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Original Research

Health care and health education seemed essential, but they 
could be interpreted as assimilationist: for example, teaching 
Aboriginal people how to think about food and hygiene in a 
Balanda way, instead of an Aboriginal way. It seemed to me that 
the immediate necessity of health care was more important than 
philosophical questions about the imposition of one culture onto 
another. We had to accept that in some cases, imposing our 
culture would benefit Aboriginal people. But I had learnt that 
Balandas would never ever articulate it in those terms. There 
was a strong taboo in the White community against being an 
assimilationist. The whole community was founded on the post-
Whitlam ideals of land rights and self-determination. In practice, 
this meant that covert, unintentional assimilation—such as 
health care—went unspoken.

—Mary Ellen Jordan (2005)

Background

Kearns et al. (2013) reviewed clinical presentations during 
the first year of life for 320 children living in five remote 
communities in the Northern Territory, Australia. The median 
number of presentations was 21 with 14 of these being for 
infectious diseases including upper respiratory tract infec-
tions, ear disease, skin disorders, and diarrhea. These dis-
eases are so common that they have become normalized and 

are now perceived within communities as common stages of 
child development (Kruske, Belton, Wardaguga, & Narjic, 
2012). The major contributing factors to this high disease 
burden are poor hygiene and limited housing, which leads to 
too many people living within a house not built for large 
extended families (McDonald, Bailie, Brewster, & Morris, 
2008). Luby et al. (2010) has shown that hygiene education, 
hand washing with soap, and encouraging frequent bathing 
may result in significantly lower rates of impetigo and pneu-
monia. Stubbs, Hare, Wilson, Morris, and Leach (2005) 
showed that Aboriginal children living in remote communi-
ties are 23 times more likely to have hand contamination 
with both S. pneumonia and H. influenza than children 
attending urban child-care centers.

Persistent middle ear infection, or chronic suppurative 
otitis media, is one of the infections for which particular 
attention has been given, as it can lead to significant hearing 
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loss and a diminished quality of life. To date only one study 
has performed qualitative research methods on Aboriginal 
perceptions and knowledge about this disease (Jeffries-
Stokes et al., 2004). One of the many recommendations of 
this study was “To reduce the high transmission rates within 
communities, the importance of washing, in particular hand 
washing, should be emphasized given the reported very high 
carriage rate of respiratory pathogens on hands of Aboriginal 
children and carers” (Jeffries-Stokes et  al., 2004, p. 263). 
The connection between ear infections and hand washing is 
poorly understood among many people living in remote 
communities where the contagiousness of nose and ear dis-
charge is under-appreciated (McDonald & Bailie, 2010).

There are other barriers that have been identified prevent-
ing hand washing from becoming a regular activity and pre-
venting the spread of disease. Despite the success of “No 
Germs on Me” media campaigns to communicate the impor-
tance of hand washing, soap is still seen as a luxury item of 
lesser importance to purchasing food and other desirable 
goods such as cigarettes (McDonald, Cunningham, & Slavin, 
2015). Furthermore, very young children are given the free-
dom to reject hygiene training and responsibility for such 
needs is often placed on young girls who have not yet devel-
oped good hygiene practices themselves (McDonald et al., 
2008). These factors are perhaps aggravated by perceptions 
of cultural denigration and colonialism by Aboriginal people 
who see hygiene interventions as a continuation of deroga-
tory practices of the past (McDonald et al., 2008). As a result, 
hand washing initiatives are not meeting their goals.

Health Promotion Programs in  
Remote Aboriginal Communities

Health promotion programs for the management of chronic 
disease are recognized as potentially being one of the most 
cost effective methods for the promotion of good health. 
However, the success of health promotion programs depends 
on the active participation of communities. Barnett and 
Kendall (2011) performed qualitative research across three 
Queensland Aboriginal (Murri) communities within rural, 
regional, and urban environments on the success/failure of 
the Stanford Disease Self-Management Program (CDSM). 
They found that the success of the program depended on its 
ability to incorporate local cultural traditions and knowledge 
bases, specifically in four key areas.

1.	 Programs should respect the local gender and elder 
structure. Indigenous health issues are often divided 
between men’s and women’s business, and cultural 
protocols govern communication between genders 
on certain issues.

2.	 Greater enthusiasm is often held for the use of tradi-
tional bush medicine in preference to introduced 
Western medicines.

3.	 The most successful method of communicating 
health information is through peer-to-peer informa-
tion sharing through family connections.

4.	 The involvement of community members in the plan-
ning, organization, delivery, and follow-up was nec-
essary and allowed programs to be adapted to and 
owned by the community

The second recommendation is particularly applicable to 
our project. Barnett and Kendall (2011) write,

Some participants opted for traditional or natural medicine due 
to their lack of trust in Western medicine. Acquiring and 
consuming bush medicine was an attempt to restore and protect 
their culture, but also to gain a sense of control over their health. 
(p. 30)

A distrust of Western medicine may result in some com-
munities due to medical research on Aboriginal Australians 
throughout the first half of the 20th century that focused on 
blood group testing that was meant to prove racial inferiority 
(Thomas, 2001). In contrast, the use of traditional bush med-
icine relies on the spiritual connections to Land developed 
throughout the community’s long history.

Barnett and Kendall (2011) found that each of the three 
communities was unique requiring health promotion programs 
to be developed independently. Oliver (2013) performed a lit-
erature review on the use of bush medicine within primary 
health care in Aboriginal Australian communities. Her results 
support those of Barnett and Kendall in that each community 
was unique in how it incorporated bush medicine into its mod-
ern health care. This approach contrasts with the culture of 
Western medicine which attempts to generalize programs to 
effect the largest population. A research approach that incorpo-
rates the history and context of the community including its 
Indigenous knowledge will have a much greater effect.

Kendall and Barnett (2014) further emphasize the impor-
tance of looking at collective action and emphasize the holis-
tic nature of health. These were found to be common themes 
across Indigenous communities in the Pacific region, United 
States, and Canada (Hurst & Nader, 2006) along with a focus 
on the burdens placed on young Indigenous people living in 
both the global and Indigenous cultures. Rigney (2001) 
describes the struggles of Indigenous knowledge to be recog-
nized within Western science. Kendall, Sunderland, Barnett, 
Nalder, and Matthews (2011) propose that, “Indigenous 
knowledge could exist independently of Western scientific 
knowledge and might provide viable solutions that do not 
require scientific verification” (p. 1722).

In summary, health promotion programs will have the 
greatest effect if they incorporate active community partici-
pation, traditional bush medicine, with a particular focus on 
young people. Accordingly, our program chose to focus on 
promoting health by teaching bush medicine within schools 
through the active participation of community elders.
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Cultural Difference As It Relates  
to Hygiene

“Often we believe that we need to change cultural habits in order 
to improve health. We need to realize that we are dealing with 
structures that are themselves important for sustaining health, 
and always act knowledgeably and with caution.” (Kiefer, 2006, 
p. 6)

Good hygiene, the removal of pathogens that may other-
wise cause disease, is a universal practice among all cultures. 
The method and practices used within a specific culture, 
however, will be specific to the environment in which that 
culture has developed. This is true of medicine as well. In 
Western cultures, hygiene revolves around the commercial 
production of soaps from a source of oils and lye and bath-
rooms that are in most cases dependent on access to plumb-
ing. This practice developed within complex civilizations 
with well-developed trade networks and a large supply of oil 
such as olive oil (V. Smith, 2007). Today, this culture works 
well where plumbing has developed and where soap may be 
easily purchased in a store.

Indigenous Australian cultures developed in a different 
environment, the Australian bush. Small, semi-nomadic 
groups developed complex kinship systems by which to 
share and conserve their environment (Gammage, 2011) and 
mass harvesting of natural foods provided for ceremonial 
gatherings (Pascoe, 2014). By living, for at least half of the 
year, in small groups, Indigenous Australians would avoid 
the accumulation of pathogens, a practice in itself that can be 
characterized as good hygiene. Indigenous Australians also 
developed a keen knowledge of their environment, its plants 
and animals, which was passed down through generations. 
Today, this still constitutes a well-developed knowledge of 
plants and their uses, including the use of plants as soap. The 
leaves and fruits of certain trees containing abundant amounts 
of saponin could be easily accessed from the natural environ-
ment where they grow. Traditional settlement patterns were 
focused around natural water sources that provided for bath-
ing. These waterholes often took on spiritual qualities for the 
life-giving properties including hygiene.

Today, living within the Australian bush in a small settle-
ment commonly referred to as an outstation, Indigenous 
Australians depend on their traditional knowledge. This 
environment and settlement pattern more closely resembles 
precontact settlements, in which traditional cultures devel-
oped practices of good hygiene. The culture fits those living 
in outstations in the bush where there is limited access to 
stores. One must get what they need from the plants and the 
environment, including soap. In a modern city, the environ-
ment can be quite different. To get soap and other goods, one 
is less likely to find them growing wild in a large-enough 
supply to provide for all. One must purchase things from a 
store. Remote Aboriginal community centers lie between 
these two environments. These community centers have a 

much shorter history. Their cultures are still developing and 
have gone through many stages. Many first developed with 
the arrival of stockmen and buffalo hunters who provided 
employment in occupations the people were adept at while 
allowing traditional cultures to continue in an attitude of pro-
tectionism (1890-1925). These were followed by assimila-
tionist practices of missionaries and early government 
interventions (1925-1970). Later, and up to present, self-
determination has characterized these community centers 
(1970-2017). Those living in such communities are likely to 
be understandably confused as to the direction they should 
take. True self-determination requires that people within 
remote community centers have access to both sets of knowl-
edge and the opportunity to choose for themselves.

Soap Trees in Remote Aboriginal 
Communities

Almost 30 years ago, Etkin (1988) recommended that “a 
proper study of ethno-pharmacology should embrace a broad 
ecological perspective that is both bio-behavioral and multi-
disciplinary.” Yet recent reports (Albuquerque et al., 2014; 
Reyes-Garcia, 2010) have found that ethno-pharmacological 
studies have continued to focus on analyzing lists of medici-
nal plants for their basic pharmacological constituents with-
out acknowledging the plants role in the medicinal practices 
within the Indigenous culture.

Indigenous cultures around the world maintain a complex 
knowledge of the environment in which they live, known 
within social scientific literature as traditional ecological 
knowledge. Traditional ecological knowledge is the result of 
a continued subsistence economy whereby people forage 
and/or cultivate food and medicine from the land. In the 
modern globalized culture to satisfy one’s basic needs, one 
goes to the store to obtain items disconnected from their ori-
gin. One does not see the slaughter of animals, the harvest of 
plants, and the concoction of medicines. Within a foraging 
economy, one obtains these things from the Land. The pro-
cess of feeding oneself is engrained with the traditional eco-
logical knowledge passed down through the family of natural 
seasons and traditional foraging practices. To disconnect the 
food from the cultural methods by which it is obtained and 
subsequently shared is to ignore the significant culture 
knowledge that makes life for such cultures possible. The 
same is true of its medicine.

To successfully address these issues, it is worth investi-
gating notions of hygiene in the traditional culture. Research 
has documented the use of traditional medicinal plants for 
hygiene, such as a type of soap, by many different Aboriginal 
Australians, including the Yaegl of New South Wales 
(Brouwer, 2006; Packer et  al., 2012), Tiwi Islanders 
(Puruntatameri, 2001), as well as the Northern Territory 
communities of Maningrida and Minjilang (Aboriginal 
Communities of the Northern Territory, 1993), Milingimbi 
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(Wightman, 1989) and Belyeun (M. Smith & Wightman, 
1990). As Webb (1969) points out, “The convergence of use 
of the same species in different localities, and the survival of 
the reputation of alleged remedies, provide some circumstan-
tial evidence in favour of the efficacy of such species.”

Within remote Aboriginal communities, these “soap 
trees” could potentially be incorporated into a program for 
washing the hands and body. Within Indigenous Australian 
cultures, the use of these plants and other bush medicines 
was traditionally known by all adults and children, with the 
woman in the household being the key disseminator of such 
knowledge (Reid, 1982). The incorporation of such knowl-
edge into hygiene education would create a pluralistic sys-
tem in which Western-based soap and traditional medicinal 
plants can be used interchangeably to improve health. The 
use of these traditional plants could address those issues pre-
venting hand washing. It could be harvested from the bush 
instead of being purchased. As traditional knowledge, it can 
be embraced by the whole community.

Furthermore, going out bush to retrieve medicinal plants 
is widely acknowledged by Indigenous Australians as a 
healthy practice improving body, mind, and spirit (Burgess, 
Bailie, & Mileran, 2008). A recent study (Lowell, Kildea, 
Liddle, Cox, & Paterson, 2015) described the role of senior 
women in traditional health care practices in the Northern 
Territory who encourage pregnant women to “go out” to the 
bush, as it is in this domain that women are empowered 
within their traditional roles. This situation is seen in other 
Indigenous Amazonian communities as well where women 
play a role as managers of household health including the 
collection of medicinal plants (Wayland, 2001). Saponin-
producing plants are used around the world as soap: 
Saponaria officinalis (soapwort) is used throughout Eurasia, 
Sapindus mukorossi (soapnut) is used in Nepal and India, 
Quillaja saponaria (soapbark) is used in Chile, Chlorogalum 
pomeridianum and C. angustifolium (soaproot) was used by 
Native Americans, Phytolacca dodecandra (soap berry) is 
used in Ethiopia, and Colubrina asiatica (lather leaf) was 
used in China Samoa, Fiji, and Hawaii. Thus, the potential 
exists for incorporating soap plants into health promotion 
around the world.

Theory of Health Promotion

Historically, health promotion has typically focused on indi-
vidual behavior following a behavior change model whereby 
healthy behaviors, such as exercise, eating a nutritious diet, 
and getting plenty of rest, are promoted while unhealthy 
behaviors such as smoking and excessive consumption of 
alcohol or bad foods are discouraged, though, increasing 
attention is now being given to the influence of one’s socio-
cultural environment in influencing health promotion 
(Bandura, 1998; Stokols, 1996). The biomedical field often 
conceptualizes problems in terms of laboratory conditions in 
which external factors are controlled to understand 

the influence of specific variables. Accordingly, laboratory 
studies have been able to accurately determine that specific 
bacteria (H. influenza, etc) contaminate hands, colonize 
nasal passages, and then migrate to ears to cause otitis media. 
Therefore, the decontamination of hands through hand wash-
ing will reduce occurrences of otitis media. However, behav-
ior is far more complex. In her book Doing Health 
Anthropology: Research Methods for Community Assessment 
and Change (2006, p. 43), Christies Keifer states:

[Because of the close interdependence of various parts of local 
culture] it is nearly impossible to target a small area of behavior – 
such as health practices, for example – and predict how that part 
will change under specified conditions, such as the introduction 
of new knowledge or technology. Rather, what is needed to 
solve human problems is a very wide knowledge of the entire 
system of belief, activity, and environment of which the targeted 
behavior is an integral part.

The present research on soap trees, therefore, hopes to do 
more than simply describe an alternative technology for 
hygiene, albeit one that is rooted in traditional culture. The 
present research must address the beliefs that surround the 
soap tree as they relate to hygiene, to understand beliefs on 
hygiene. How do these plants improve health? When and 
where will they be used? How do such beliefs and actions fit 
into the personal history of people’s social experiences?

Visual Ethnography

Our study aims to assist local people within Aboriginal 
Australian communities to create their own documentaries 
about soap trees. In this way, they will perform their own 
self-reflective visual ethnography.

Decolonizing theory aims to transform the relationship 
between researcher and participants. In the past, this relation-
ship has maintained the same power dynamic of colonization 
with the power remaining with the researcher. Understandably, 
Indigenous people around the world have grown uncomfort-
able with this relationship and rejected anthropological 
research. Decolonizing theory instead aims to give power to 
Indigenous people to define themselves and share their cul-
ture with others in the manner they see fit (L. Smith, 1999). 
The challenge for the modern ethnographer is to be able to 
provide that opportunity.

Video has been proposed as a decolonizing strategy for 
intercultural communication based on its ability to focus 
beyond the subject and take a holistic perspective. In view-
ing video as a third party the subject is then able to engage in 
critical analysis alongside the researcher. In one example, 
migrant patients were able to talk more openly about their 
interactions with child and family health professionals while 
viewing video of those interactions alongside a researcher 
(Grant & Luxford, 2009).

Participatory video, or community video, offers a unique 
opportunity for the research participants to share control of 
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the production process with the researcher (Garrett, 2011). 
While ethnographic research as an academic pursuit has 
traditionally been bound by a language and theoretical 
background that alienates the participant, video is a demo-
cratic pursuit in which almost anything can be done. The 
role of the ethnographer then is to allow the participants to 
express their beliefs and perceptions in the fullest manner. 
To converse with people for who English is a second, third, 
or fourth language and who practice an oral culture that 
gives little credibility to the written word, it makes sense to 
focus on oral narratives and visual images. Creating lengthy 
articles and dissertations in English excludes many partici-
pants from the products of the research of which they are a 
part. A video documentary, however, is more publicly 
accessible.

Ethnographic knowledge is therefore a collaborative pro-
cess in which the researcher is engaged in constructing a 
story alongside the participants. This requires both researcher 
and participants to think critically about what they wish to 
represent and is a valuable technique to foster introspection 
and critical consciousness (Bell, 2016). This critical con-
sciousness is necessary for behavioral change to take place 
according to the trans-theoretical model which acknowl-
edges that contemplation and preparation must first occur to 
motivate behavioral change.

Video has been described as an empowering visual 
medium. It offers marginalized groups an opportunity to 
reproduce and understand their world as opposed to the dom-
inant representation depicted in mass media (Barnes, Taylor-
Brown, & Wiener, 1997; Pink, 2001). Its potential to give 
voice to underrepresented groups such as children and youth 
has also been acknowledged (Canosa, Wilson, & Graham, 
2017). For decades now, people in Aboriginal Australian 
communities have had Western concepts of hygiene and 
handwashing described to them by the dominant culture, first 
by missionaries and more recently by health promotion cam-
paigns. But, as yet, they have had little opportunity to define 
traditional hygiene practices. In effect, this has continued to 
force upon them the colonized view of cleanliness. If given 
the opportunity to create a documentary of traditional 
hygiene practices, communities can then create their own 
health promotion videos that redefine their cultures as tradi-
tionally being clean and healthy (which historic records sup-
port). The key to good health for many Indigenous people is 
the restoration of traditional culture and values that once 
made them strong and healthy.

It is only recently that digital video has become accessible 
to all. Ten years ago, the creation of a documentary would 
require an expensive camera and video-editing machine that 
was only accessible to a passionate filmmaker willing to 
spend the money. Today, smartphones can capture high-defi-
nition video and every computer is capable of running basic 
video-editing software. Ethnographer’s experience with 
video in the past often grappled with the boundary between 
filmmaker and participant because video making capabilities 

were few (Pink, 2001). Today that boundary is almost non-
existent. With modern technology, just about everyone has 
created a video at some point and experienced seeing them-
selves in video. It is this recent technological change that 
provides the common audio-visual language for the 
researcher and participant to communicate together and 
allows them, in effect, to become co-researchers in the same 
project. Working together, the researcher is also able to 
reflect on his or her own preconceptions.

While the creation of a documentary allows for a visual 
ethnography as described above, it also provides an oppor-
tunity for oral narratives to be recorded. Incorporating a 
local co-researcher as the filmmaker, allows them to also 
be the interviewer changing the power relationship that 
existed before. In this way, the informant being inter-
viewed becomes a collaborator in the creation of a narra-
tive about themselves and their culture rather than being 
interrogated. It is this flexibility that allows for video to 
be a collaborative project that can involve an entire com-
munity and give the opportunity for people to provide 
their own voice where ever they feel comfortable (Mitchell 
& Lange, 2011).

Summary

Aboriginal Australians suffer a higher disease burden than 
most Australian citizens. The modern Aboriginal community 
is a product of the past 100 years of two cultures converging 
that has created a unique social environment. Traditional and 
Western cultural knowledge is still in the process of adapting 
to these communities. It is widely recognized that improve-
ments in access to hygiene infrastructure could reduce the 
disease burden. However, as yet, few attempts have been 
made to incorporate traditional knowledge into health pro-
motion campaigns that could better meet the demands of 
these communities. Using community-driven video ethnog-
raphy, one can document traditional hygiene practices, 
including the use of soap trees, to create health promotion 
materials that are based in the local culture.

Visual ethnography is an appropriate means to incorpo-
rate Indigenous viewpoints due to its ability to empower 
community participants to direct research as co-researchers. 
This method is equally applicable to Indigenous people 
around the world toward creating new practices for intercul-
tural health. Medicinal plants have been used by many differ-
ent cultures for hygiene. Exploring this topic provides the 
opportunity for deeper discussions on hygiene and health in 
a respectful two-way conversation. This article is written in 
the hope that others may be inspired to develop similar proj-
ects in the future.
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