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Glossary of terms

Aboriginal

Aboriginal Liaison
Officer (ALO)

Aboriginal Maternal
Infant Care Worker
(AMIC)

In consultation with the Aboriginal Cultural
Consultant, | have chosen to use the term
Aboriginal to be inclusive of all Aboriginal and
Torres Strait Islander peoples within this thesis. |
acknowledge and respect the diversity within these
communities. The women in the study have used a
variety of different terminologies when referring to
themselves and other Aboriginal and Torres Strait
Islander Australians.

The hospital Aboriginal Liaison Officers visit all
Aboriginal inpatients. They assist the women by
ensuring their medical, practical and cultural needs are
met while at the hospital. The Aboriginal Liaison
Officers operate out of a unit within the hospital that is
open to all Aboriginal people to gather whilst visiting.
The officers act as cultural brokers to staff, clients and
families. The ALOs are available Monday to Friday
from 08.30 — 1630.

The AMIC worker provides care with a midwife in a
continuity program during the antenatal, birth and
postnatal period. The AMIC worker is another
Aboriginal woman and they provide culturally
appropriate care tailored to the women’s needs. They
work within the Metropolitan Aboriginal Family
Birthing Program. The program is a free service offered
to some Aboriginal women living in metropolitan
Adelaide. Within the program women are cared for by
a group of midwives and an AMIC worker. Antenatal
care can be provided at any location that is convenient
to the woman (e.g. home, hospital or local health
service). Women are supported by the AMIC worker
when they see other health workers. This care and
support continues for the women in their homes (or
other convenient location) after the baby is born for up

Xi



Cardiotocography
(CTG)

Chorioamnionitis

Cultural safety

Dasein

to six weeks. The AMIC workers also refer the women
to community services that can assist them with their
babies (e.g. Mums and Babies groups, playgroups and
Child and Family Health Services).

An electronic method of simultaneously recording fetal
heart rate, fetal movements and uterine contractions.

A bacterial infection of the chorion and amnion and the
amniotic fluid.

The essential components of cultural safety include;

* An understanding of one’s own culture.

* An acknowledgement of difference, and a
requirement that caregivers are actively
mindful and respectful of difference(s).

« Itisinformed by the theory of power relations -
any attempt to depoliticise cultural safety is to
miss the point.

» An appreciation of the historical context of
colonisation, the practices of racism at
individual and institutional levels, and their
impact on First Nations People’s lives and
wellbeing — both in the past and the present.

« Its presence or absence is determined by the
experience of the recipient of care — it is not
defined by the caregiver.

(Congress of Aboriginal and Torres Strait Islander

Nurses 2013, p.7).

Heidegger said it was through language that one’s way
of being in this world was manifested (Langdridge
2007). Heidegger (1962) used the word Dasein to
describe ‘being-in-this-world> and it has been
described as the fundamental ontological structure
characterising humans and the unity of the world and
of existence (Sembera 2007).

Xii



Dreaming/Dreamtime

Epistemology

Gravida

Iga Warta

Midwifery Group
Practice

Ngangkari

Ontology

For Australian Aboriginal peoples the Dreaming or
Dreamtime represents a complex network of
knowledge, faith and practices that informs all spiritual
and physical aspects of life. These ancestral spirits
created the earth and the distinctive natural features of
the country (Dunbar & Ford 2011, p.40).

The study of knowledge.

The number of times a woman has been pregnant.

A cultural awareness experience based on the
Adnyamathanha Culture with Adnyamathanha People
and on Adnyamathanha land in the Flinders Ranges in
South Australia.

A continuity model of midwifery care where women
are cared for by small teams of midwives. They will
receive all antenatal care, intrapartum care and
postnatal care up to six weeks from their primary
midwife and the other team members.

Aboriginal traditional healers — men and women —
from the Pitjantjatjara, Yankunytjatjara, Ngaanyatjarra
Aboriginal language groups in Central Australia
(Panzironi 2013).

The study of the nature of Being.
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Parity

Pre-eclampsia

Standard Hospital
Care

The number of children to which a woman has given
birth (greater than 20 weeks gestation).

Pregnancy induced hypertension.

Standard hospital care in this study refers to the system
for women who attend the women's outpatient
department for antenatal care. They are attended by a
combination of midwives and doctors. A different team
of midwives and doctors will assist them with their
labour and birth. The baby will be born in the hospital’s
birth suite. Women who are transferred from rural and
remote areas for increased care in their pregnancies
also attend the hospital birth suite with an unknown
team of midwives and doctors.
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Abstract and keywords

Background

Aboriginal and Torres Strait islander women face considerable health disparity in relation
to their maternity health outcomes when compared to non-Aboriginal women. Culture and
culturally appropriate care can contribute to positive health outcomes for Aboriginal
women. How midwives provide culturally appropriate care and how the care was

experienced by the women was central to this study.

Aim

The research aimed to explore the lived experiences described by Aboriginal women who
gave birth in the standard hospital care system. An additional aim included an exploration

of the lived experiences described by midwives providing care in the standard hospital care
system to Aboriginal women at a large tertiary teaching hospital in South Australia.

Methods

An interpretative Heideggerian hermeneutic phenomenological approach was used. Semi-
structured interviews were conducted with fourteen volunteer Aboriginal women and
thirteen volunteer midwives. These were transcribed, analysed and presented, informed by
an interpretive phenomenological approach. The Aboriginal women were interviewed by
Aboriginal interviewers according to the requirements of the Aboriginal Health Research

Ethics committee.

Findings

Thematic analysis revealed six main themes for the women: "knowing what is best and
wanting the best for my baby", "communicating my way", "how they made me feel", "all
of my physical needs were met", "we have resilience and strength despite our hardships”
and "recognising my culture”. Thematic analysis revealed six main themes for the
midwives: “finding ways to connect with the women”, “building support networks —

29 13

supporting with and through Aboriginal cultural knowledge”, “managing the perceived

XVi



29 ¢ 29 ¢

barriers to effective care”, “perceived equity is treating women the same”, “understanding
culture” and “assessing cultural needs — urban versus rural/remote Aboriginal women’s

cultural needs”.

Conclusion

Aboriginal women's experiences giving birth in standard care were explored. Some of the
women's cultural needs were identified and culturally unsafe practices highlighted. The
midwives’ data provides insights into midwifery practices for Aboriginal women birthing
in standard care at a tertiary hospital. Potential threats to the cultural safety of Aboriginal
women are identified. Suggestions aimed to improve the experiences for Aboriginal
women are provided. Recommendations that could improve the midwifery understandings

of cultural safety and support midwives in their practice are made.

Keywords

Aboriginal and Torres Strait Islander women, Culture, Maternal Health Services,

Midwifery, Cultural safety, Phenomenology, Cultural competency.
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Chapter 1 | Introduction

“We have long known that as Aboriginal and Torres Strait Islander people we need to feel
connected with our families, communities and cultures to have genuine health and wellbeing.”
Pat Anderson (2014)

1.1 Introduction to the study

This is a study of Australian Aboriginal and Torres Strait Islander women’s experiences of
labour and birth, with a focus on cultural care in the standard hospital care (SHC) system.
The study also explores current midwifery practices in the provision of care to Aboriginal
women who give birth in the SHC system. Midwives’ understandings of Aboriginal
cultures, cultural safety and how they provide care that incorporates the women’s cultural
needs, and how Aboriginal women experience this care, is fundamental to this study.
Unlike other investigations that have been conducted in this area (Brown et al. 2015;
Fenton & Jones 2015; Williamson & Harrison 2001), my study explores both the
experiences of the women and of the midwives during labour and birth. Phenomenological
interpretations are made from the interview data that have embodied the experiences of the
women and midwives. In this chapter | explore the background and significance of the
study, explain how my interest in this area of midwifery practice has developed, outline
the research aims and questions, summarise the gaps in the literature, briefly describe the

research design and setting, and outline the structure of my thesis.

1.2 Background and significance
Aboriginal and Torres Strait Islander peoples are the original inhabitants of Australia.

Australia was colonised by the British in 1788 and following colonisation Aboriginal
peoples have suffered trying to protect their land, food and people. They were subjected to
massacres and disease, denied access to their traditional foods, and suffered interruption to
traditional practices (Sherwood & Geia 2014). Aboriginal peoples’ social and emotional
welfare was interrupted by colonisation (Hellsten 2014). Colonisation still affects
Aboriginal peoples today through the continuing economic, social, political and
educational marginalisation it has forced upon them (Sherwood & Geia 2014). The legacy
from colonisation and what followed also impacts on Aboriginal peoples’ access, uptake

and views, and acceptability of the health services today (Taylor & Guerin 2010). Trust by



Aboriginal peoples of health services is another factor that is tied to the historical events of
colonisation and what happened to Aboriginal peoples after 1788, and which impacts on
the health and welfare of Aboriginal people in mainstream services (Taylor & Guerin
2010).

The concept of cultural safety originated in New Zealand (Papps & Ramsden 1996). In
Australia, the provision of midwifery care in a culturally safe manner is an element of
mandated midwifery competency (Nursing and Midwifery Board of Australia 2006). The
national midwifery competencies represent the minimum requirement for licensure and
registration to practice (Pairman & Donnellan-Fernandez 2015). The midwifery
competencies provide a guide for the skills, knowledge and attitudes expected of a midwife
to work within the midwifery scope of practice (Pairman & Donnellan-Fernandez 2015).
Competency 10 of the standards requires that midwives ensure their practice is culturally
safe (Nursing and Midwifery Board of Australia 2006). The midwife should plan,
implement and evaluate strategies for providing culturally safe care for Aboriginal women
(Nursing and Midwifery Board of Australia 2006). The standards also include cues for

midwives as an element of the competency, which are:

Incorporates knowledge of cross cultural and historical factors into practice.

Demonstrates respect for differences in cultural meanings and responses to health and
maternity care.

Recognises the specific needs of Aboriginal and Torres Strait Islander women and their
communities.

Recognises and respects customary law. (Nursing and Midwifery Board of Australia 2006,
p.8)

Although culturally safe care can only be determined by the recipient of the care, there is
a requirement for health care providers to examine their own cultural identities, attitudes,
beliefs, and the power balance within the health care relationship (Taylor & Guerin 2010).
Culturally safe midwifery care can translate to Aboriginal women experiencing less fear
accessing maternity health care, which can ultimately improve maternal and infant health
care outcomes (Kosiak 2014). Some researchers have argued that it is difficult to measure
the efficacy of cultural training for health professionals given the lack of standardised



training curriculums and lack of evidence of the efficacy of the training on improving

outcomes for patients (Chun 2010).

Aboriginal peoples have often faced a lack of cultural understanding when accessing health
care services through the mainstream system (Durey & Thompson 2012; Taylor & Guerin
2010). Aboriginal community controlled health services have grown over the years,
beginning in the 1970s in response to the inability of mainstream services to meet the needs
of Aboriginal peoples (Taylor & Guerin 2010). Aboriginal community controlled health
services now operate all across Australia (Eckermann et al. 2010; Taylor & Guerin 2010;
Ward, Fredericks & Best 2014). For many Aboriginal peoples and communities, these
services can be more acceptable than mainstream services (Eckermann et al. 2010;
Panaretto et al. 2014; Ward, Fredericks & Best 2014).

Despite these advances, many Aboriginal peoples will still access mainstream health
services for many reasons. Some women choose not to access, or are not offered, continuity
programs for their midwifery care. Aboriginal women from rural and remote areas who are
required to relocate to Adelaide for birth in mainstream care are not currently offered care
from an Aboriginal Maternal Infant Care (AMIC) worker or care within a continuity
program whilst in Adelaide. Whilst these women will give birth in the standard care system
or within the private system, they still have the fundamental right to a culturally responsive
health service.

1.3 Development of my interest in Aboriginal cultures and health
I was born in Darwin and my family relocated to Singapore a few days after my birth,

where | spent my first three years of life. We eventually settled in Victoria before coming
to South Australia when | was about eight years old. We lived in the Adelaide hills and
there were Aboriginal families at the school | attended. So although | had some contact
with Aboriginal people growing up it was limited. | have always felt strongly about social

justice issues, which have fostered my interest in Aboriginal history and cultures.

I have three children and they were all born in different hospitals (one public and two
private). The births for my last two children were positive experiences. My first birth was

a negative experience where | felt fear and 1 did not have good midwifery support during



his birth. This led me to explore birth practices and ensure that my next births were nothing

like the first. It probably had some influence on me pursuing a midwifery career later on.

| started my career in midwifery after working as a registered nurse, with my last nursing
position as an intensive care nurse at a major Adelaide hospital. During that time, | worked
with many Aboriginal clients and families, mostly from rural and remote areas who were
transferred to Adelaide for a higher level of care. | did have some difficulty connecting
with the family members of the Aboriginal clients, although | wondered if this might have
been related to the stress of having a loved one critically unwell in an unfamiliar
environment. At that stage, | did not have any skills in working with other cultures or skills
that would have facilitated an examination of my own position, influence and culture and
how that might impact on my health care interactions. | do not recall undertaking any
formal training within my nursing education or employment that provided me with any

skills to explore my practice for Aboriginal clients.

After becoming a registered midwife, | eventually settled into a permanent clinical midwife
position in a birth suite. I still work in that role. Similar to my nursing experiences | was
caring for women and families from rural and remote areas, which sparked my interest in
improving my clinical practice as a non-Aboriginal midwife. | was particularly interested
in the way | connected with the Aboriginal women and families, and the challenges |

experienced within those encounters.

I had completed the hospital cultural respect training, which made me consider how theory
translated into practice. The training was a one-off mandatory session or split into three
sessions. There were three core components: the history of South Australian legislation,
impacts of colonisation, and communication with Aboriginal clients. My initial goal was
to explore ways to make my care more acceptable to the women and families. | found at
that time 1 was looking for advice or even a checklist for care with Aboriginal families. In
doing further research, | came to consider the core concepts behind cultural safety and how
these demanded an approach that required me to reflect on my own attitudes, behaviours
and culture. Whilst exploring the research interest with my supervisors and Aboriginal

Cultural Consultant, | determined that I could explore cultural safety in midwifery practice



in the standard care system. In order to achieve this | needed to also explore the experiences

of the women.

1.4 A note of the use of ‘Aboriginal’ to represent both Aboriginal and

Torres Strait Islander peoples within my study
Within the body of this thesis, following consultation with the Aboriginal Cultural

Consultant working with me throughout my study, I have chosen to use the term Aboriginal
to be inclusive of all Aboriginal and Torres Strait Islander peoples. | acknowledge and
respect the autonomy and diversity within these communities. This is an acceptable practice
in South Australia (SA Health 2013). The women in the study have used a variety of
different terminologies when referring to themselves and to other Aboriginal and Torres

Strait Islander Australians.

1.5 Birth and Pregnancy Outcomes
The most recent statistics from the South Australian Pregnancy Outcome Unit have shown

that there were 717 Aboriginal women who gave birth, and there were 952 Aboriginal
babies born in South Australia in 2013 (Scheil et al. 2015). The Aboriginal women
experienced almost twice the rate of preterm birth and low birth weight births in 2013 when
compared with non-Aboriginal women (preterm birth rate of 18% compared to 9.5%, and
14.8% low birth weight compared to 6.9%) (Scheil et al. 2015). The perinatal mortality rate
for Aboriginal babies in 2013 was 15.1 per 1000 births compared to 8.8 for non-Aboriginal
babies (Scheil et al. 2015).

At the time of recruitment (2014 to 2015), there were more Aboriginal women giving birth
in the SHC system at the hospital where the study took place. In 2014, 69% (n=132), and
in 2015 75% (n=133) of Aboriginal women gave birth in the SHC system. The remaining

Aboriginal women gave birth within the continuity model of care.

Health disparity between groups is frequently attributed to socioeconomic factors
(Anderson 2004; Donoghue et al. 2013; Helman 2007). However, these are not the only
contributing factors, especially for Aboriginal peoples. Culture and cultural needs are also
important when considering access, uptake, and service delivery to Aboriginal women and

families within a westernised health system.



1.6 Cultural Care and Cultural Safety
Within my study I have used the definition of cultural safety by the Congress of Aboriginal

and Torres Strait Islander Nurses and Midwives (2013, pp.8-9); they have outlined the
essential components of cultural safety as:

. An understanding of one’s own culture.

. An acknowledgement of difference, and a requirement that caregivers are actively
mindful and respectful of difference(s).

. It is informed by the theory of power relations - any attempt to depoliticise cultural

safety is to miss the point.

. An appreciation of the historical context of colonisation, the practices of racism at
individual and institutional levels, and their impact on Aboriginal people’s lives

and wellbeing — both in the past and the present.

. Its presence or absence is determined by the experience of the recipient of care — it

is not defined by the caregiver.

Within my research, | wanted to explore how midwives understood culture and how they
provided care that they felt was culturally appropriate. This was labelled as ‘cultural care’,
or ‘care that incorporated Aboriginal women’s cultural needs’. The midwives’
understandings of culture are explored in chapter six. The women in the study were asked
about their principles and values and/or ways and ceremonies, and how they interpreted
their own Aboriginal cultures, and the ways they identified as Aboriginal women. This

included their needs as Aboriginal women around birth and is presented in chapter five.

1.7 Research Aims
The overall aim of my study was to develop a deeper understanding of culture and how

midwives provided care that incorporated Aboriginal women’s cultural needs around birth.
I also aimed to explore the lived experiences of Aboriginal women who chose, or who were
required to give birth in the standard hospital care system (SHC). | wanted to gain an insight
into their cultural needs, and how those needs were responded to during the birth of their

babies.



1.8 Research questions
My research project aimed to answer the following questions:

1. What are the cultural expectations of Aboriginal women when accessing midwifery
care in the SHC system during birth in a tertiary public maternity hospital in South
Australia?

2. How do midwives provide care that they believe is culturally safe to birthing
Aboriginal women in the SHC system at a tertiary public maternity hospital in
South Australia?

3. What are the similarities and differences with the women’s and midwives’

experiences?

1.9 Summary of gaps in the literature
Nursing scholars have long identified the importance of being responsive to Aboriginal

cultures in health care delivery (Best 2014; Ramsamy 2014; Sherwood & Edwards 2006).
Research studies have shown the importance of culturally responsive services operating
within diverse areas such as cancer services (Simpson et al. 2011; Thompson et al. 2011),
cardiac services (Daws et al. 2014; Taylor et al. 2009), and mental health (Dingwall et al.
2015; Hepworth et al. 2015; Vicary & Bishop 2005).

There are many studies that investigate cultural safety in health care and its importance for
Aboriginal peoples accessing health services (Bond & Brough 2007; Downing & Kowal
2011b; Freeman et al. 2014; Liaw et al. 2011). There is also research and discussion that
investigates continuity, or targeted programs and culturally safe service delivery both in
nursing and in midwifery (Gibbs 2005; Kildea et al. 2012; Parker, McKinnon & Kruske
2014; Phiri, Dietsch & Bonner 2010; Thackrah, Thompson & Durey 2015). It is clear
within the health literature that programs that are developed to operate in a culturally
sensitive manner are able to meet Aboriginal client’s needs better than standard care

services.

Midwifery research that specifically investigates Australian Aboriginal cultures and how
care is experienced at birth is limited. There has been some work in midwifery that has
explored the ways midwives understand culture and the subsequent impact on their practice

(Williamson 2008). Investigations into antenatal care experiences have found that women



who access culturally tailored antenatal care programs in South Australia have more
positive experiences, which could translate to improved outcomes for Aboriginal women
(Brown et al. 2015). My study specifically investigated the lived experiences of birth
outside of a continuity model and examined both the experiences of the women and the
midwives. Whilst Aboriginal peoples should be offered health services that are designed,
delivered, and evaluated by Aboriginal peoples, many are still not receiving care within

continuity models or Aboriginal community controlled health services.

Culturally safe care can only be determined by the person accessing care; so the
experiences of the women in my study are vital. My research approach has allowed for an
exploration of contemporary midwifery practice, and the attitudes and behaviours of the
midwives towards Aboriginal cultures and cultural safety in their practice in standard care.
My study has also investigated how a small group of Aboriginal women are experiencing
their midwifery care at a South Australian maternity teaching hospital. I have been able to
develop insights into what was important to this group of women, how their cultures

impacted on their experiences of birth, and their expectations for their midwifery care.

1.10 Research design and data collection
A qualitative research design was developed in order to meet the research aims and to

explore the lived experiences of both the women accessing care and the midwives
providing care in the SHC system. Heidegger’s interpretative phenomenology was chosen
as the philosophical foundation for my work due to its focus on lived experiences and the
telling of narrative stories. An interpretative phenomenological approach can provide
researchers with an opportunity to gain an in-depth, woman-centred understanding of a
phenomenon (Spencer, Greatrex-White & Fraser 2015). Hermeneutic phenomenology
aligns with a number of nursing research studies and offers potential to inform nursing
practice (Annells 1996; Cohen 2000; Converse 2012; de Chesnay 2015). Similarly,
midwifery research studies grounded in hermeneutic phenomenology can provide an
opportunity to explore the lived experiences of midwives and the women who access their
care. Phenomenological studies in midwifery offer a path to fully enter into, explore, and
understand the relationships between women and their midwives (Berg et al. 1996).



Following ethical approval from the hospital human research ethics committee (HREC),
university HREC and the Aboriginal Health Research Ethics Committee, recruitment
commenced for volunteer women and midwives. The women and midwives participated in
individual interviews, which were transcribed verbatim. | conducted the interviews with
the midwives, and the interviews with the women were conducted by two Aboriginal
interviewers who were engaged for this purpose. An Aboriginal Cultural Consultant also

agreed to assist with all aspects of the study design, delivery and evaluation.

The de-identified interview transcripts were analysed informed by van Manen’s (1990) six-
step approach for data analysis. Van Manen’s six-step method for hermeneutic
phenomenological enquiry was used to guide the data analysis because of its foundations
in Heidegger’s work, and strong focus on narratives and lived experiences. Separate
phenomenological interpretations were made from the women’s and midwives’ data. The
philosophical underpinnings used in my study, and the connection with the methods used

are explored in detail in chapters three and four.

1.11 Research setting
The research was conducted at a public maternity teaching hospital in South Australia.

Several models of maternity care for women were available within the hospital. These
included the SHC system, which involved attending a public clinic for antenatal care and
giving birth within the hospital’s birth suite with an unknown group of midwives and

medical team.

Other options included the hospital continuity program, which involved care with a group
of known midwives, and for Aboriginal women an AMIC worker. Aboriginal women from
metropolitan areas may have been offered this option after their booking visit at the hospital
where the study took place. Aboriginal women could also choose to have shared care with
their general practitioner or engage a private obstetrician and attend the hospital birth suite
for intrapartum care. Women who were transferred later in their pregnancies from rural and
remote areas due to medical complications were not offered a place within the continuity

program or the opportunity to engage with an AMIC worker.



Given the significant proportion of women choosing or being required to give birth in the
SHC system, | found it important to explore the provision of a culturally responsive service

for these women.

1.12 Structure of the thesis
I have written this thesis in monograph format. There are eight chapters and | will briefly

outline the structure of my thesis in this section. The appendices and reference list are
included at the end of my thesis. Two publications based on my research were submitted
and accepted by Women and Birth (a peer reviewed journal) and are co-authored by my
research supervisors. | have included them in the appendices (appendix nineteen and
twenty). Quotes that support both the women’s and the midwives’ themes are presented in
chapters five and six. The participants used Australian slang within their interviews and

this has been left as it was said to not detract from the meaning that was implied.

o Chapter two - Literature review
Chapter two provides a comprehensive and critical review of the literature relating
to culture and culturally appropriate midwifery care for Aboriginal women.
Cultural safety and racism is explored and the deficits in the available research are
identified, which support the development of this research study.

o Chapter three - Philosophical foundations
Chapter three identifies the philosophical foundations of my study and how they
inform the methods used within this project. Heidegger’s and van Manen’s work
are discussed and connected with the research aims and questions of my project.

o Chapter four - Methods
Within chapter four | outlined the methods used within my study. Sampling,
recruitment, interviewing, data management, ethical implications, and van
Manen’s (1990) six step data analysis technique are outlined. Reflexivity in the

research process is discussed and rigour is explored.

o Chapter five - Phenomenological interpretation for the women
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Chapter five presents the phenomenological interpretations made from the
Aboriginal women’s data. The six main themes and sub-themes are presented and
verbatim quotes from the interviews are provided to support the themes and
subthemes.

Chapter six - Phenomenological interpretation for the midwives
Chapter six presents the phenomenological interpretation that was developed out of
the midwives’ data. The six main themes and subthemes are presented with

verbatim quotes from the midwives’ interviews that support the themes.

Chapter seven - Discussion

Within chapter seven I provide a detailed discussion surrounding the women’s and
midwives’ data. The similarities and differences in the ways culture is understood
and considered when accessing or providing care in the SHC system is explored.
The similarities and differences in the midwives’ and women’s experiences are also

investigated and critically analysed.

Chapter eight - Conclusions and recommendations

Within chapter eight | explore how the research study has met the research aims
and research questions. | also make recommendations for practice at the hospital
where the study took place. | explore the strengths and limitations of the study and
conduct an evaluation of the thesis guided by Walsh and Downe’s (2006) eight

criteria for the evaluation of qualitative studies.

1.13 Summary
In this chapter | have provided the background and significance of my study, shared the

development of my interest in this work, identified the research aims and research

questions, and outlined the research design and setting. The core concepts of cultural care

and cultural safety are provided. A summary of the gap in the literature is provided, and

the structure of this thesis outlined. In the next chapter, 1 will explore the literature

surrounding culture and culturally appropriate midwifery care for Aboriginal women in

11



order to give context to and support for the research aims and questions that guided my

study.
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Chapter 2 | Literature Review

“We know we cannot live in the past but the past lives in us.” Charles Perkins, Aboriginal
Activist (cited in Read 1984, p. 3)

2.1 Introduction
Midwives are required, as part of their national competencies, to provide culturally safe

care to Aboriginal women. What does cultural safety mean? How do the Aboriginal women
who access birthing services outside of the culturally tailored programs experience their
midwifery care? In this chapter | will explore the literature surrounding culture and cultural
safety as it applies to providing midwifery care for Aboriginal women. | will argue that the
significance of birth as a transformative event in a woman’s life requires an examination
of Aboriginal women’s birthing needs and experiences. Existing literature will be explored
and the confusion around the interpretations of the meaning of culture and the nomenclature

relating to cultural training will be outlined and explored.

2.2 Search Strategy
The literature review was conducted using a wide range of sources as outlined in Table 1.

Table 1 - Database and online sources searched

Databases

CINAHL RURAL —rural and remote Joanna Briggs Institute
health database

Google Scholar Indigenous Australia Medline Plus

Informit ATSI health Aboriginal and OVID nursing database

Torres Strait Islander health
Informit Indigenous databases

bibliography

PubMed iPortal: Indigenous studies Wiley online library
portal

UNISA research archive ProQuest TROVE

Health sciences a SAGE full text collection Health Collection

Online Sources

Australian Indigenous Health Bulletin The Lowitja Institute. The Aboriginal health
http://www.lowitja.org.au/ Council of South
Australia.
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http://www.lowitja.org.au/

http://healthbulletin.org.au/ http://www.ahcsa.org.

au/
The Australian Institute of Health and Australian Indigenous SA Health.
Welfare. HealthinfoNet.
http://www.aihw.gov.au/indigenous- http://www.healthinfonet.e http://www.sahealth.sa
australians/ cu.edu.au/ -gov.au/

The South Australian Pregnancy Outcome  The Congress of Aboriginal
Unit. and Torres Strait Islander

Nurses and Midwives.
http://www.health.sa.gov/pehs/pregnanc

youtcome.html http://catsinam.org.au/

The data bases, as outlined in Table 1, were searched using various combinations of the
key words as listed in Table 2. For example, midwife* (midwifery, midwives or midwife)
was searched with a truncation symbol and connector words (AND, OR) and another key
search term e.g. culture* (cultural, culture). This began at the beginning of my candidature
and continued throughout my candidature until submission. Various web sources were also
checked regularly during my candidature (last searched February 2016) for the latest
information, links and research summaries as outlined in Table 1. Many of the web pages
of the Aboriginal organisations e.g. http://www.lowitja.org.au/published-research, provide

regular updates and summaries of research relating to Aboriginal health. 1 would then go
to the original source to review the literature. Alerts were created which enabled all relevant

source information to be explored throughout my candidature.

Although I started the study with a literature review, this mainly explored the concepts
around culture, cultural care and how midwives learnt about them. It also explored
Aboriginal women’s experiences accessing standard care. As the interviewing and analysis
stages progressed, issues of interest or relevance were identified. This would subsequently
focus my interest and the literature in those areas would be explored. For example, as
racism became apparent in the midwives’ interviews, it directed a level of enquiry to

explore other work relating to this.
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Table 2 - Key words for literature searches

Aboriginal* Aboriginal Aboriginal AND Racism*
cultural* health
awareness training
Indigenous* Aboriginal AND Aboriginal AND/ Racism AND/OR
cultural* safety OR birth* health
Torres Strait Islander Cultural* safety Aboriginal Difference
AND/OR maternal  blindness

Aboriginal AND women*

Aboriginal AND culture*

Aboriginal AND/OR
health AND/OR
Culture*

Cultural* safety

Cultural*

competency

Cultural* care/
AND/OR midwife
AND/OR
Aboriginal

Culture*

Equitable* access
OR health care
outcome

health

Phenomenology*

Phenomenology
AND Heidegger*

Phenomenology
AND hermeneutic

Phenomenology*
AND/OR
midwifery*

White privilege

Culture* AND
midwife*

Cultural*
awareness

Cultural* safety
AND/OR birth
AND/OR
Aboriginal*

Searching of all the databases originally occurred with a ten-year publication restriction
but was expanded to include all time periods due to the dearth of literature relating to the
topic. Government websites and SA Health web sites were also explored to gain access to

various policies, frameworks and procedures relating to Aboriginal health in South

Australia.

2.3 Historical background
Aboriginal Australians have a long history and it is thought that they have populated

Australia for as much as 100,000 years (Hampton & Toombs 2013b) and beyond into the

Dreaming. When the British colonised the Australian continent in 1788, the common
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perception was that the Aboriginal population was a single race, although at that time there
were approximately 200 Aboriginal language groups and many more dialects (Hampton &
Toombs 2013b). Estimates of the population at that time was approximately between
300,000 and 1,000,000, and the South Australian Aboriginal groups were estimated to be
approximately fifty (South Australian Centre for Rural & Remote Health, Spencer Gulf
Rural Health School & Adelaide University Rural Clinical School 2001). At colonisation,
Aboriginal cultural groups were ‘numerous, diverse and dynamic’ (Hampton & Toombs
2013b, p.17). Australian Aboriginal cultural identity was:

...based on language, belief systems, social kinship structure, social behaviours, and links

to land. Discrete bands linked with other bands, connected by marriage, language, and

country, into broader social structures inextricably connected to country by Dreamings
which defined their belief systems (Hampton & Toombs 2013b, p.17).

Following colonisation and continuing to the present day there were many government
policies that have contributed negatively to Aboriginal experiences within their
communities and with their land (Taylor & Guerin 2010). These included policies of
segregation, assimilation, integration, and the forced removal of children from 1910-1970
(Taylor & Guerin 2010). Taylor and Guerin (2010) have said that past welfare policies still
influence access to mainstream health services today due to the strong history of oral
storytelling within Aboriginal communities. The past has had a major influence on the way
Aboriginal peoples now view and interact with health services, and trust is a major barrier
to effective interactions. Culturally unsafe encounters that arise from the provision of
culturally inappropriate care can have a negative impact and influence the subsequent
health care access for an Aboriginal person throughout their life (Blackman 2011).

2.4 What is culture?
Culture is challenging to define, and a number of theorists have provided their definitions.

In the Oxford Dictionary (2000) culture is described as a combination of ideas, customs,
and social behaviours that shape a people or society. Welsh academic, theorist and critic
Williams (1976, p.87) has described culture as one of most complicated words in the
English language. Culture is complex, and is expressed in ways that can regulate life
through customs, etiquette, taboos, or rituals (Tseng & Streltzer 2008). Culture also

manifests itself in the activities of daily life and is reflected in cultural products such as
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sayings, legends, drama, art, philosophical thought, religion, and political and legal systems
(Tseng & Streltzer 2008). Culture is not static (Bishop 2004; Eckermann et al. 2010;
Fredericks 2003), and is a concept that is frequently misused and misunderstood as it is
never homogenous. Indeed, it is strongly suggested that making generalisations about
people’s beliefs and behaviours should always be avoided as this could lead to cultural

misunderstandings, prejudices, and discrimination (Helman 2007).

Hampton and Toombs (2013b) have described culture as the learned patterns of thought,
action, understanding, and history through which a group of people engage and interact
with the world and with others. They have also described culture as a framework for a
person to develop an understanding of customary behaviours that are not obvious to
outsiders (Hampton & Toombs 2013b). Some scholars have attempted to define Australian
Aboriginal cultures, and Gee et al. (2014) have suggested that Aboriginal cultures consist
of collectively shared values, principles, practice, customs, and traditions. However,
caution is advised as culture is frequently merged with race, ethnicity, or even religion,
which fails to capture the diversity in a population (Fung et al. 2012; Thackrah &
Thompson 2013a). Other scholars have highlighted how Aboriginal cultures are frequently
defined by non-Aboriginal people and almost entirely refer to iconic representations of
classical symbols and ceremonies rather than contemporary or traditional customary

practices (Cowlishaw 2011).

Williamson and Harrison (2010) have contended that there are two approaches to culture
within the nursing and midwifery literature. The first is cognitive, whereby people are
grouped together according to their common features (language, beliefs, and traditions)
(Williamson & Harrison 2010). The second approach situates culture within a wider
framework where social position helps to explain health differences and includes the
impact of colonisation for Aboriginal peoples (Williamson & Harrison 2010). Bourque-
Bearskin (2011) has suggested that by adopting the second approach it forces the
consideration of how culture can be socially constructed from within an historical
perspective, which subsequently reflects the values and assumptions from that process.
This challenges health care workers to expand their understanding of culture beyond a more

simplistic view. Any approach to culture and practice for Aboriginal peoples that includes
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the history of colonisation is more meaningful than focusing on traditional beliefs and

values (Williamson & Harrison 2010).

Mick Gooda (2011), the Aboriginal Social Justice Commissioner, described Aboriginal
cultures at the James Martineau Memorial lecture held in Tasmania in the following way:
Any understanding of culture therefore, must recognise the diversity within our
communities. It is of fundamental importance that this point is grasped — that Aboriginal
and Torres Strait Islanders have the right to maintain a cultural identity whilst also
participating in the mainstream. The two are not mutually exclusive. We call it walking in
two worlds, yet our capacity to do this often eludes the understanding of the wider
population. Similarly, the point is not always understood that Aboriginal and Torres Strait

Islander ties to community, culture and country are not something an individual can opt to
set aside, but are intrinsic elements of their humanity.

Historically, Aboriginal peoples have participated in an ongoing struggle for equality and
Aboriginal peoples have retained their cultures which have strengthened in recent times
(Dudgeon et al. 2014). They share a continuing legacy of strength, resilience, and
determination (National Aboriginal and Torres Strait Islander Health Plan 2013-2023
2013). Various understandings and educational frameworks have evolved to facilitate
Aboriginal people’s connection to their cultures so that health workers can engage better
with Aboriginal peoples. It is important for health workers to explore the way these
understandings and frameworks might influence their practice and how they can be used to
positively support their engagement with Aboriginal peoples accessing health care.

2.5 Cultural understandings
Scholars have referred to different paradigms when discussing cross-cultural education and

understandings. They include (but are not limited to) cultural respect, cultural awareness,
cultural safety, cultural competence, cultural competency, and cultural security. These
concepts are frequently used interchangeably and understood in slightly different ways
within the literature. Taylor and Guerin (2010) have described cultural awareness and
cultural respect training as highlighting the issues surrounding Aboriginal people’s history,
the effects of colonisation on health outcomes, and the diversity of Aboriginal peoples.
Their research also determined that there may not be any influence on the subsequent care
delivery as the approach did not require the health care providers to make any changes to
their practice (Taylor & Guerin 2010).

18



Downing, Kowal, and Paradies (2011) have criticised cultural awareness models because
they have a limited conceptualisation of culture and identity and have focused on teaching
‘other cultures’ at the expense of an examination of the culture of the health professionals.
They also found that cultural awareness models contributed to the essentialism of
Aboriginal cultures, or in other words, the idea that Aboriginal culture(s) could be
described, taught, and understood (Downing & Kowal 2011a). Fredericks (2003) found
that cultural awareness training could raise awareness and improve communication
between health care providers and Aboriginal peoples. However, she conceded that it could
have little or no impact on some participants and that it could never produce organisational
structural change (Fredericks 2003). In contrast, Downing and Kowal (2011a) later found
that a shift towards a cultural safety model could provide the opportunity to explore the
power differentials between Aboriginal and non-Aboriginal peoples and therefore advance

cultural training for health workers.

The concept of cultural safety was initially developed by nurse and scholar Irihapeti
Ramsden in New Zealand (Pairman & McAra-Couper 2015). This was in response to the
poor health status of the Maori Indigenous people and the negative influence of
colonisation on Indigenous health (Durey et al. 2011; Eckermann et al. 2010; Fredericks
2003; Koptie 2009). Coffin (2007) described cultural safety in the context of health care as
working with individuals or families and comprising of small actions and gestures that were
usually not defined in policy and procedures within the organisation. Other scholars have
described cultural safety as the pinnacle of good practice (Eckermann et al. 2010; Kruske,
Kildea & Barclay 2006; Phiri, Dietsch & Bonner 2010; Taylor & Guerin 2010), and
something that should be aspired to by all health care workers. Cultural safety has the
potential to promote a more critical discourse on culture and health inequality that

incorporates historical, political, and socioeconomic factors (Gerlach 2012).

Williamson and Harrison (2010) have argued that a cultural safety model has the potential
to help health professionals meet the cultural needs of women from culturally and
linguistically diverse (CALD) backgrounds, but have acknowledged that health
professionals are unclear as to what cultural safety actually means. It is argued that cultural

safety is not something that the practitioner, system, organisation, or program can claim to
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provide but is something that must be experienced by the people who access health care
(Walker, Schultz & Sonn 2014).

Midwives who adopt a cultural safety model of practice can help women feel physically,
spiritually, socially, and emotionally safe when accessing maternity care (Kruske, Kildea
& Barclay 2006). Nurses (and midwives) who do not learn and explore cultural safety may
have only their own stereotypes and misleading myths to guide their attitudes towards
Aboriginal Australians (Best 2014). The provision of culturally safe maternity care is an
element of midwifery competency and will be discussed further in section 2.10. The
Congress of Aboriginal and Torres Strait Islander Nurses’ and Midwives’ (2013) definition
includes the practitioner requiring an understanding of their own culture, acknowledgment

of difference, is inclusive of power relations, and is the experience of the recipient of care.

Cultural competence is another term used throughout the literature. However, again there
is no clear consensus regarding the definition (Brach & Fraser 2000; Stewart 2006). Stewart
(2006) argued that the difference between cultural competence and cultural competency
training was that the latter was a much narrower term that labelled specific skills that were
observable and assessable. Conversely, she described cultural competence as comprising
of action, accountability, and reciprocity between a health service provider and a consumer
(Stewart 2006). Westwood and Westwood (2010) also used the term cultural competence,
but included in that definition not just the individual responses in attitudes and behaviours
but the health system as a whole; this has illustrated the merging of the terms competence
and competency and the lack of consensus in the literature. Walker, Schultz and Sonn
(2014) have described cultural competence as a dynamic-in-interaction that demands
critical reflection/reflexivity by interrogating and integrating Aboriginal and Western
knowledge systems and critically reflective practice at the cultural interface. They have
also described the essential elements of cultural competence as inclusive of knowledge,
values, skills, and attributes (Walker, Schultz & Sonn 2014).

Research conducted by Downing and Kowal (2011b) consisted of interviews with six
nurses in a Northern Territory hospital into how they perceived Aboriginal cultural training
and the impact on their professional practice, using a semi-structured interview technique.

Thematic analysis revealed that the nurses felt their workplaces were culturally unsafe for
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their patients and three of the six participants identified overt and covert racism within their
institutions (Downing & Kowal 2011b). The findings from a small participant group cannot
be generalised to reflect all cultural training programs for all health workers but can make
a contribution to the discussion surrounding cultural education programs for health care
workers (Downing & Kowal 2011b).

Chun (2010) has argued that a major weakness of cultural training of medical professionals
is the lack of a standardised and validated method to measure its impact. She explained that
being culturally competent can be viewed as ‘unscientific’ because of the lack of
standardised definitions and methodology for the curriculum, and because there is minimal
evidence of the efficacy of the training (Chun 2010). This is important because there is
minimal research to suggest that there is a positive relationship between cultural training
for health workers and improved outcomes for the patients (Clifford et al. 2015; Lie et al.
2011). More research needs to be carried out using validated indicators to measure what
works in the development of culturally competent health services for Aboriginal peoples
(Bainbridge et al. 2015).

Other researchers have stated that the problem lies with the lack of measurement in cultural
competency training coupled with the view that ‘culture’ is a ‘confounding variable that
white practitioners must deal with’ (Kumas-Tan et al. 2007, p.555). Sherwood (2010)
argued that health care systems and providers are blaming Aboriginal peoples for their
health status by the very nature of the Westernised systems of care that do not contextualise

Aboriginal peoples’ past history or provide culturally safe care.

Coronado (2013) has identified evaluation of the training as problematic because multi-
dimensional constructs are involved. Not only does evaluation need to consider trainee,
trainer, and organisational characteristics but outcome variables such as reduced health
disparity must also be considered (Coronado 2013). A recent systematic review of
interventions designed to improve cultural competency found a lack of evidence from
rigorous evaluations on the efficacy of interventions designed to improve cultural
competency for Aboriginal peoples (Clifford et al. 2015). The systematic review explored
17 electronic databases and 13 websites from 2002-2013 and identified 16 published

evaluations of interventions designed to improve the cultural competency of health care for

21



Aboriginal peoples (Clifford et al. 2015). Of the evaluations, 11 were for the Aboriginal
peoples of America and five for Aboriginal Australians (Clifford et al. 2015). The
researchers determined that future evaluations should use more rigorous study designs and
measure outcomes relating to the health of Aboriginal peoples (Clifford et al. 2015). Grant,
Parry, and Guerin (2013) have suggested that when writing policies in health care it would
be useful to actually define the cultural competency terminology within the policy. This
would be a beneficial suggestion in order to remove some of the confusion surrounding the

nomenclature.

A research study that explored health care providers and Aboriginal renal patients’
experiences whilst undergoing haemodialysis found that health care providers (HCPS)
needed improvements in their cultural training uptake (Rix et al. 2013). The study involved
interviews with 18 Aboriginal patients and 29 HCPs from a rural setting in Australia. The
research findings from interviews with both groups called for the development of better
relationships with Aboriginal peoples through targeted education within the health care unit
itself, and offering sustained relationships with Aboriginal peoples and continuing
opportunities to learn (Rix et al. 2013). Although this study was not orientated towards
women and birth it does offer some insight into potential opportunities to improve the

cultural education for the staff and, in turn, the Aboriginal peoples who access their care.

There is an abundance of literature relating to teaching and learning of cultural skills for
health workers both nationally and internationally. The different terms used are frequently
used interchangeably, but they are useful when understanding the broader issues that
impact on health. Cultural safety, competence, competency, responsiveness, and security
usually refer to a more advanced understanding of the social, historical, and political factors
that impact on health care. Whether or not they are making a difference to the experiences
of Aboriginal Australians can only be answered by exploring the experiences of health care
providers and, more importantly, the experiences of the Aboriginal peoples accessing
health care.

2.6 Culture and health
Similar to the challenges surrounding the approaches to defining culture and cultural

competence, when one seeks to link culture to health, researchers express differing views.
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As such it is important that these are explored as the notion of culture and health for
Aboriginal Australians is central to this study. Aboriginal peoples’ experiences of
dispossession, interruption of culture, and intergenerational trauma have significantly
impacted on the health and wellbeing of Aboriginal peoples (National Aboriginal and
Torres Strait Islander Health Plan 2013-2023 2013). Houston (2009, p.102) argued that the
‘right to culture’ for Aboriginal peoples must be inclusive of efforts to safeguard against
the erosion of Aboriginal cultural patterns and expectations by institutions and services of
the dominant society. How Aboriginal peoples view wellness and illness are in part based
on cultural beliefs and values (Houston 2009). Houston (2006, p.209) has explained that
equity in health care for Aboriginal peoples must be framed with Aboriginal values,
contending that:

Australia has always juxtaposed its objectives for Aboriginal people in terms wrapped in

sameness with non-Aboriginal Australians — same education, same housing, same health,

same jobs, same values, etc. But Aboriginal people have always framed our future in terms

of difference — Aboriginal culture, Aboriginal values, Aboriginal spirit, Aboriginal
community control, and Aboriginal self-determination.

Integrating Aboriginal cultural knowledge into health care delivery can contribute to
improvements in health service acceptability (Aspin et al. 2012). Some studies have
attempted to explore medical professionals’ views on culture and health. Rasmussen (2001)
reported on focus group findings (seven focus groups with 25 to 30 students per session)
with fifth year medical students, and suggested that it was common for the students to hold
a binary oppositional view of Aboriginal culture(s), which was defined through and against
a western culture. The students saw these cultures pitched against each other, viewing the
Aboriginal culture(s) as the ‘primitive’ culture(s) that was separate from the contemporary
status. Rasmussen (2001) also described how the students viewed Aboriginal populations
living in urban areas as ‘cultureless’ and therefore being no different from anyone else, as
opposed to the Aboriginal populations from rural and remote areas who were ‘real’ but

located in the past.

Health professionals’ assumptions about how an Aboriginal woman might interpret her

own ‘culture” have contributed to raising barriers to the future access of health care to that

woman (Dunbar & Ford 2011). Dunbar and Ford (2011, p.30) have called for maternity

23



care providers to acknowledge the ‘dynamic and evolutionary’ nature of culture which will

assist the health care provider to develop the capacity to engage with Aboriginal women.

Given the findings of the above studies it is evident that health institutions and health
workers must be able to respect and respond to Aboriginal principles and values whilst still
understanding the extreme effects of colonisation and its continuing legacy on the health,
wellbeing, identity, and culture of Aboriginal peoples (Liaw et al. 2011). A further study
consisted of interviews with 12 key informants, eight of whom were Aboriginal health care
workers or Aboriginal patients and four were non-Aboriginal health care workers. The
interviews formed part of an ethnographic qualitative research study in Queensland aiming
to identify cultural barriers to health care for Aboriginal peoples (McBain-Rigg & Veitch
2011).

The researchers found that the cultural barriers were experienced differently by Aboriginal
patients and health practitioners (McBain-Rigg & Veitch 2011). For the Aboriginal patients
the focus was on interpersonal relationships between themselves and the health care
providers, and the creation of comfortable physical environments was seen as a token
gesture if it was not coupled with trusting interpersonal relationships (McBain-Rigg &
Veitch 2011). The study also discovered that the Aboriginal patients talked about issues
tied to people and relationships compared to the health workers, who seemed to identify a
more simplistic view with issues such as things people should and should not do when
working with Aboriginal patients (McBain-Rigg & Veitch 2011). ‘Difference blindness’
was identified as an issue with some of the health practitioners being unable to
acknowledge that Aboriginal peoples had needs that were specific to their cultural
background and historical contact with the Westernised medical model of health care
(McBain-Rigg & Veitch 2011).

Achieving cultural safety within health care has the potential to boost positive health
outcomes through acceptance of Aboriginal peoples for their differences from mainstream
Australians (van den Berg 2010). Cultural safety demands attitudinal changes from health
staff; this has the potential to alter the negativity associated with Aboriginal peoples and to

recognise their value to Australia’s past, present, and future (van den Berg 2010).
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It is also important to consider the professional subcultures that exist within the medical
and midwifery professions, and how these subcultures also form significance when
examining culture in health care. Helman (2007) notes that members of health professions
have experienced a process of ‘enculturation’ over their careers that can contribute
negatively to communication and relationships formed with people who access their care.
He said that health care professionals slowly acquire the culture of their profession which
leads to them developing a different perspective on life from those outside the profession
(Helman 2007). The subculture that develops shares concepts and, values, and has its own

distinctive features (Helman 2007).

Denial of white privilege is also an issue when considering health care and access for
Aboriginal Australians, with Dunn and Nelson’s (2011) research illustrating that there is a
lack of acknowledgment of cultural privilege amongst many Anglo-Australians. Their
research looked at the data from the Challenging Racism Project in 2001-2008, with over
12,000 telephone surveys from all states and territories in Australia (Dunn & Nelson 2011).
Anglo-Australian people perceived that whilst racism existed they were unable to see
themselves attached to the privilege that flows from the racism (Dunn & Nelson 2011).
This is also relevant for maternity care, and for further understanding to be forged it is
important to consider the significance of birth and previous experiences of Aboriginal

women accessing Westernised health services.

A study, which was part of a larger action research project funded by the South Australian
Department of Health, explored 26 health care workers from public South Australian
hospitals and their perceptions regarding the implementation of cultural respect policy and
attention to health equity for Aboriginal patients from rural and remote areas (Dwyer,
Willis & Kelly 2014). Staff that had experience caring for Aboriginal country clients were
approached and participated in interviews either individually or in pairs. Open ended
questions were used and participants were asked about the provision of care and to identify
barriers and their underlying causes, and strategies to address them (Dwyer, Willis & Kelly
2014). The researchers found a systemic misinterpretation of the principle of equal
treatment, which acts as a barrier to the development of culturally competent organisations
and institutions (Dwyer, Willis & Kelly 2014).
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Aboriginal community controlled health services are operating across Australia in many
areas. They can be a more acceptable model of care for many Aboriginal peoples (Khoury
2015; Ward, Fredericks & Best 2014). The health services are developed, managed, and
controlled by the communities in which they serve (Ward, Fredericks & Best 2014). A
qualitative study in Brisbane that explored Aboriginal medical services and Aboriginal
community controlled services demonstrated improved health care seeking rates, improved
health education, and addressed mental health concerns whilst still operating in a culturally
appropriate way (Baba, Brolan & Hill 2014). The study involved focus group meetings
with clients of the health services. The participants spoke of fear of mainstream services
and the acceptability of services that met their cultural needs (Baba, Brolan & Hill 2014).
Although this was a small Brisbane based study, other published research has also
supported the acceptability of culturally appropriate health services to Aboriginal peoples
(Bertilone & McEvoy 2015; Brown et al. 2015; Homer et al. 2012; Josif et al. 2014; Khoury
2015; Stoneman et al. 2014).

2.7 Aboriginal birthing outcomes and policy interventions
Kingsley et al. (2013) suggested that by understanding the social and cultural determinants

of health, the health inequalities between Aboriginal peoples and non-Aboriginal peoples
could be reduced. As outlined in chapter one (section 1.5), South Australian Aboriginal
women have experienced almost twice the rate of preterm birth and low birth weight births
in 2013 when compared with non-Aboriginal women (Scheil et al. 2015). South Australian
Aboriginal women in 2013 also experienced higher rates of perinatal and infant mortality
when compared with non-Aboriginal women (15.1 compared with 8.8 per 1000 births).

Government policies and programs have been developed in order to target the health
disparity and achieve equity in health outcomes. These policies include the National Close
the Gap statement of intent (Indigenous Health Equality Summit 2008), which was signed
in 2008. The statement of intent was a commitment for the government to work together
with Aboriginal peoples, and was supported by non-Aboriginal peoples and organisations
to achieve equity in health outcomes by the year 2030. The statement of intent included a
commitment to the provision of appropriate health services to Aboriginal peoples. The

Australian Government also released the National Aboriginal and Torres Strait Islander
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Health Plan 2013-2023, which reflected the partnership between the government,
Aboriginal and Torres Strait Islander peoples, and their community organisations. The key
priorities within the health plan all centre around culture. Culture within a health context is
described as Aboriginal peoples having the right to live a healthy, safe, and empowered life
with a healthy, strong connection to culture and country (National Aboriginal and Torres
Strait Islander Health Plan 2013-2023 2013). Wellbeing for Aboriginal peoples
incorporates the broader issues of social justice, equity, and rights (National Aboriginal
and Torres Strait Islander Health Plan 2013-2023 2013) and this is also an important

consideration within the delivery and access to health services.

The Close the Gap strategy has been criticised by some scholars (Altman 2009; Azzopardi
& Gray 2010; Dockery 2010; McMurray 2011; Pholi, Black & Richards 2009; Saggers,
Walter & Gray 2011; Sansbury 2012). By reducing the health inequality to statistical
indicators of deficit, which are then rectified against government-set targets, power and
control over Aboriginal health is reinforced (Pholi, Black & Richards 2009). Altman (2009)
described the Close the Gap framework as one that measured the socioeconomic
disadvantage of a sub-population and that it was not in fact a new approach within
Australian political history. Pholi, Black, and Richards (2009) explained that by
constructing Aboriginal Australia within statistical disadvantage, the entire approach
created a dichotomy that aligned sickness with Aboriginal and health with whiteness, and
that the entire approach lacked critical reflection. Dockery (2010) described a tension
between maintenance of Aboriginal culture(s) and achievement of socioeconomic equity

as ‘self-determination’ versus ‘assimilation’.

South Australian Aboriginal man Tauto Sansbury (2012) has labelled the government’s
Close the Gap initiative as a failure and has called for Aboriginal peoples to lobby the
government and take control of their own health. Other academics have encouraged non-
Aboriginal people to consider more than the statistics themselves, and to consider where
the representations of Aboriginal Australia have been developed, or in other words, to
consider that the representations are delivered within a colonising context and are not from

Aboriginal peoples themselves (Anderson 2004; Saggers, Walter & Gray 2011).
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However, Goold (2010/2011) saw Close the Gap as not just as an important means to
improve the health statistics but as a framework that demanded active, sustained, and
inclusive professional thinking and deeds. Other scholars have seen the Close the Gap
campaign as an effective means to raise awareness of the health inequality and to also
highlight health as a human rights and social justice issue (Laycock et al. 2011). Eckerman
et al. (2010) advised caution because they felt that the Close the Gap measures must be
accompanied with inclusive decision-making processes that support community
development and capacity building. Eggington (2012) has described the key to achieving
health equity as culture, noting that there is a failure to acknowledge that culture is
paramount when considering access or barriers to health care for Aboriginal peoples. He
also said that when one is not comfortable in one’s own culture, there is a flow-on effect to
health, and he has described a day-in and day-out demeaning of Aboriginal culture as

leading to the demoralisation of Aboriginal peoples (Eggington 2012).

Much of the health disparity that is experienced by Aboriginal peoples occurs in areas that
are considered to be unquestioned rights by all other Australians (Behrendt 2001). A human
rights-based approach to policy is vital in order to address disadvantage in Aboriginal and
Torres Strait Islander communities (Aboriginal and Torres Strait Islander Social Justice

Commissioner 2015).

SA Health has also developed various plans and policies that ultimately have been
orientated towards achieving a narrowing or closing of the gap in Aboriginal health
outcomes. The South Australian Aboriginal Health Care Plan 2010-2016 (South Australian
Department of Health Statewide Service Strategy Division 2010) was designed to
specifically target Aboriginal health and wellbeing by achieving a culturally responsive
health care system and promoting the health and wellbeing of the Aboriginal population.
The health care plan makes frequent references to culturally safe services and culturally
responsive services, but lacks any clear definitions of how that translates into clinical
settings. The plan did direct that in order to build a culturally responsive health system,
clinicians would require cultural competency training (under the cultural respect
framework) and the development of a cultural security policy, protocols, and standards in

hospitals and health services (South Australian Department of Health Statewide Service
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Strategy Division 2010). Russell (2013) calls for an approach to Aboriginal health that is
grounded in three principles; shared decision making, addressing the social determinants

of health, and addressing the cultural barriers as defined by Aboriginal peoples.

2.8 Aboriginal women and birth
Birth is often described as a significant and transformative event in a woman’s life (Dunne,

Fraser & Gardner 2014; Jacinto & Buckey 2013; Larkin, Begley & Devane 2009;
Overgaard, Fenger-Grgn & Sandall 2012; Parratt 2002; Rice 2011; Sessions 2013).
Schneider (2012) described how health care professionals must be able to find a way to
help women discover the meanings and transformative qualities of childbirth by creating
space for women to explore their birthing context and how that interfaces with their own
beliefs. Everything that happens during the birth will affect the mother’s memory of the
birth of her baby (Eliasson, Kainz & von Post 2008). Providing women with experiences
that are respectful, considerate and focused on their individual needs has potential to make
the transformative experience a positive one. Notwithstanding this, whilst birth has the
potential to be a positive and empowering experience for women (Newman 2009; Parratt
2002; Sessions 2013), some mothers are subordinated and objectified by medical practices
(Newman 2009; Sessions 2013). Negative experiences can also contribute to post traumatic
stress syndrome, anxiety and depression (Overgaard, Fenger-Grgn & Sandall 2012), which

can lead to a number of negative impacts including reduced maternal infant bonding.

Crowther (2013) found that the location of birth can be a source of potential conflict
because the place can be exclusionary given its defined boundaries, rules, and systems,
which she described as placing birth within an inflexible technocracy. Newman’s (2009)
qualitative hermeneutic research into the maternity experiences of metropolitan South
Australian women (n=38, although not specifically Aboriginal) highlighted women’s
dissatisfaction with their intrapartum care delivered within the mainstream medical model.
The research involved in-depth interviews with participants and thematic data analysis
(Newman 2009). She found that the Westernised maternity care services did not meet the

needs of a significant number of maternity care consumers (Newman 2009).

Women who accessed care from the Aboriginal Family Birthing Program, both in regional

and metropolitan areas in South Australia, were more likely to rate their care favourably
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than those attending mainstream services (Brown et al. 2015). The institutional system of
maternity care, lack of opportunity for midwives to practice to the full role of midwifery,
and the domination of the medical model also act as a barrier for midwives practicing to
the full scope and role of midwifery in Australia (Homer et al. 2009).

With respect to birthing Aboriginal women, Bryant (2010) has called for midwives to
ensure that all Aboriginal women have their spiritual, cultural, and physical needs cared
for whilst giving birth. Given that Aboriginal women still experience a lack of
understanding within Westernised health services, it is of no surprise that programs which
have handed back birth and birthing to Aboriginal women have been so successful for
Aboriginal women. Women birthing within the South Australian system have the option of
accessing the Aboriginal Family Birthing Program (AFBP), where their care is provided
within a partnership continuity model with 