Land 
Individual Interview Discussion Guide 

 
Facilitator’s welcome, introduction and instructions to participants  
Moana Tane and Cultural Mentor / Advisor to provide a brief discussion about the 
research project in Yolŋu Matha, and to answer any questions that may arise 
 
Introduction (by the Researcher, Interpreter/Translator)  
We would like to thank you for making time for us to meet and discuss with you. 
This study is interested in finding out how smokers feel about the tobacco control 
programs and campaigns that are available to help Indigenous / Yolŋu smokers to 
quit. We are very interested in finding out about your experiences of how those 
programs and campaigns make you feel as a smoker, or your opinion of smoking and 
how it affects Yolŋu. Are these programs or campaigns effective? Do they help and if 
they do, how do they help? 
 
Anonymity   
This discussion is confidential, although it is being taped. The tapes will be kept safely 
in a locked facility after they have been transcribed. The transcribed notes from this 
interview will not show as coming from an individual and all comments are recorded 
anonymously. If there are any questions or discussions that you do not wish to answer 
or participate in, you do not have to do so. We value your discussion and your 
contribution today. 
 
Questions 
 
Background of Ngarali in East Arnhem Land 
 

1. I am interested in the “true story” about ngarali. What do Yolŋu in this 
community think about ngarali?  

2. Can you tell me about how ngarali is used in community (besides every day 
smoking)? 

a. Example: ceremony with ngarali dancing and ngarali singing 
b. Example: ngarali words – the different words for ngarali and what they 

mean to Yolŋu 
c. Example: tradition of tobacco use (with pipes) from the Maccassans 

3. Yolŋu have explained to me about the importance of sharing – how do Yolŋu 
share ngarali? 

a. Example: responsibilities and expectations about sharing ngarali  
b. Example: ngarali crying 
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4. Have Yolŋu attitudes to ngarali changed over the years?  
5. Are there other traditions about ngarali that Yolŋu no longer practice? 

 
Quit Smoking Help for Yolŋu 
 

6. I am interested in the experiences of smokers. Do you (or your partner) ever 
have a yarn with your Aboriginal Health Worker, Registered Nurse, or GP 
about smoking?  

a. What do they say to you?  
i. Example: do they talk to you about the harm of smoking? 
ii. Example: do they talk to you about the benefits of quitting? 
iii. Example: do they talk to you about the rupia you can save? 

b. Some people have mentioned feeling “shame” about smoking.  
i. Do you talk openly and honestly with your Health Worker?  
ii. How do you feel when they talk to you about your smoking?  

c. What help do they offer you to quit? 
i. Example: Health promotion resources 
ii. Example: They offer NRT products like patches, or gum 

d. How many times have you ever talked to your Health Worker, RN or 
GP about smoking or quitting smoking? 

7. Please describe any other ways that you, your family or your community 
receive help to quit smoking.  

 
Quit Smoking Messages in East Arnhem Land  
 

8. You may have seen advertisements, signs and posters on television, or in 
your community or town, telling smokers that they should quit smoking.  

a. Example: Yaka Ngarali (Miwatj) 
b. Example: picture of the “smoking bomb” 
c. Example: No Smoking / Smokefree signs 
d. Example: Facebook Advertisements  
e. Example: Short Ones book (JCU) 
f. Example: Healthy Lifestyles festival (Miwatj Health) 
g. Example: Health promotion programs to quit smoking (Miwatj Health 

and Laynhapuy Health) 
9. How do you feel about these messages?  

h. Are these messages the real story for Yolŋu?  
10. What do you think are the “right” messages for Yolŋu, that can help to change 

people’s minds about smoking?  
 
Resistance to Smoking 
 

11. What are some of the reasons why Yolŋu might quit smoking? 
12. Who are the Yolŋu people who do not smoke in the community and how do 

other Yolŋu see these non-smokers? 
i. Example: leaders, health workers etc. 
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j. Example: Non-conformist, fitness devotees etc.
13. Some people have told me that Yolŋu talking to Yolŋu about smoking is the

best and only way to try to help people stop smoking. What would you say to
help another Yolŋu person quit smoking?

14. Are Yolŋu who have quit smoking, able to stay quit? If they are, how do they
achieve this?

a. Example: please describe how families and the community support
smokers to quit.

15. For non-smokers: please describe some of the main reasons of why you quit
smoking and how you stay quit.

16. For never-smokers: please explain why you have never started smoking and
how you came to decide to be smokefree.

Smokefree Policies 

17. Do Yolŋu people believe that smokefree policies (in the workplace, at school
or health services) are important to the community and how do they affect
Yolŋu?

18. When Yolŋu people travel outside of their communities, do other smokefree
policies affect them? If they do, how do Yolŋu feel about these?

19. Please describe your community’s priorities for the future. Does ngarali have a
place in the future of community?

Stigmatisation and Smoking 

20. For smokers: we know that many Yolŋu smoke in communities and that it
might seem “normal”. But some people talk about feeling “shame” about their
smoking. What is your story about this kind of shame? Do Yolŋu smokers
experience this kind of feeling and if they do, when would those feelings
occur?

k. Example: visits to the hospital
l. Example: visits to the health service / center
m. Example: smoking in towns (shopping malls, streets etc.)
n. Example: when smoking around non-smokers

21. Do you feel that some people treat you differently because you smoke?
Where does this happen, and who are the people involved?

Yolŋu Leadership and Role Models 

22. What is the meaning of being a role model in a Yolŋu community?
a. Who are the Yolŋu role models in your community, who can talk to

Yolŋu about quitting smoking?
b. What are their strengths as role models and how do they find support

to continue as role models?



 

 

181 

23. In your experience, when role models talk to Yolŋu about smoking, what is the 
story they might be telling people? 

24. How might clan leaders or community leaders be involved in helping Yolŋu to 
quit smoking? 

25. Are there opportunities for Yolŋu leaders in the community to speak to Yolŋu 
people to quit smoking? 

 
Conclusion 
 
Thank you again for your time today. 
We have a gift card of $30 as an acknowledgement and contribution to this study. 
Please fill in your survey form and I will take it with me. 
Thank you. 
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Appendix	5:	Individual	Interview	Guide	–	Aboriginal	Health	Practitioners	and	

Aboriginal	Health	Workers

Leadership and Talking About Smoking in East Arnhem Land 
Individual Interview Discussion Guide 

Facilitator’s welcome, introduction and instructions to participants  
Moana Tane and Cultural Mentor / Advisor to provide a brief discussion about the 
research project in Yolŋu Matha, and to answer any questions that may arise 

Introduction (by the Researcher, Interpreter/Translator)  
We would like to thank you for making time for us to meet and discuss with you. 
This study is interested in finding out how smokers feel about the tobacco control 
programs and campaigns that are available to help Indigenous / Yolŋu smokers to 
quit. We are very interested in finding out about your experiences of how those 
programs and campaigns make you feel as a smoker, or your opinion of smoking and 
how it affects Yolŋu. Are these programs or campaigns effective? Do they help and if 
they do, how do they help? 

Anonymity  
This discussion is confidential, although it is being taped. The tapes will be kept safely 
in a locked facility after they have been transcribed. The transcribed notes from this 
interview will not show as coming from an individual and all comments are recorded 
anonymously. If there are any questions or discussions that you do not wish to answer 
or participate in, you do not have to do so. We value your discussion and your 
contribution today. 

Yarning about the Smoking: Aboriginal Health Worker Questions 

1. I am interested in the experiences of Aboriginal Health Workers who are
supporting their communities to manage chronic diseases and to help Yolŋu
quit smoking for better health.

a. In your community, what is your role in talking to Yolŋu about quitting
smoking?

b. What are the barriers (or problems) that you have to overcome to talk
to Yolŋu about smoking in the community?

c. What are some of the successful things that you have tried in your
community (around smoking)?

d. In your own family, what are some of the stories that you tell to your
children to make sure they do not start smoking?
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2. As an Aboriginal Health Worker, I understand that you have access to
training.

a. What training have you received at Laynhapuy Health to help Yolŋu in
your community to quit smoking?

b. Have you been given any resources to help you talk to Yolŋu about
smoking? What are your favourite resources?

c. Have you ever attended any training or events that have been
organised by Miwatj, or the Tackling Indigenous Smoking team?

d. Would you be interested in having training at Laynhapuy to increase
your knowledge so that you can support Yolŋu to quit smoking?

Shame: Trying to avoid making people feel “shame” about their smoking 

1. Some people have mentioned feeling “shame” about smoking.
a. What are some of the reasons why smokers might feel shame?
b. Have your community members ever talked to you about feeling

“shame” about smoking?
c. How did they describe these experiences of “shame”?

2. Have you ever experienced embarrassment about your smoking?
a. What happened?
b. Where were you?
c. Who were you talking to?
d. How did you feel about what happened to you?

Getting Support to Quit Smoking: Aboriginal Health Workers 

1. If you decided that you wanted to quit smoking, would you be able to talk
openly and honestly with your health worker (GP, RN, AHP)?

2. How do you feel when your health worker (GP, RN, AHP) talks to you about
your smoking?

3. How often has a health worker (GP, RN or AHW) offered to help you quit
smoking?

a. Were you offered advice to quit smoking?
b. What kind of support or help were you offered?

i. Were you given an resources (posters, booklets)?
ii. Were you given any pharmacotherapy (NRT gum or patches)

c. Did you receive any follow up help?
4. Did the health worker record on Communicare that they had asked you about

your smoking or given you help, such as patches or gum?
5. Please describe if you have been encouraged to quit smoking by anyone

other than the Health Team in your community, in Yirrkala, Nhulunbuy or East
Arnhem Land.

6. Have you heard any other messages from other parts of the NT or Australia to
encourage you to quit smoking in your community?
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Quit Smoking Messages in East Arnhem Land 

1. You may have seen advertisements, signs and posters on television, or in
your community or town, telling smokers that they should quit smoking.
Example: Yaka Ngarali (Miwatj); picture of the “smoking bomb”; No Smoking /
Smokefree signs

2. How do you feel about these messages? Are these messages the real story
for Yolŋu?

3. What do you think are the “right” messages for Yolŋu, that can help to change
people’s minds about smoking?

Resistance to Smoking 

1. How do children find out about ngarali and the harm it causes, in the
community?

2. What are some of the most important ways that children can be protected
from smoking so that they don’t experiment, or start smoking?

3. Whose job is it to teach and educate the children to stop them smoking in the
community? Who else might help teach the children?

Smokefree Policies 

1. Do Yolŋu people believe that smokefree policies (in the workplace, at school
or health services) are important to the community and how do they affect
Yolŋu?

Yolŋu Leadership and Role Models 

1. What is the meaning of being a role model in a Yolŋu community?
d. Who are the Yolŋu role models in your community, who can talk to

Yolŋu about quitting smoking?
e. What are their strengths as role models and how do they find support

to continue as role models?
2. How might clan leaders or community leaders be involved in helping Yolŋu to

quit smoking?
3. Many Yolŋu experience healing while they are on country – what are some of

the ways that quitting smoking can be supported, on country?

Conclusion 

Thank you again for your time today. 
We have a gift card of $30 as an acknowledgement and contribution to this study. 
Please fill in your consent form and I will take it with me. 
Thank you. 



185 

Appendix	6:	Ethics	Approval	29	April	2014	
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Appendix	7:	Ethics	Approval	23	May	2014
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Appendix	8:	Extension	of	Research	Project	28	November	2014	
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Appendix	9:	Ethics	Approval,	Extension	of	Research	Project	2	December	2014
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Appendix	10:	Ethics	Approval	–	Finalisation	of	Study	6	September	2019
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Abstract 

A qualitative study in the Northern Territory of Australia, among the Yolŋu people, 

traditional owners of large estates in the remote, isolated region of East Arnhem Land, 

sought to determine whether tobacco-control efforts utilising denormalisation had 

resulted in experiences of smoking-related stigma, as an unintended consequence. 

The role of Yolŋu smokefree leaders was also investigated and the Tackling 

Indigenous Smoking (TIS) program, ‘Yaka Ŋarali’’ was evaluated to determine 

engagement and acceptance by Yolŋu smokers and their families.  

The research study was developed in consultation with and direction from, two Cultural 

Mentors, one female Elder and one male Elder to establish culturally-appropriate, 

collaborative and respectful engagement between the researcher, and the 

communities.  

The case study describes the process followed by the researcher in recruitment and 

engagement based on advice from the Cultural Mentors. The study was part of a PhD 

research project called, “Talking about Smoking in East Arnhem Land: 

denormalisation, stigmatisation and leadership.”  

The decisions made by the researcher to undertake inquiries using a decolonised 

research methodology, challenged the entrenched privileging of Western research 

traditions, the under-valuing or outright rejection of Indigenous knowledge and 

perspectives and the widespread influence of investigator driven approaches to 

research.  

The approach was successful in attracting Yolŋu to the study and fostered effective 

and open discussions with participants resulting in the achievement of the research 



199 

objectives, the building and maintenance of relationships and the contribution of 

results to the knowledge base and to policy makers, funders and managers of health 

services. 

Learning Outcomes 

1. By the end of this case, students should be able to identify whether a

decolonised research methodology will be appropriate, and within their abilities,

should they wish to conduct research with Indigenous communities, families

and individuals.

2. By the end of this case, students should be able to describe critical arguments

in how Western research practices have traditionally not served the interests of

Indigenous peoples, and discuss how a decolonised research methodology

might effectively deliver more equitable outcomes for Indigenous communities.

3. By the end of this case, students should be able to discuss how to identify and

engage with key individuals from the research community, who hold

appropriate authority and prestige, and have understanding and insight into

how they might partner with them as Cultural Mentors, or expert others.

4. By the end of this case, students will be able to identify appropriate methods to

initiate, establish and maintain effective communication with Indigenous

research participants and to highlight the benefits of open and transparent
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discussions with Cultural Mentors, communities, families and individuals, about 

the research.  

Case Study 

Project Overview and Context 

This case study is to provide insight from personal experiences for those 

researchers interested in undertaking research with Indigenous communities in 

Australia and New Zealand. To begin with, a helpful definition for the use of the 

term Indigenous peoples has been offered by Linda Tuhiwai Smith, Māori 

researcher and author of the seminal book, ‘Decolonising Methodologies: research 

and Indigenous peoples’ (Smith, 1999): 

‘Indigenous peoples can be defined as the assembly of those who have 

witnessed, been excluded from, and have survived modernity and 

imperialism…they remain culturally distinct, some with their native languages 

and belief systems still alive. They are minorities in territories and states over 

which they once held sovereignty’ (Smith, 1999, p. 86). 

My perspectives have been informed by recent experiences of a research project 

with the Yolŋu people of Australia, the traditional owners of large estates in East 
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Arnhem Land in the Northern Territory (NT), who have occupied these areas for 

tens of thousands of years.  With rich traditions of oral history, and a vibrant culture, 

the Yolŋu maintain many traditional customs and practises, and use various forms 

of Yolŋu Matha, their lingua franca.  

The approach that I adopt within the context of health research is one that 

acknowledges the historical development of research as ‘a corporate, deeply 

colonial institution that is structurally embedded in society and its institutions’ 

(Smith, 2005, p. 101). My perspective is based on the understanding that 

Indigenous peoples have been among the most studied in the world and 

knowledge production about Indigenous world views and realities has been 

obscured by the cultural and race bias of the non-Indigenous interpreter (Rigney, 

2003). As Smith proposes, many of the basic disciplines of knowledge are 

implicated in a process of ‘studying the Other and creating expert knowledge of the 

Other’ (Smith, 2005, p. 87).  

Given this history of being over-researched and under-served, there remains in 

Indigenous Australian communities, a legacy of mistrust and scepticism within 

health research. Addressing the challenges associated with these issues requires 

plans and actions that acknowledge the injustices of the past and the harms 

perpetrated. As such, a conciliatory approach is required to engage with 

Indigenous communities, to facilitate the creation of trust, to build and sustain 

equitable relationships and to encourage and maintain respectful, collaborative 
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and effective communication throughout the research project. Laycock et al in their 

practical guide for researching Indigenous health, describes this approach as 

‘reciprocity’, an agreement of ‘mutual obligation and inclusion with research 

participants, their values and cultures’ (Laycock, Walker, Harrison, & Brands, 2011, 

p. 34). The approach acknowledges the responsibilities associated with conducting 

research and the difference between Western law and Australian Indigenous laws. 

The former is concerned with private ownership, commercial gain or loss and 

material items. In contrast, the latter principles focus on group custodianship 

(rather than ownership) with knowledge shared orally and handed down through 

family lines when a person is ready to take responsibility for it. 

 

My research in East Arnhem Land, was with participants who were speakers of 

several Yolŋu Matha languages, while having limited knowledge and use of these 

languages myself. I can attest to the importance of the partnership I formed with 

two Cultural Mentors, being the most obvious point of difference with and departure 

from, Western research methodologies. On hindsight, this was the most important 

and impactful decision in successfully and respectfully conducting research in 

these remote Indigenous Australian communities.  

 

From the outset, I was concerned with conducting Indigenous research that was 

“ethically and culturally appropriate” (Botha, 2011) and that was informed by 

Indigenous epistemology that acknowledged “the interconnectedness of physical, 
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mental, emotional, and spiritual aspects of individuals, with all living things and 

with the earth, the star world, and the universe” (Lavallee, 2009).  

I deliberately configured my research to privilege Indigenous voices, 

understanding the importance of centering the concepts and worldviews from their 

perspectives and for their purposes, rather than ‘problematising’ them, a 

seemingly Western obsession (Smith, 1999). When it came to voice, I was 

especially conscious that while I as an Indigenous person might have empathy for 

the Yolŋu, it was their voices that needed to be heard (Rigney, 2003). 

Section summary 

• Within the context of health research, as researchers we must acknowledge

the historical development of research as ‘a corporate, deeply colonial

institution that is structurally embedded in society and its institutions’.

• Plans and actions to provide open and transparent information sharing must

be put in place by the researcher. These actions will address a legacy of

mistrust and scepticism, as a result of historical and unethical behaviours

perpetrated among Indigenous communities.

• The partnership formed with two Cultural Mentors represented a significant

juxtaposition between Western research methodologies and a collaborative

and respectful Indigenous research methodology.
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• As a researcher, I considered this partnership as the most important and

impactful decision in successfully and respectfully conducting research

amongst the Yolŋu.

Research Design 

The notion that health research among Indigenous and First Nations Peoples, can 

be led and undertaken by non-Indigenous researchers is today, a contentious 

proposition. Increasingly, calls are being made by Indigenous academics and 

researchers, about the need to address barriers such as the power imbalance 

between Indigenous and non-Indigenous stakeholders in research. Those who 

seek a more decolonised approach to Indigenous health research (Bishop, 2005; 

Denzin, 2007; Jones & Jenkins, 2008; Smith, 2012) also challenge the entrenched 

privileging of Western research traditions, the under-valuing or outright rejection 

of Indigenous knowledge and perspectives and the widespread influence of 

investigator driven approaches to research.  

From the earliest contact and encounters, Indigenous peoples came under the 

penetration and surveillance of Western science and imperialism, euphemistically 

described as ‘interpretative encounters’ (Salmond, 1991).  

The researcher/observer gaze has re-ordered and re-constituted Indigenous 

human beings into a state of perpetual crisis, and has objectified the ‘Other’, in a 
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dehumanising, disempowering process (Smith, 1999). Bond et al. (Bond, Brough, 

Spurling, & Hayman, 2012) cite a practice of problematising and publicising 

Indigenous peoples’ health behaviours, characterising culture in deficit terms and 

ignoring the structural and societal disadvantage and oppression that creates and 

entrenches persistent and egregious Indigenous health inequalities.  

On reflection, I attribute my ability to progress and complete research with 

Indigenous participants firstly, to being an Indigenous Māori woman, from the Te 

Rōroa iwi (tribe) of the Waipoua Forest region in Tai Tokerau (Northland), 

Aotearoa New Zealand. Secondly, because I have an affinity with other 

Indigenous peoples and cultures, and my own history of encounters as a ‘subject’ 

of health research, some of these deeply painful and humiliating, I am personally 

acquainted with the experience of being objectified and under the scrutiny of the 

‘rational scientist’, to be ‘analysed, categorised, classified, and ordered with the 

cold gaze of scientific distance’ (Bradley, 2016, p. 37; Goldberg, 1993). These 

experiences and my identity gave me a unique ‘insider’ perspective which was 

helpful in discussing and amending the methods of the research project, in ways 

that were beneficial to those who contributed their time and their voices, to 

participate. 

For the duration of the study, I was employed by two Aboriginal Health Services 

and through these organisations, visited various remote communities in the region 

for work and to conduct my research and data collection. Travel to these locations 
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was by four-wheel-drive vehicles on graveled roads, or by light aircraft. Seasonal 

conditions intermittently made travel difficult when roads were closed due to rain 

or storms, and on occasion, bush fires prevented travel to some areas. This was 

the environment where my informants resided and access to these communities 

was by permit, or in my case, allowed because of my local employment. The 

Northern Land Council issued permits as part of a process to, ‘help protect the 

privacy of Aboriginal communities, to preserve Aboriginal environment and to 

promote visitor safety’ (Northern Land Council, 2019). 

Although I was positioned with ‘insider’ status, being Indigenous, and living and 

working in the local communities, I did not speak a Yolŋu Matha language and had 

limited cultural and traditional knowledge, a risky proposition for undertaking local 

research. In asking for help among the communities two Cultural Mentors were 

recommended to me for the project. Originally engaged to provide translation and 

interpretation of the languages during interviews, the relationship between the 

CMs and I developed and deepened over time as they guided me through the 

dynamic, complex and enduring relationships within Yolŋu society.  

Section summary 

• Being an Indigenous person, and living and working among the Yolŋu

communities afforded many significant advantages for conducting

research.
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• These advantages included a familiarity with the terrain, having access

to these restricted communities, and being in a trusted position as an

employee of the local health services.

• However, despite being an insider by virtue of my Indigenous identity,

not speaking the local lingua franca was a serious disadvantage that

could not be overcome, without the assistance and guidance of the

Cultural Mentors.

Research Practicalities 

In 2013, I began my PhD studies (Tane, 2019) when I moved to a small island and 

a remote Aboriginal community in East Arnhem Land (Northern Territory, 

Australia). Living and working among the Yolŋu, I travelled to seven remote 

communities between June 2014 and September 2015, with the support of one 

female and one male Cultural Mentor to undertake interviews. The Cultural 

Mentors were residents of two local communities, and were in leadership roles 

with two different Health Services. They were each recommended for the Cultural 

Mentor roles by their Health Service managers. When I approached them 

individually, and asked if they would be interested in mentoring me throughout the 

research, they both agreed to provide support and guidance.  Once they agreed, 

the research began with local meetings, presentations and the promotion of a 

snowball recruitment process.  
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My research project sought to determine whether tobacco-control efforts utilising 

denormalisation had resulted in experiences of smoking-related stigma, as an 

unintended consequence (Tane, Hefler, & Thomas, 2019a). The role of Yolŋu 

smokefree leaders in remote communities was also investigated (Tane, Hefler, & 

Thomas, 2019b) and the government-funded Tackling Indigenous Smoking (TIS) 

program, ‘Yaka Ngarali’’ was evaluated to determine engagement and acceptance 

by Yolŋu smokers and their families (Tane, Hefler, & Thomas, 2018).  

The study involved individual and small group interviews and focus group 

discussions with East Arnhem Land communities, with prior permission by local 

Elders and leaders. Informed consent was obtained from participants and a review 

of extant literature, pertaining to Indigenous tobacco control in Australia at a local 

and regional level was undertaken, to explore alternatives and to compare findings 

from the data to current approaches.  

The research methodology was intended to involve Yolŋu peoples in all stages of 

the study: data collection, analysis, interpretation and shared meaning making 

were processes that involved the Yolŋu Cultural Mentors, who provided insight, 

language interpretation and translation, and who advised on all aspects of 

communication with Yolŋu participants and leadership. Together, we conducted 

the qualitative semi-structured interviews which were recorded and later, I 

transcribed the interview recordings, for coding and analysis. During this latter 

process, I discussed transcripts with one of the two Cultural Mentors (depending 
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on their availability) and our negotiated meaning making was key to the analysis 

process. We used face-to-face meetings (which were also recorded, transcribed 

and analysed), or discussed the transcripts by phone. 

In these remote communities, English may be a third or fourth language and most 

Yolŋu peoples speak at least one Yolŋu Matha language. For this reason, student 

funds were allocated to the Cultural Mentors, who worked part-time with the 

candidate for all interviews, and during analysis stages. Interviews of between 40 

and 60 minutes were conducted in a range of settings – on the verandas of health 

clinics, in consult rooms, under trees, and in the homes of the candidates – in a 

mixture of English and a Yolŋu Matha language, to provide optimal conditions for 

open discussion, clarity and sharing among the Yolŋu participants.  

The process of recruitment began with an introduction to the Elders and leaders 

of each community, to ask permission to undertake the research in the community, 

and only after approval had been obtained did the inquiry begin. My initial 

encounter with the Elders was an important time to answer their questions and to 

offer an overview of the interview questions, and the aims and outcomes of the 

research. A relaxed, ‘yarning’ conversation was held in each community with 

Elders, who also politely and gently probed into my background, history and 

presence in East Arnhem Land.  

With their support, I began the data collection in each of the seven communities 
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with purposeful sampling of their group, including smokers and non-smokers. By 

including the Elders in the first wave of inquiry, the community were aware of their 

participation and this encouraged others to join (Bagnasco, 2014; Charmaz, 

1990). This type of referral by initial contacts for other people to join the study, is 

a type of ‘snowball sampling’ and occurs naturally due to the close, familial and 

interpersonal relations and connections within these remote Yolŋu communities 

(Shaghaghi, Bhopal, & Sheikh, 2011).  

 

With advice and guidance from the Cultural Mentors, the recruitment process 

proceeded, in language and with the observance of cultural protocols, so that all 

participants and the leaders of the community were invited to contribute and were 

aware of the research inquiry. This approach is consistent with a decolonising 

methodology that seeks to be culturally responsive where research practices are 

being developed. Such practices locate power within the Indigenous community. 

What is acceptable and not acceptable research is determined and defined from 

within the community and such work encourages self-determination and 

empowerment (Bishop, 2005; Denzin, 2010).  

 

• The study involved individual and small group interviews and focus 

group discussions with East Arnhem Land communities, with prior 

permission by local Elders and leaders and student funds were 

dedicated for interpretation and translation services provided by the 

Cultural Mentors. 
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• Recruitment of participants adhered to cultural protocols, and

expectations for conducting the research were explicated and described

by the researcher on numerous occasions and to a variety of audiences,

as required by the Cultural Mentors and community Elders.

Method in Action 

I chose to utilise a qualitative methodology called Grounded Theory (Corbin & 

Strauss, 2008) and later incorporated the Framework Method (Gale, Heath, 

Cameron, Rashid, & Redwood, 2013) to complete data analysis and to report my 

findings. I used semi-structured questions based on three a priori categories: 

Yolŋu trying to quit smoking (interest in quitting, access to support), the Yaka 

Ngarali’ program (efficacy and recognition) and Yolŋu workforce (roles and 

responsibilities). I also incorporated the use of open-ended questions to explore 

aspects of Yolŋu daily living and the context in which smoking occurs. These 

conversations were recorded and analysed through open coding, so that the 

voices of Yolŋu participants were represented and valued.  

With the help and advice of the CMs I met with participants, their families and 

neighbours in small and larger groups, conducting interviews in clinic consultation 

rooms, on the veranda of health services, in people’s homes and in my home. 

With the CMs interpreting questions and conveying responses to me, I recorded 

and later transcribed these interviews, often with a CM present. In this manner 

and using NVivo, a data analysis software application, I was able to fully develop 
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concepts, categories and themes consistent with the qualitative research 

methodology. Consistent with a grounded theory methodology, analysis began 

immediately after the first interviews, in tandem with ongoing data collection 

(Calman, 2006). In collaboration with the CMs participant responses were 

reviewed and adjustments made to interview questions to improve clarity and to 

delve further into the lived experiences of participants. 

To appreciate the diversity and complexities associated with Yolŋu society, it is 

useful to reflect on some basic principles and values. All Yolŋu people belong to 

one of two basic divisions, or moieties, called Dhuwa and Yirritja. Yolŋu moieties 

are exogamous, patrilineal and all-encompassing (Morphy, 2016). Everything in 

the Yolŋu universe – Spirit Beings, plant and animal species, clan groups, areas 

of land and water are either Dhuwa or Yirritja and within each moiety, people 

belong to smaller groups called clans, each having its own language. Children 

belong to their father’s clan (and moiety), while their mother belongs to another 

clan (of the other moiety). Clan members own areas of land and waters in 

common, however the relationship is much more complex than just ‘owning’, or 

even ‘caring for’, the land (Hutcherson, 1995). Rather, the Yolŋu consider 

themselves as having come from the land, or of being the land, a familiar concept 

for Indigenous peoples and nations who wish to maintain a unique relationship 

with the earth, for the ongoing health and wellbeing of their communities and 

nations (Committee on Indigenous Health, 2002; Tane & Harwood, 2017). 
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During the 1980s many Yolŋu returned to their traditional lands to establish 

outstations or ‘homelands’ as part of a movement that saw many leaving the larger 

townships, often to escape social problems including alcohol and petrol sniffing 

(Morice, 1976). Today, Yolŋu continue to actively assert sovereignty over their 

lives and their estates (Trudgen, 2000) under their traditional Ngarra law 

(Gaymarani, 2011). A council of Tribal Elders and leaders make up the Yolŋu 

Nations Assembly and in July 2016, they ratified a Constitution and declared: ‘We, 

as first peoples of Arnhem Land, have not been conquered. To this day we are a 

sovereign people’ (Yolŋu Nations Assembly, 2011, p. 1). 

Within this context of vibrant independence and self-determination, the CMs were 

instrumental in helping me as a researcher, to navigate the intricacies, 

interconnections and responsibilities shared among the Yolŋu people, and their 

advice protected me from making wrong decisions, thereby avoiding needless 

errors. Their involvement afforded credibility to my research activities, adding 

gravitas and prestige to the research project.  

Under their instruction, I began my efforts firstly by seeking permission and 

consulting with Indigenous leadership and local authorities, to conduct research 

in their areas.  Part of this process was to communicate research objectives openly 

and transparently, and to take on board invaluable feedback into the cultural 

protocols and the nuances associated with the public aspects of ceremony and 

traditional practices, that might affect the interviews. Any concerns expressed by 

communities were addressed during formal presentations and one-on-one or 
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small group conversations, with explanations of how data would be used, stored 

and reported. As well, clarity about the use of de-identified data to preserve 

confidentiality was provided and an assurance given, that research results would 

be reported to funders, health services and other decision makers and authorities. 

Community members were interested in how I would report findings and to whom, 

and what influence I might have on future services and programs. The ability to 

support communities to advocate for increased resources and greater control of 

these within the communities was considered an important aspect for participant 

ownership and engagement.  

Section summary 

• Researchers who wish to undertake an inquiry with Indigenous

participants will first need to familiarise themselves with the socio-

political, traditional and cultural background of the communities. This will

allow a deeper understanding of the cultural protocols and norms

present in the community;

• Of importance, is that the advice given by the CMs be followed wherever

possible, and that should advice not be taken on board by the

researcher, a discussion with the CMs will need to occur.

• Following community consultation, flexibility with regard to the timing of

when to start interviews is needed, in case members of the community

have more questions. Only after these have been discussed, should the
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researcher indicate that she/he would like to begin the qualitative data 

collection. 

 

Practical Lessons Learned 

 

At the beginning of this study, I wanted to align my inquiry with those 

advancements being led by a growing community of Indigenous researchers, 

academics and scholars around the world, who challenge and resist the history of 

exploitation, suspicion, misunderstanding and prejudice. They and we, actively 

seek to decolonise Western epistemologies and to open-up the academy to non-

Western forms of wisdom, knowing, and knowledge production (Denzin, 2010). 

Results from my research study were published in peer-reviewed academic 

journals and in the production of a thesis toward a PhD qualification. These 

contributions to the knowledge base acknowledge research under the direction of, 

and guidance from, Indigenous people and communities is essential to a 

decolonised research project and is both a privilege and a responsibility for any 

researcher to undertake.  

 

From earlier encounters with the Yolŋu people and working and living alongside 

them, I had come to value the importance of maintaining regular communication 

and to share information with others. I continued to use this approach with the 

CMs and as well, I took on board any of their advice that they offered. That is, they 

advised me when there was ‘sorry business’ in a community, when families would 
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be in mourning and unapproachable. They also advised me of any conflicting 

events, and this helped me to avoid making long trips to communities only to find 

families visiting elsewhere. As we communicated mainly by the public telephone 

(which is usually by the one community store), it was not always easy to set up 

visit times. The CMs would often let me know where a family was that I was to 

interview, and only on rare occasions, was this information not correct.  

Being able to work closely and collaboratively with the CMs required a humble, 

and respectful attitude. If I had showed any resistance to suggestions that they 

made, I understood from my previous experience, that this would not necessarily 

be challenged by the CMs, even if they strongly disagreed with the decision. 

Rather, they were interested in maintaining a peaceful relationship and rather than 

risking causing offence to me as the researcher, if I ignored advice, the CMs may 

well have stopped offering advice. This would have been detrimental to the 

research project, and was to be avoided at all costs.  

Rather I kept an open conversation going with the CMs and was able to discuss 

interview transcripts, I asked questions, sought advice about words, and 

relationships and generally deferred to any suggestions that they made. I am 

convinced that this relationship was at the very centre of my research and without 

them both, I would not have been able to complete my data collection, and then 

to analyse and interpret the data. 

It is important to note that by supporting me, they were demonstrating their trust 

in me as a researcher, and inviting their families and communities to do the same. 
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If I did not follow their advice, they may well have been criticised by their families 

and communities because of my actions or lack of understanding. In these small 

remote communities, where every engagement and encounter is visible, and 

conducted openly, I was being closely monitored and so were the CMs, in their 

attitudes to me, and in the way I engaged with them.  Evidence of our interactions 

and the validity of the research was being evaluated every time we visited the 

communities to conduct qualitative interviews.  

During interviews, participants would often ask questions in a Yolŋu Matha 

language, and the CM responded in kind. On occasions we did not have more 

time to explore these questions, apart from the translation of the questions. On a 

number of occasions however, participants asked questions not directly related to 

the research. That is, participants wanted to find out more about the researcher 

(do you have children, are you married?) and other information deemed important. 

Having this information obviously enabled them to form some concept of the 

researcher, her background and why the research was important enough to visit 

regularly and to garner the responses of local Yolŋu. Maintaining openness and a 

willingness to come under scrutiny was received positively by the Yolŋu 

participants.  
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Section summary 

• Building a strong relationship with the Cultural Mentors meant regular 

communication, and a commitment to maintaining a humble and open attitude 

by me as the researcher. This approach facilitated the development of trust. 

• The Cultural Mentors and I were being watched by the participants and their 

communities. When the CMs invited participants to join, this sent a clear 

message that I had gained their trust and that they supported the approach 

being followed. This trusting relationship was valued by all those involved in the 

researcher, including the CMs, the participants and I. 

• Participants were interested in me as a person, not just as a researcher. I was 

questioned about my background, my family, work experience etc. and these 

interactions were viewed positively by participants.  

 

Conclusion 

To date, I have managed to sustain a relationship with participants and CMs with 

the help of social media and phone calls, despite having left the area some years 

ago. In maintaining communication, I am paying respect to the region and the area 

and acknowledging my obligation to these communities in obtaining a PhD. With 

this understanding comes the obligation to advocate vigorously on their behalf.  

The last phase of my study has included communication with all stakeholders, 

including the CMs, and to those host organisations who supported the research. 

As I have submitted and published articles in academic journals, I have also 

provided these to all stakeholders, and asked them to share with their 
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communities. I have recently submitted a policy brief intended for use by my host 

organisations in helping them to advocate for increased support and services to 

funders, policy makers and decision makers.  

For those Indigenous researchers who seek to undertake research among their 

own peoples, and those non-Indigenous researchers who are able to work in 

partnership with communities, guidelines are available from a number of sources: 

the National Health and Medical Research Council (National Health and Medical 

Research Council, 2018) and The Lowitja Institute (Laycock et al., 2011) both offer 

comprehensive ethical and practical guides for researchers contemplating 

research with Indigenous Australians. These guides provide advice on how to 

avoid ethical dilemmas, and set the standard for conducting research with 

Indigenous communities, families and individuals. 

What has been of interest to me, is that while I have received requests from the 

health services to present the findings, I have also received invitations from some 

of the participants to return to Elcho Island. These invitations have been to observe 

cultural events in the region, and to visit the people who were involved in the 

research. While there has been some knowledge exchange about the research 

with the health services, I have not been able to share my results with each 

participant. There is limited internet access in the communities, and not every 

person has an email address. This remains a source of regret as does the fact 

that I am no longer living in the area. My desire would have been to visit each 
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participant to present the findings and to thank them for their contribution. I would 

value this final step in the process, but given the remoteness, and my location 

some 3,700 kilometres away, it is unlikely that I will be able to visit the seven 

communities again. My hope is that I will visit two of the seven communities in 

2020. 

Dedication 

I would like to dedicate this article to David Yangarriny Munyarryun and Rita 

Muguruk Ngalmi, the Cultural Mentors for this research project, and to 

acknowledge their contribution of knowledge and expertise in helping me to 

navigate culture and language and to communicate with all our Yolŋu participants 

and community members.  

I would also like to acknowledge one of the research informants, who adopted me 

as a sister or yapa into her moiety and her clan. After I had left East Arnhem Land, 

my adopted sister and I stayed in contact by phone and we often discussed and 

clarified points from her interview. Her thoughts and insight were invaluable and 

these conversations were precious, during a time when I was living in a very 

remote and isolated community in the Central Desert of Australia.  

In the latter part of 2019, I met with this dear friend of mine in Adelaide where she 

had been admitted to hospital for medical treatment. Later, when I returned home, 
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she became very ill and her niece called to ask me to return, which I was not able 

to do. However, my sister-in-law went to the hospital in my place and was with my 

yapa on the day she passed, with her family and friends who had gathered to say 

goodbye.  

These connections are so important to us as Indigenous people, and we afford 

investments of time and energy to sustain and nurture these relationships. A 

decolonised research methodology will not only enable an effective and 

successful project, it will also allow deeper, enduring connections to be made, 

giving meaning and value to both the researcher and the community and if 

managed respectfully and equitably, will extend beyond the life of the research 

project.  

I pay my respects to my yapa, her family and clan and dedicate this article to her 

and her memory.   

Section summary 

• Knowledge exchange with the 22 participants in seven remote communities has

been via the Health Services. However, a truly reciprocal approach would be

for the researcher to visit again and acknowledge each participant in their

community. Given the remoteness of the location this was not possible.
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• Of importance to this research, was the acknowledgement of the role that the

CMs held, and the relationship that was also developed with the research

participants. As is customary to Indigenous people, these relationships have

been acknowledged and honored and thanks made accordingly.

Classroom Discussion Questions 

The self-assessment questions can be used for self-reflection by researchers 

who may be contemplating research with Indigenous communities, families 

and individuals 

A Decolonised Research Project: Self-Assessment Questions 

• Are you an Indigenous / First Nations Person?

• Are you living and working among the Indigenous communities that you

wish to undertake research? 

• Do you have knowledge of and connection with the local community,

including the leadership and authority of the area? 

• Are you able to incorporate Cultural Mentors into your research study?

• Is the methodology that you are using complementary to creating trust, to

building and sustaining relationships and in maintaining respectful, 

collaborative and compassionate communication? 
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• How will you present the voice of your participants?  Will they speak for

themselves and to whom will you be directing recommendations from your 

study? 

• How will you share knowledge about your findings, with them and their

communities? 

Multiple Choice Quiz Questions 

The best answer in determining the value of having Cultural Mentors in a decolonised 

research methodology is: 

A. Having translation / interpretation assistance for those who do not speak

English (or the lingua franca)

B. Having someone to ask questions relating to culture, traditions, protocols and

relationships CORRECT

C. Having someone who can tell people what you want to achieve from the

research

The most important aspects in seeking a Cultural Mentor are 

A. Having a post graduate degree

B. Having a leadership position with a local community controlled organisation

C. Having the respect, and the trust of the local community CORRECT

Historically, Indigenous peoples 

A. Have survived modernity and imperialism

B. Remain culturally distinct, with their own languages and belief systems intact

C. A and B CORRECT
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