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Abstract

In Australia’s Northern Territory (NT) the repercussions of colonisation on Aboriginal peoples,
the oldest continuous cultures on earth, are evident in healthcare. Most people who access
NT hospitals are Aboriginal and most doctors are White. Many doctors struggle to
communicate effectively and respectfully with patients. Poor communication is a common
way patients experience racism and has resulted in patients dying. Miscommunication is also

a major stressor for doctors, who often feel unprepared to work in the NT.

Conducted on Larrakia country, this Participatory Action Research is based on qualitative data
from White and Aboriginal doctors, Aboriginal patients, and Aboriginal language interpreters
regarding culturally safe communication at Royal Darwin Hospital (RDH). Cultural safety aims
to dismantle the power imbalance present in clinical interactions; it places the onus for
change onto the health professionals who hold power. To be a culturally safe practitioner
doctors must develop their critical consciousness, which may be fostered by listening to
Aboriginal people’s stories outside power-laden clinical interactions. The concept of critical
consciousness and the power of stories to address racism links cultural safety with Freirean
pedagogy and Critical Race Theory. These three decolonising philosophies provide the

research framework.

Australian governments have committed to addressing racism in health care by endorsing
culturally safe care. However, a policy-practice gap exists. The purpose of this thesis is to
provide evidence regarding the challenges and opportunities to improve culturally safe

communication in the NT.

A baseline evaluation of more than 600 cultural awareness training feedback forms from NT
healthcare providers informed two interventions. The evaluation revealed that training was
considered an invaluable entry point and the personal stories shared by Aboriginal educators
was a highlight. Healthcare providers wanted more opportunities to improve their

communication skills and critically reflect on their own bias.

The first intervention aimed to improve culturally safe communication by embedding a Yolnu
Matha and Tiwi interpreter in an RDH medical team for 4 weeks. After having consistent

access to trusted interpreters, patients who had felt “stuck” became satisfied with care.



Aboriginal interpreters who previously felt unwelcome at RDH reported feeling valued as
skilled professionals. Doctors developed critical consciousness, which led to them adapting
work routines to better suit patient needs and ensure collaborative relationships with

interpreters.

The second intervention built on and extended the baseline cultural awareness training. |
created and evaluated a podcast: Ask the Specialist: Larrakia, Tiwi and Yolnu stories to inspire
better healthcare in which Aboriginal leaders answer doctors’ questions about working with
Aboriginal patients. After listening to the podcast, doctors changed their communication style
with patients and were better equipped to recognise system failures. This cultural education,
which addressed issues specific to the local context and delivered “counterstories” from

Aboriginal peoples, encouraged critical consciousness.

This thesis demonstrates that locally designed, clinically relevant interventions created
together with Aboriginal stakeholders and health services can support the development of
critically conscious doctors. When doctors become critically conscious, they change their
behaviour which leads to a more culturally safe health service. Scaling up findings from RDH,
to implementation across the NT health service, is the current focus of ongoing collaborative

research.
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Terminology

Throughout this thesis, | will use the term “Aboriginal” to refer collectively to the original
occupants and unceded owners of mainland Australia where this research was conducted. |
recognise the term Aboriginal only exists in relation to colonisation and does not capture the
diversity of cultures across the continent. [1] When writing about Aboriginal peoples, | will
use plural ‘s’ to indicate that Aboriginal peoples are culturally diverse and consist of distinct
nations. [2] When appropriate, the distinct nations to which individuals belong will be used,
for example, Larrakia, Tiwi, Yolnu and so on. The term Indigenous will be used to refer to First

Nations people of any colonised country globally.

Readers may notice that | have used two phrases to refer to people who do not identify as
Aboriginal. During the initial stages of my candidature, | used the phrase “non-Indigenous” as
a catch all phrase however as my understanding of Whiteness developed, | replaced “non-
Indigenous” with “White”. | chose to use the term White because it helps to “counter the
invisibility of race within the dominant population that is implicit in terms such as ‘non-
Indigenous’. [3 p.369] In this thesis White is capitalised in line with Whiteness studies which
emerged from the work of DuBois. It is also capitalised, not to indicate dominance, but to
show that this is a socially constructed racial category because the concept of race is generally
only attached to minorities. In Australia, White refers to a social category which describes
individuals who, knowingly or unknowingly, participate in a racialized society that positions
them as superior or White in comparison to Aboriginal peoples. [2, 4]. My use of the term
White follows Kowal’s work [4] who referred to non-Indigenous research participants as
“White” even though they may not identify as White nor do they have white skin. In using this

term in this manner, | acknowledge that colonialist Australia is culturally and ethnically
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INTRODUCTION

CHAPTER ONE

Introduction

This chapter introduces the topic under consideration by offering an overview of the
frequently vexed relationship between the culture of medicine and clear patient-provider
communication. Royal Darwin Hospital (RDH) in the Northern Territory (NT) of Australia is
introduced as the location of this intercultural research and | discuss some of the cultural
differences between most patients and healthcare providers. The concept of cultural safety,
its relationship to communication and the consequences of culturally unsafe communication
is outlined. This chapter also provides a review of the literature in relation to policies and
documents which pledge to address racism in healthcare. Finally, | provide the thesis aims
which includes an overview of how the research project developed and a synopsis of each

chapter and appendices.

The culture and consequences of ineffective communication in medicine

Time: 8am, Monday 8th of April 2019.

Location: Doctors meeting room, Level 7, renal ward, Royal Darwin Hospital,

Darwin, Australia

Field note: | am observing Doctor William, a renal consultant, who is participating
in my research. In this pre-ward round meeting there are doctors, nurses, allied
health professionals and medical students. It's a small room and the multi-
disciplinary team is so large some are sitting on the floor. Dr William invites me to

introduce myself to the group who have already started discussing patient plans. |




CHAPTER 1

explain I’'m a PhD student who is researching how doctors communicate with
Aboriginal patients at the hospital. Most people don’t react or even acknowledge
me. | expect it's because they have bigger concerns including the fact that the
hospital is at level 4 (capacity) which means the pressure is on to discharge
patients. But there was one reaction which stood out. In the room was an
occupational therapist; when | introduced myself to explain | was researching
doctors and communication, she laughed loudly. | became very familiar with that

reaction over the course of my PhD.

Doctors, especially hospital-based doctors, often struggle to communicate with their patients.
[1-7] Hospitals are high stress environments where a doctor’s ability to communicate
successfully is influenced by practical issues such as the noisy environment, lack of privacy,
workforce shortage, shrinking health budgets and, during COVID-19, face masks and personal
protection equipment. [6-12] Patient provider communication issues are such a common,
seemingly insurmountable, problem it's sometimes considered a laughing matter. This is not
to say that doctors want to be poor communicators. Many recognise their limitations and

strive to do better as will be documented and explored in this thesis.

Decades of research globally shows that effective communication between patients and
healthcare providers is vital to ensure the delivery of effective healthcare; it improves patient
health outcomes, consumer engagement and reduces staff burnout and increases staff
satisfaction. [1, 2, 9, 13-20] Poor patient-provider communication contributes to a distrust of
healthcare providers and services and to patients feeling disrespected, experiencing racism,

problems following health plans, poorer health outcomes and has led to death. [1, 21-29]
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Despite the evidence of its importance, effective patient-provider communication in medicine
can be undervalued as doctors are taught to prioritise the “voice of medicine” which focuses
on biomedical problems and places them in a position of power and control over the patient’s
“voice of the lifeworld”. [30, 31] During undergraduate training, doctors learn how to conduct
an interaction to solicit biomedical information which paradoxically reduces their ability to
communicate as a patient might expect: students “enter medical school with better
communication skills than when they leave”. [8 p.22] Commonly dismissed as a “soft skill”,
compared to conducting “hard” clinical medicine, initiatives to improve communication
including training and working with interpreters are not prioritised by individuals and the

systems in which they work. [2, 19, 32-39]

Australia’s NT, the location of this research, is one of the most culturally diverse places in the
world and home to the oldest continuous cultures on the planet; the Aboriginal peoples of
Australia. In the NT, intercultural communication issues compound the general
communication issues within medical culture. The ongoing impact of colonisation and related
social and cultural determinants of health contribute to poorer health outcomes for
Aboriginal peoples. Life expectancy of Aboriginal peoples from the remote NT is
approximately 14 years less than the non-Indigenous population. [40] Aboriginal peoples
cope with high burdens of chronic disease such as disproportionate prevalence of rheumatic
heart, cardiovascular, lung and end-stage kidney disease and psychological distress. [41]
Aboriginal peoples make up 25% of the NT population [42] however approximately 70% of

patients at Royal Darwin Hospital (RDH) identify as Aboriginal.® English is the language of the

I Throughout the thesis statistics relating to Aboriginal peoples in the NT and rates of hospitalisation vary
slightly. This is due to statistics being updated over the course of the research period. Statistics cited in this
chapter reflect the most recent statistics.
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health system [18] but RDH sounds different to other hospitals in Australia. At least 60% of
Aboriginal patients speak an Aboriginal language as their first language [43, 44] but only 17%

get access to an interpreter. [45]

Most RDH healthcare providers are non-Indigenous; many are from southern parts of
Australia or overseas. On arrival at RDH, new staff may experience culture shock as they may
be unprepared for the “vastly different medical and cultural environment of the Northern
Territory”. [17] NT healthcare providers working with high Aboriginal caseloads express a
range of emotions from anger to apathy and sadness to laughter when discussing the
communication difficulties they experience. Staff demographics align with national statistics
which indicate there are increasing numbers of overseas trained doctors working in Australia

(33%) and only a small proportion of Aboriginal and Torres Strait islander doctors (0.4%). [46]

Research has found that acute healthcare delivery is not culturally appropriate to Aboriginal
peoples and that culturally unsafe care is related to poor communication. [6, 7, 29, 47, 48]
Evidence spanning 40 years has shown that culturally unsafe care in Australia has resulted in
Aboriginal people’s death, absence of informed consent, high rates of self-discharge,
amputations without patient permission and patients experiencing racism in healthcare
which impacts both mental and physical health. [1, 6, 13, 23, 24, 49] Issues regarding culturally
unsafe care and poor communication are also experienced by Asian, Black, Latino, and
Indigenous peoples globally who are profiled by health systems built on White norms. [50-53]
These issues which stem from colonisation are recognised by the United Nations Declaration

on the Rights of Indigenous Peoples which affirms that:

....all doctrines, policies and practices based on or advocating superiority of

peoples or individuals on the basis of national origin or racial, religious, ethnic or
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cultural differences are racist, scientifically false, legally invalid, morally

condemnable and socially unjust, [54 p.2]

Various efforts to improve doctors’ communication skills have been implemented globally
[55-57] with the Calgary-Cambridge Guide for medical interviews having garnered most
traction. [9] The Guide has been adapted and used at both undergraduate and postgraduate
levels in the USA, Canada, Europe and to a limited degree in Australia. [58, 59] McKivett et al
argue the Calgary-Cambridge Model provides a foundation for improving the clinical
interview with Aboriginal peoples [22] whereas Williams et al [60] criticise the Guide which
was conceptualised and tested in Western health systems. They argue that intercultural
communication issues are “peripheral to the guide” [60 p.41] and therefore it may not be
appropriate for cultures which do not follow communication norms constructed in line with
Whiteness. [60] For example, some of the recommendations (eye contact and touch) are in
direct contrast to communication norms amongst Aboriginal peoples. [61-64] There is a need
to explore locally developed solutions to improve the communication skills and cultural

competency of doctors who work with high Aboriginal caseloads in northern Australia.

Health communication in Australia

This research builds on intercultural health communication work previously undertaken in the
NT [13, 14, 17, 63-67] who have documented barriers to effective health communication
across general practice to hospitals. Specifically, this project emerged from research
conducted at RDH by Professor Anna Ralph, [17] my primary supervisor who leads the
Communicate Study at Menzies School of Health Research. [68] Ralph et al [17] identified
three structural barriers to effective intercultural communication at RDH; lack of access to

hospital based Aboriginal language interpreters, insufficient cultural awareness training and
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the need to employ more Aboriginal health workers at the hospital. The first two barriers are
the focus of this thesis. The third barrier was beyond project scope. Whilst it is important to
employ more health professionals who identify as Aboriginal to “mitigate the effects of
continuing lack of cultural or self-awareness” [69 p.1] among some health professionals,
tackling race related inequities should not be the sole domain of those who experience
inequities. [70, 71] To allow White Australians to reassign to “Aboriginal people the work
White people need to do on themselves” [71 p.357] would only serve to perpetuate
“othering” and enlarge the disparities that already exist. Race relations involves everyone.

Inspired by Freire’s thinking, Came and DaSilva explain the collaboration required:

....the descendants of the colonizers and the descendants of the colonized have
different tasks to complete but that this should be done in dialogue with each

other.... [72 p.120]

Grey literature, including the numerous NT government documents and reports which
commit to improving health outcomes of Aboriginal peoples by ensuring healthcare providers
can deliver culturally safe care also influenced this project. [73-78] Of specific interest was the
description of how racism in healthcare manifests, as outlined in the NT Health Aboriginal

Cultural Security Framework 2016-2026:

The legacy of colonisation as well as racism and discrimination contribute to poor
health outcomes for Aboriginal people. These factors mean that Aboriginal people
are less likely to seek out health services when necessary. Negative stereotypes
and assumptions about Aboriginal people in Australian culture are also present in
our health services, and this can result in people feeling disrespected or not

receiving the best care possible. [79 p.8]
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Nationally the Australian government’s National Aboriginal and Torres Strait Islander Health
Plan 2013-2023 [80] also acknowledges racism in the health system is a major barrier to
clients accessing care and a statement of intent from the Australian Health Practitioner
Regulation Agency states that Aboriginal and Torres Strait Islander peoples should have
access to health services that are “culturally safe and free from racism”. [81] The national
accreditation body, the Australian Commission on Safety and Quality in Health Care has also
identified “Communicating for Safety” as one of the eight National Safety and Quality Health
Service Standards. [82] The Commission also states there is a need to create a culturally safe
workforce by providing ongoing development opportunities for staff to reflect on their own
attitudes and cultural beliefs, to consider power relations and the rights of the patient. [83]
Although the vision and policies exist there appears to be a lack of information about how to

practically achieve these expressed goals.

Cultural safety in Australia

The cultural safety framework was first articulated in 1989 at gathering of Maori nurses in
Aotearoa/New Zealand in response to poor Maori health outcomes and racism. [84, 85] Since
then, it has developed and been taught in New Zealand (NZ) universities and implemented in
NZ health services, with varying degrees of success. [18, 72] Although cultural safety, has been
gaining momentum in Australia in recent years, [82, 84, 86] the concept is still relatively new
here. This is apparent in conversations with healthcare providers and executives who use
terms such as cultural awareness and cultural safety interchangeably. However, each term
has its own goals and values which require an explanation. These three terms will be used

throughout this thesis:
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Cultural awareness: is about having an awareness of differences between individuals.

[18] Cultural awareness training in North America and Oceania commonly covers five
themes: interaction approaches (communication), belief systems, historical matters,
discrimination, and organisational issues. This foundational knowledge provides some
context to assist healthcare providers better understand inequities. However, the
training has been criticised for perpetuating an “us” versus “them” mentality, which
can reinforce negative stereotyping. [18, 87-89] The training tends to focus on
Aboriginal cultures with little consideration of the broader health service and issues
of relating to racism and power. [90] Cultural awareness training is like “going to a
museum but then you go home”. [18 p.12]

Cultural competence: considers how individuals and organisations are connected. It is

a set of “behaviors, attitudes, and policies that come together in a system, agency, or
amongst professionals and enables that system, agency, or those professionals to
work effectively in cross-cultural situations”. [91] The concept was developed in
recognition of the cultural and linguistic barriers experienced by patients from
immigrant populations and non-English speaking backgrounds when interacting with
White health systems. [92] As with cultural awareness, the ethnocentric foundations
of cultural competence have been criticised for reinforcing entrenched bias and failing
to acknowledge or address issues relating to power and racism. [27]

Cultural safety: is akin to anti-racism, it is “about the analysis of power and not the
customs and habits of anybody”. [84 p.181] To that end, cultural safety is relevant to
all exchanges between healthcare providers and patients because all interactions in
healthcare are power laden. [84] It is about examining prejudice and attitudes of the

healthcare providers and the hegemonic systems which have the capacity to
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subjugate Aboriginal peoples. By locating individual bias, the power imbalance can be
examined, attitudinal and behaviour changes can occur and a new equitable system
can be created. [18, 84, 93] Whilst cultural safety can only be determined by patients,
it is the responsibility of the healthcare provider to learn and change. [84] This

approach avoids problematising Aboriginal peoples.

Organisations such as the Royal Australian College of General Practitioners, the Royal
Australasian College of Surgeons and the Australian Indigenous Doctors Association offer one-
off online modules or face-to-face single-day cultural safety training to members. [94-96]
Despite this, workplace training in Australian health services is still limited. When this
research project began (2019), cultural safety training was not offered at RDH or any other
NT hospital. Instead, RDH healthcare providers were offered cultural awareness training
which was delivered either face to face (full-day or two-hour truncated session) or as an
online module. This is despite decades of research which asserts cultural awareness training
can have negative consequences. [18, 27, 90, 97, 98] It has been argued that cultural

awareness training:

....inevitably re-inscribes the power differentials between Indigenous and non-
Indigenous Australians, even as it attempts to address them....However, by
shifting the focus of training away from trying to teach ‘Indigenous culture’,
toward examining processes of power and identity, a cultural safety framework
presents a promising mechanism with which to advance Indigenous cultural

training as a tool for Indigenous health. [99 p.13]
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Some argue all forms of cultural education should be discontinued until there is evidence to
prove it is necessary. [98] Whilst the international evidence asserts that cultural awareness
training can have negative effects, we also note there is limited research in Australia to prove
the effectiveness or otherwise of cultural safety interventions. [100] We also know that many
NT healthcare providers recognize they have limited knowledge of Aboriginal cultures and are
looking for opportunities to learn. Importantly healthcare providers have said in that addition
to expanding their knowledge of Aboriginal cultures they also want to critically reflect on

individual biases and systemic issues that perpetuate inequitable healthcare delivery. [17, 34]

Cultural safety praxis from cannot be transplanted unmodified from Aotearoa to Australia
without considering historical differences, demography, politics and culture. [18, 101] Racism
manifests differently according to geographical contexts: [102, 103] it is as Elias et al
described as “everywhere different” [104 p.15] therefore to acknowledge and confront
racism in NT hospitals nuanced local interventions must be developed in collaboration with

Aboriginal peoples. [18, 105]

Thesis aims

The overarching goal of my thesis is to contribute to making healthcare institutions more
culturally safe, by upskilling doctors and changing models of care delivery within a tertiary
healthcare setting. This cohesive Participatory Action Research (PAR) project comprised a

baseline evaluation and two pilot interventions.

The specific aims of my PhD are to:

1. Examine interest in cultural awareness training and identify opportunities for

expansion

10
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2. Develop and explore the use of a podcast to deliver clinically relevant cultural
education
3. Explore the impact of a new model of working with Aboriginal language interpreters
at RDH on doctors, interpreters, and patients
4. Examine the power of “counterstories” to promote critical consciousness amongst
hospital-based doctors
The original study design involved two components: a baseline evaluation of cultural
awareness training feedback forms from NT healthcare providers (Aim 1) and the creation
and evaluation of a podcast to deliver clinically relevant cultural education (Aim 2). During
observational data collection to achieve Aim 2, a third aim was developed. While gathering
background information from RDH doctors during ward rounds, | observed the difficulties
doctors and patients experience when language discordance occurs. After observing those
interactions, doctors expressed frustration regarding limited access to Aboriginal language
interpreters and imagined the benefits of interpreters embedded in their multi-disciplinary
team (MDT). Discussions with the NT Aboriginal Interpreter Service (AlS), RDH and
researchers followed, and all agreed that interpreter availability at RDH was a significant

problem. The idea to include interpreters in the MDT was conceived and Aim 3 was created.

Hence two interventions (Aim 2 and 3) were piloted which both aimed to counter the
“negative stereotypes and assumptions about Aboriginal people”. [90] The mechanism to
counter stereotypes and assumptions was to provide doctors with opportunities to listen to
Aboriginal peoples’ stories outside of controlled clinical interactions, mainstream media
representations of Aboriginal peoples and colonial education systems, which portray
Aboriginal peoples as a problem and the White nation as superior. This was the key concept

underpinning my approach that is described in Aim 4. As Professors Derek Griffiths and

11
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Chandra Ford said during a 2022 presentation on interventions to mitigate, resist or undo
structural racism: statistics and “hard science” are limited, we need to soften hearts with

stories so that we can get to their heads. [106]

This premise that stories can counter negative stereotypes which manifest as racism and
impede the delivery of equitable was inspired by cultural safety, Critical Race Theory (CRT)
and Freirean pedagogy. [84, 93, 107-111] These three decolonising philosophies, which also
assert that changes at an individual level can result in institutional change, will be discussed

in detail in Chapter 2.

Why | chose to work with doctors is explained in detail in Chapter 2 however one of the
reasons was because Nicole Lewis (co-author on Chapter 3), who was employed to deliver
cultural awareness training at RDH, reported that doctors tend not to attend cultural
awareness training. She explained this was a major problem to be addressed because the
hierarchical nature of the hospital means that doctors were often looked to for leadership on

the wards, however many lacked even the most basic cultural awareness. [112]

Thesis structure

My thesis consists of four publications and five thesis only chapters. The four chapters which
are published journal articles retain each journal’s style, hence the variation in referencing

styles within the thesis. As appendices, | have included four related publications and 1

research related output. Chapters and appendices are introduced below.

Chapter 2: methodology and methods

Chapter 2 covers why and how this research was conducted by explaining my methodological
approach, the philosophical frameworks and methods used. Firstly, | explain my position as

a constructivist which leads to reflections on race, racism and Whiteness. Secondly, | provide

12
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a summary of the three philosophical frameworks (cultural safety, CRT and Freirean
pedagogy) which influenced this thesis and how the frameworks fit together. Finally, | provide

details on why PAR was chosen as the most suitable method and how it was implemented.

Chapter 3: “How can | do more?” Cultural awareness training for hospital-based

healthcare providers working with high Aboriginal caseload.

This chapter was the first paper published as part of my PhD. It provides evidence to justify
the two interventions. 596 feedback forms which were completed by cultural awareness
training participants between March and October 2018 were analysed. The aim was to assess
the perceptions of training to identify strengths and weaknesses and the potential for
expansion according to workforce needs. We found participants considered cultural
awareness training as a baseline: they want more cultural education focused on intercultural
communication, designed and delivered by local people, which is tailored to their professions.
A standout feature of this training was the personal stories shared by the Aboriginal trainers.
Their personal stories enhanced the curriculum and challenged negative stereotyping of
Aboriginal peoples. Importantly, participants recognised the need to explore the impact their
own worldviews have on health provision and, requested cultural safety training. We
concluded that cultural awareness training is an invaluable entry point. It is crucial workplace
training for healthcare providers creates opportunities to address bias and systemic racism

through critical self-reflection.

Chapter 4: From “stuck” to satisfied: Aboriginal people’s experience of culturally safe care

with interpreters in a Northern Territory hospital.

Chapter four documents the experiences of Yolnu and Tiwi patients at RDH when they have

consistent access to language interpreters. Yolnu and Tiwi perspectives on the impact of

13
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consistent access to language interpreters when hospitalised has not been previously

documented.

Research globally has found interpreters improve patient experience and outcomes but in the
NT interpreters in hospitals are underused by healthcare providers. This pilot tested the
impact of consistent access to interpreters from the patient perspective. The pilot also
provided an opportunity to document the diversity of Aboriginal languages spoken at RDH,
which had not been done before. We found that while English is the operational language of
RDH, it is not the language most spoken amongst renal patients. Almost 90% of patients in
the renal ward were Aboriginal and nearly 80% spoke one or more of the 15 languages
identified in the unit. The most spoken languages were Yolnu Matha and Tiwi. Patients
described feeling “stuck” and disempowered when forced to communicate in English. After
receiving access to trusted interpreters who shared their worldviews, patients reported
feeling “satisfied” with their care and empowered. Aboriginal language speaking patients who
feel culturally safe have better health trajectories which can result in less demand on health

services.

Chapter 5: The talking bit of medicine, that’s the most important bit”: Doctors and

Aboriginal interpreters collaborate to transform culturally competent hospital care

This chapter is companion paper to chapter 4. It explores the attitudinal and behavioural
changes that occurred amongst doctors and Aboriginal language interpreters when they
worked together as a team during the interpreter ward round pilot over 4 weeks in 2019.
Before the pilot, doctors and interpreters were uncomfortable working together. Frustrated
doctors unable to communicate effectively with Aboriginal language speaking patients

recognised they lacked knowledge of Aboriginal cultures and communication styles and
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criticised hospital systems that prioritized perceived efficiency over interpreter access. The
situation at RDH is common globally. Low uptake of interpreters in hospitals is attributed to
unavailability of interpreters, that interpreter-mediated communication in healthcare
deviates from accepted practice and clinical time constraints. The model piloted in which
Aboriginal language interpreters worked side by side with doctors addressed these issues.
During the pilot, doctors’ knowledge of Aboriginal cultures improved, and doctors adapted
their work routines including lengthening the duration of bed side consults beyond 10
minutes. Aboriginal language interpreters who previously felt unwelcome and culturally
unsafe within the hospital reported feeling valued as skilled professionals. As interpreters
became active participants in the MDT, their health literacy improved allowing them to share
power and responsibilities with doctors to ensure patient wellbeing. These beneficial
outcomes occurred because doctors changed their behaviour. As a consequence of this
model, the power dynamics between doctors and interpreters shifted towards cultural safety.
Despite these positive outcomes, resistance to working with interpreters remained amongst

some members of the team.

Systemic changes are required to ensure working with interpreters as part of the MDT can be
scaled up. Hospital staff require both cultural safety and working with interpreter training and
Aboriginal language interpreters require health training and mentoring to ensure they are

confident working in the hospital.

Chapter 6: Creating “Ask the Specialist” podcast: why and how?

Recognising the limitations of face-to-face cultural awareness training and opportunities for
expansion | developed the podcast: Ask the Specialist: Larrakia, Tiwi and Yolnu stories to

inspire better healthcare (hereafter referred to as Ask the Specialist). The aim of the chapter
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is to explain the philosophy behind the podcast and detail the practical skills required to
create Ask the Specialist. This will assist anyone who may be interested in adapting the design
for other vocations and jurisdictions. To the best of my knowledge, Ask the Specialist is the
first podcast to be created as a training tool specifically for health professionals who work

with Aboriginal peoples in the NT.

The Ask the Specialist podcast was created in collaboration with Larrakia and Tiwi Elders and
Yolnu leaders, RDH based doctors, the NT Aboriginal Interpreter Service and researchers. |
produced 7 x <18-minute episodes in which doctors ask the Specialists (Larrakia, Tiwi and
Yolnu leaders plus a Kriol and Burarra interpreter) questions about working with Aboriginal
patients. Specifically, to create the podcast, we were influenced by the Freirean concept of

“problem posing education” and CRT’s “counterstories”.

Chapter 7: Ask the Specialist: Larrakia, Tiwi and Yolnu stories to inspire better healthcare

podcast

The purpose of this chapter is practical. The website address above links to all podcast
episodes which can be accessed via Apple and Google podcasts and Spotify. Additionally, QR
codes have been created for each of the seven podcast episodes available via Apple podcasts
and Spotify.

Chapter 8: Evaluation of “Ask the Specialist’: a cultural education podcast to inspire

improved healthcare for Aboriginal peoples in Northern Australia

After creating Ask the Specialist as described in Chapter 6 the podcast was piloted with the
same doctors who contributed to its development. To evaluate the podcast, doctors listened
to one episode per week over 7 weeks and provided feedback through weekly written

reflections and an interview after listening to all 7 episodes.
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Doctors reported attitudinal and behavioural changes which indicated the development of
critical consciousness. Doctors changed behaviour in relation to building rapport with
patients, asking patients questions, working with Aboriginal interpreters, and gaining
informed consent. Doctors also reflected on long-held stereotypes and the everyday nature

of racism.

The podcast format was rated highly by doctors who appreciated the 7-week program which
allowed for cycles of listening, reflection, and action. While the podcast was purposefully
local, issues raised had applicability beyond the NT and outside of healthcare. We concluded
that cultural education, which addresses the problems doctors face, delivers counterstories
from Aboriginal peoples, and encourages critical consciousness can counter racist narratives

in healthcare.

Chapter 9: General discussion, recommendations, and future research

This final chapter summarises the problems which inspired this research project and restates
my thesis aims which are considered alongside my research findings. | also explore the
implications and limitations of my research and outline future research plans. As this was an
action orientated research project, | have collated the recommendations from thesis
publications and appendices and will provide these to the NT health service. Finally, | have
taken this opportunity to reflect on my own position as a White woman who aspires to use

stories to counter racism.
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Appendices

Appendix A: Whitefella broadcasting: Why non Indigenous journalists struggle to tell

Aboriginal stories in Australia.

| have included this paper as an Appendix as it was published prior to enrolling in the PhD
program. This peer-reviewed conference paper was my first attempt to critically reflect on
my work as a White journalist reporting on Aboriginal stories. | have included this paper
because it shows that my interest in storytelling to counter racist narratives began when | was
a radio broadcaster. Themes discussed in this paper (communication, culture and power in

colonised Australia) are present in this thesis.

Appendix B: Improving communication with Aboriginal hospital inpatients: a quasi-

experimental interventional study.

Research presented here occurred in parallel to my PhD. The Communicate Study team, of
which | am a member, implemented a multi-component intervention at RDH comprising
employment of an Aboriginal Interpreter Coordinator (a position created by the Top End
Health Service [TEHS] in response to advocacy from our team), clinical championing and
Working with Interpreter Training. Study activities were quantitatively evaluated. We found
a statistically significant increase in interpreter uptake from 12.5% of those in need during the
baseline period to 17.5% in the intervention period. The intervention also coincided with a
fall in self-discharge rates from 12.0% in April 2018 to 10.1% in March 2019. Self-discharge
rates are used as a quantifiable measure of cultural safety ie. if a patient discharges, they are
dissatisfied with care. Rates of interpreter use are an indicator of cultural competency: if a
healthcare provider works with an Aboriginal language interpreter a patient’s cultural safety

can improve. Our findings show that health system changes can result in improved interpreter
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uptake and a decrease in patient self-discharge rates. This publication supports the assertion
in chapters 3, 4, 5, and 8 that to create a culturally safe hospital a suite of interrelated

initiatives, supported by relevant stakeholders, are required.

Appendix C: Aboriginal patient and interpreter perspectives on the delivery of culturally

safe hospital-based care

This research was conducted during my candidature. The study aimed to validate a patient
survey designed by the Australian Commission on Quality and Safety in Health care, to audit
patient charts for documentation of Aboriginal languages and interpreter use and to
document Aboriginal interpreter perspectives on cultural safety at RDH. Data collected

augments the in-depth qualitative research presented in this thesis.

We found the survey was problematic, with a mismatch between multiple choice and free
text responses. In multiple choice questions (most using a modified 3 option Likert scale), 67%
of patients were satisfied with care and 88% indicated hospital staff communicated well.
However, respondents who gave positive multiple-choice responses reported in free text
comments they felt lonely, unsupported and had experienced racism at RDH. 68 chart audits
revealed that primary language spoken by Aboriginal patients was documented by healthcare
providers for only 44% of people. Aboriginal interpreters interviewed discussed the benefits
of interpreter-mediated communication and the need for service redesign to improve

culturally safety for both patients and interpreters at RDH.

We recommended that multiple-choice surveys to assess patient experience be abandoned
in this context. Redesigning systems to better suit patient needs must include authentic

feedback from Aboriginal patients and interpreters. RDH staff require both cultural awareness
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and cultural safety training to improve their knowledge of Aboriginal languages and to

address racism.

Appendix D: Stay Strong: Aboriginal leaders deliver COVID-19 health messages.

The COVID-19 pandemic highlighted inequities in healthcare. In Australia, many of the
interventions and health promotion campaigns created to slow COVID-19 infection rates were
designed to suit White cultural and communication norms. [113, 114] Over the course of the
pandemic (2020-2021), in addition to my PhD, | collaborated with NT Aboriginal leaders to
develop and deliver two research-based COVID-19 health promotion campaigns. This letter
to the editor has been included as it documents the initial health promotion campaign which
consisted of five COVID-19 health promotion videos which were developed in March 2020.
The PAR project was in response to fears in NT Aboriginal communities about a lack of
information in Aboriginal languages regarding the pandemic. The videos, delivered by trusted
Aboriginal leaders, provided information about how to stay healthy during the pandemic
when also living with underlying health conditions. A link and a QR code to the videos is

available in Appendix E.

Appendix E: COVID-19 health promotion videos, 2020/2021

In early 2021 the Australian government began rolling out the COVID-19 vaccine to Aboriginal
peoples who were a priority group. This prompted a second research-based health promotion
campaign. In collaboration with NT Aboriginal leaders, Aboriginal Community Controlled
health services and Aboriginal language centres, | led a team which developed a series of
videos to address community concerns regarding vaccines. Commonly asked questions that
required answers included: is the vaccine safe? Why do we need a vaccine when COVID is not

in our communities? Are we ‘guinea pigs’? This PAR project responded to requests for urgent
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information that was relevant, accessible, and culturally appropriate. Overall, we produced
and distributed 23 COVID-19 related videos in 12 languages: Arrernte, Burarra, Eastern
Arrernte, English, Kriol, Kunwinjku, Murrinh-patha, Ngangi’kurunggurr, Tiwi, Warlpiri,
Western Kriol and Yolnu Matha. Qualitative data and social media analytics relating to the
2021 vaccine videos has been gathered and analysis is underway. Videos can be accessed via

the website address above or QR codes for individual videos in Appendix E.
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RESEARCH DESIGN

CHAPTER TWO

Research design

This chapter describes my methodological approach, the philosophical framework and the
methods used to conduct this project. Firstly, | explain what it means to be a constructivist.
This leads to a discussion regarding the construction of race, racism, and Whiteness. Three
philosophical frameworks influenced and guided this project: cultural safety, CRT and
Freirean pedagogy. Each framework is explained and then how these frameworks are
combined and underpin the research. Finally, the chapter covers the methods used in this

PAR project.

Methodology

This qualitative study followed a constructivist paradigm as defined by Guba and Lincoln who
contend that reality is socially constructed and that there are "multiple realities" associated
with different groups. [1-3] Constructivism “recognizes the existence of power relations” and
that those who hold positions of power can determine which version of reality is considered
the norm from which all others are judged. [4 p.12] Guba and Lincoln explain that social
constructions are not fixed but are alterable through interactions with others. [2] When
individuals interact with those who have constructed a different reality, and critically reflect
on their own constructions of reality, new knowledge and new shared realities can be co-
created. A constructivist approach gives power back to Aboriginal peoples by co-constructing
relationships which privileges Aboriginal perspectives.[5, 6] For these reasons, constructivism

underpins the theoretical framework of this thesis.
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The construction of race and racism

Race, like gender, is socially constructed. [7, 8] Racism is more than individual acts of hate,
stereotyping or discrimination. [9] It is a system of power that upholds the coloniser’s culture.
[7, 10, 11] Gilmore defined racism as ‘“the state-sanctioned and/or extralegal production and
exploitation of group-differentiated vulnerability to premature death.” [12 p.247] As Ford

[13] says this definition brings into sharp focus that structural racism kills.

Racism is a system of advantage for White people and a system of disadvantage for
Indigenous peoples. [14, 15] It is embodied in attitudes, beliefs, behaviours, laws, norms and
practices and can be defined as a social system in which some individuals experience societal
advantages which gives them the capacity to exert power over others based on socially
constructed categories of ‘race’. [14, 16] The concept of “race” was constructed during the
so-called “Enlightenment” period when intellectuals of the 16™ and 17t century created a
hierarchy of human classifications based on phenotypes placing White people at the top. [17-
19] The concept was constructed by the state to “control the population”, [20 p.64] to justify
racial violence and colonisation. [21] These notions of race have been used by medical

practitioners to devalue and degrade those who were classified as non-European. [13]

Power is a distinct dimension of racism. Racist policies and practices attempt to maintain
control over a racial group. [22] Hage continues: racism is more than just representing people
in a stereotypical fashion or locking people into their ethnic identity, people who experience
racism are subjugated. Everyone can “entertain prejudiced fantasies about a variety of
‘others’, it is the power to subject these ‘others’ to your fantasies that constitutes the social

problem” referred to as racism. [22 p.34]
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Racism occurs at differing levels: in this thesis | am interested in interpersonal, systemic and
institutional racism. Interpersonal racism occurs between individuals and is illustrated by
prejudicial attitudes and practices which can be both overt and subtle, intentional and
unintentional. In her seminal “Gardeners Tale” article, Jones [23] articulated five ways
interpersonal racism can manifest. To relate Jones’ work to this research, | have listed the five
manifestations identified and provided specific examples relating to hospital-based
healthcare. Jones detailed that interpersonal racism can manifest as 1) lack of respect (failure
to communicate options, failure to identify patient’s language), 2) suspicion (questioning the
legitimacy of patients speaking their first language, expecting the patient will not take
medication), 3) devaluation (surprise at patients health literacy, assuming the patient will not
understand), 4) scapegoating (the patient is “non-compliant”, the patient doesn’t care about
their health) and 5) dehumanization (referring to patients as a disease, excluding family from
decision making). Interpersonal racism can also manifest as inaction when action is required.
[24] This has been referred to as dysconscious racism [25] which is discussed in Chapter 5.
“Dysconscious racism is a form of racism that tacitly accepts dominant White norms and
privileges.” [25 p.135] Dysconscious individuals lack the critical consciousness required to

recognise injustice.

Institutional and systemic racism are often used interchangeably with the latter appearing
more commonly in Australian literature. [21] The National Aboriginal and Torres Strait
Islander health plan 2013-2023 defined systemic racism as the failure of the “system to
provide an appropriate and professional service to people because of their colour, culture, or

ethnic origin’.” Similarly institutionalised racism is defined as:
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...differential access to the goods, services, and opportunities of society by race.
Institutionalized racism is normative, sometimes legalized, and often manifests
as inherited disadvantage. It is structural, having been codified in our institutions
of custom, practice, and law, so there need not be an identifiable perpetrator.
Indeed, institutionalized racism is often evident as inaction in the face of need.

[23 p.1212]

Racism mutates like a virus. It is dynamic and changes according to political, geographic,
economic and social circumstances. [24, 26] While the instability of racism means it is
challenging to define across different locations it also means it can be modified. Globally, as
a result of anti- racism efforts, there has been a decline in overt manifestations of racism over
the last five decades.[27] World leaders including US President Joe Biden, have introduced
laws to address the “unbearable human costs of systemic racism”. [28] In Australia, as
described above, overt demonstrations of racism are discouraged through policies and
sometimes outlawed, but that has not removed the “attitudes, behaviours and underlying
institutional structures” [27 p.333] that perpetuate racism in practice. [21] During my 4-year
candidature | have been told by numerous leaders across the NT health sector not to say or
write the word “racism” because: 1) it makes White people uncomfortable and 2) they deny
racism exists in healthcare. As explained by Bonilla Silva and others this “colour blind racism”,
which denies the existence of racism, can be used to justify inaction in the face of inequity.
[7, 29] Resistance to discussing racism also exists because White people who hold positions
of power within mainstream institutions lack racial literacy: most don’t understand what

racism is and how it manifests daily. [26, 30]
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Health care attracts humanitarians. [31] It is fair to assume that most healthcare providers
believe they are anti-racist, that they are beyond the “crass prejudicial views about racial

minority groups”. [29 p.1359] However medicine has a long history of racism:

“Hippocrates thought Asiatics were feeble, Down associated trisomy 21 with a
perceived inferior Mongoloid race, and in the infamous Tuskegee study, black men

were denied an available cure for syphilis.” [31 p.765]

Whilst some of these overtly racist ideas have been debunked, individuals who outwardly
express anti racist ideas may have internalised racist beliefs. [32, 33] The inevitability of
racialised thinking needs to be accepted: “non-racism is virtually unattainable”.[34] Admitting
racism exists is not about trying to shame, anger or make individuals feel guilty. Rather it is
about understanding the assumptions and attitudes we carry and being able to take

responsibility, and if necessary change behaviour, to improve health outcomes. [34]

In colonised countries such as Australia and Aotearoa, White people are beneficiaries of
racism. [15] As a White Australian researcher, | recognise that the constructed reality from
which | operate has been shaped by Whiteness. Therefore, following Lincoln and Guba’s [1]
recommendation that qualitative researchers should articulate their values and explain the

reality from which the research occurs | share a little of my background.

Researcher reflexivity on being White

| am a 7t generation Australian settler with Anglo Celtic heritage. On my father’s side,
Christopher Kerrigan a stone mason, arrived in Australia as a free settler from Ireland on the
11t™ February 1840 on a ship called The Crescent. After arriving in Sydney, he eventually
settled 170 kilometres north on the lands of the Wonnarua people (today known as Maitland,

NSW), where many of my family still reside. My ancestors share history with the Wonnarua
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and surrounding nations. My family has no record of whether the history was predominantly
violent or peaceful, however considering colonisation we can assume there was conflict. | am
a white skinned, middle aged, English speaking, healthy, heteroromantic, cisgender female
who is tertiary educated, with a mortgage, a car, a blemish free legal history, a passport, a
fridge full of food, a cat, the capacity to take on the role of the oppressor and a desire to be
an effective ally who disrupts racism. Accepting | am “White” does not mean | am proud of it;
quite the opposite, the term makes me feel uncomfortable and to that end it serves its
purpose: it reminds me that | have unearned privileges that result from my socially
constructed race and | should use my “insider” status, [7, 22, 35] as a White person working

in White institutions created mainly by White men, to challenge racism.

The term “White” stems from the work of W.E.B. Du Bois [36 p.45] who facetiously wrote that
Whiteness means “the ownership of the earth forever and ever, Amen!”. As Du Bois alluded
to, Whiteness is about having power in society: it represents “normality, dominance and

III

control”. [35 p.9] Bargaille [26 p.19] defined Whiteness in Australia “as a system of power
relations that privileges non-Indigenous peoples over Indigenous Australian peoples”.
Whiteness is not only about the physical body “but also about discourses and practices,
ontology and epistemology”. [37 p.289] Therefore White includes non-Anglo people who
follow the norms and values associated with Australian culture which has its roots in British
colonisation. [22, 38] For people who are racially marginalised, becoming White may require
diluting values, beliefs and behaviours to become “racially innocuous”. [39 p.143] Embracing
Whiteness can also be the result of internalized racism.[23] Creating a new “intersectional

identity”, [39 p.152] which abides by White values means people who may have been

marginalised by the dominating culture can experience the benefits associated with White
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privilege: access to education, healthcare, support from the law, community services,

employment opportunities and so on. [22, 35, 38]

Over the course of my candidature the term “White”, imperative to any discussion involving
race and racism, has created discomfort amongst everyone from some of my supervisors to
research participants to Aboriginal collaborators. As “Whiteness” is usually invisible,
particularly to White people, this uneasiness is not uncommon. [7, 22, 35] | identify as White
because, just as some people have been racially categorised for centuries, the label also
places me in a socially constructed racial category and acknowledges my ways of being and
knowing are constructed and not held by all. | see value in identifying as White because the

label problematises me:

...thinking of ourself as ‘white’, as the whiteness problematic forces you to do,
means you are trying to understand how you as an individual are ensnared in the

social relationships of oppressed and oppressor. [35 p.7]

The relationship between the “oppressed and oppressor” started to become clear to me
towards the end of my 20-year career as a radio broadcaster with the Australian Broadcasting
Corporation (ABC). Before | moved into research, | worked at ABC Darwin for a decade as the
“Drive” presenter (4-6pm Monday to Friday). It was here in the NT’s Top End | began to realise
there may be some truth to the ABC’s unfortunate epithet: the Anglo Broadcasting
Corporation. [40] At ABC Darwin, | realised that as a White journalist | was constructing and
perpetuating the racist narratives sustained by mainstream Australian media outlets which
have routinely defamed and silenced Aboriginal peoples. [20, 40-43] The constant stream of
negative stories which portray “dysfunction corruption, neglect and sexual abuse” [20 p.68]

elicit White virtue which is used by colonisers to justify superiority. During the late 1880s the
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Bulletin magazine regularly featured cartoons which portrayed Aboriginal peoples as drunk
and destitute. [20] Australian history has been told through “the eyes of the colonisers” who
have misrepresented Aboriginal values and cultures and silenced Aboriginal voices. [44 p.5]
As | began to understand my “Whiteness” and the privilege | am afforded due to my affiliation
with dominant Australian culture my interest in critically examining communication, power

and culture developed.

Whiteness in Australian healthcare The thesis scope does not permit an in-depth examination of
the history of Whiteness and healthcare. However, the connection is important to consider
because the site of this research is RDH, the main tertiary referral hospital in the NT, which
operates according to norms established by the White Australian healthcare system. There
are two aspects of interest here: 1) health and medical practice in Australia which is
embedded in Whiteness has been used as an apparatus of colonial control, [45-47] and 2) a

White view of health differs to Aboriginal views on health. [48]

The shared history of Western medicine and colonisation contributes to Aboriginal peoples
feeling unsafe and disrespected when seeking healthcare today. [49, 50] This has been

recognised by the Australian Commission on Safety and Quality in Health Care:

The health system in the past included segregated wards and service entrances,
deliberately different (substandard) care, forced removal of newborn babies
from mothers who were considered ‘not competent’ or not able to provide the
‘right upbringing’, and removal of children from home while parents were sick in
hospital and failure to return these children to their parents’ care. [46]

Official policies to segregate Aboriginal patients in hospitals across the NT were implemented

until at least 1979 when the so called “Native Ward” at Katherine District Hospital, 3 hours
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south of Darwin, closed. [51] Official or unofficial segregated wards in NT hospitals may have
continued beyond that time however evidence to support that supposition have not been
identified. These practices were based on ideas of White superiority which were enshrined in
the White Australia Policy (1901-1973). The White Australia Policy was not a single piece of
legislation but an accumulation of laws and practices (including the practice of medicine) that
aimed to create a White nation. [22, 26, 35, 37, 47] Bashford and Mayes provide evidence
that the practice of medicine in the tropical north of Australia, where this research was
conducted, actively promoted scientific racism. At the start of the 20™ century, the purpose
of medicine in the Australia’s north was to support the “life of the white man” [47 p.254] who
wanted to colonise and control the area. Medicine in Australia’s north thus participated in

building a White Australia which has bred a “racist nationalist culture”. [47 p.256]

In Australian hospitals today, doctors conform to the institutionalised norms established by
health systems which were developed during the White Australia Policy. [21, 37, 47]
Experiences of racism through history have a cumulative effect [24, 52] on the collective
psyche of both Aboriginal and White peoples. For Aboriginal peoples, when history intersects
with other forms of ongoing oppression supported by systemically racist institutions
healthcare providers and services are not trusted. [46] Past practices can be used by White
healthcare providers to justify actions today. A 2016 report which examined the
organisational culture of Top End Health Service (TEHS) stated that addressing bias amongst

staff “will be a critical challenge for TEHS in its further work”. [53 p.15]

Western medicine has had an enormous positive impact on disease management however it
is based on White theories of illness and modes of treatment. [54-56] A White view of health

is individual-centric and largely biomedical: “an illness is always explained with one or more
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physical malfunctions”. [57 p.76] These indicators tend to ignore the social and cultural
context of people’s lives. [48, 57, 58] An Indigenous approach to good health includes being
connected to family, culture and country as well as intangible life experiences such as feeling
a sense of belonging and purpose. [48, 55, 59] Many healthcare users have a different
worldview to the ideas which underpin the delivery of healthcare in Australian hospitals that

operate according to White biomedical norms. [48, 49]

Consequently, Aboriginal peoples may lack confidence with services to deliver care which
respects their cultural values and priorities, and healthcare providers struggle to deliver
services within White institutions which do not cater for the needs of Aboriginal peoples. [60,
61] These issues are not unique to Australia. Whiteness is embedded in institutions across the
colonised countries of Canada, Aotearoa and the United States and individuals who do not
identify with Whiteness do not receive the same quality of healthcare afforded to White

people. [23, 32, 62-66]

Philosophical framework

My approach to conducting this research was influenced by three decolonising philosophies:
cultural safety, [62] Critical Race Theory (CRT) [8] and Freirean pedagogy. [67] Initially | was
interested in alternatives to cultural awareness training, which led me to cultural safety. As |
read more about the philosophy behind cultural safety, particularly work by Curtis et al, [68]
two ideas solidified in my mind: 1) this was about addressing racism which 2) requires
hegemonic individuals to develop critical consciousness. This led me to Brazilian philosopher
Paulo Freire who named and explained critical consciousness and also to CRT which
acknowledges that racism occurs every day. Cultural safety, CRT and Freirean philosophy

focus on redressing the power imbalance between the hegemony and marginalised peoples
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by encouraging perspective taking amongst the hegemony through dialogue. Each philosophy
will be explained individually before the commonalities are drawn together in relation to this

research.

Cultural safety

As described in Chapter 1, cultural safety was conceived by Maori nurses in 1989. Scholar and
nurse Irihapeti Ramsden then detailed the social justice framework in her 2002 thesis which
is grounded in critical theory. [62] Cultural safety can be used as a research methodology and

it can be practically applied in healthcare.

As a methodology, cultural safety can be used to decolonise the research space. The aim of
culturally safe research is to provide evidence which is beneficial to Aboriginal peoples. [69-
71] It requires researchers to be critically conscious which includes: 1) reflecting on their own
cultural reality (as | have done above) which can impact how research is conducted, 2)
understanding the social and political circumstances which lead to marginalised peoples being
marginalised and 3) designing research projects which do not favour western epistemologies
over Aboriginal epistemologies. As a White researcher, inspired by the critical focus cultural
safety places on me and my colonising ancestors, | have reflected and continue to reflect on my

privilege and power:

Undertaking a continual process of self-reflection enables the identification of the
researcher’s worldviews, epistemologies, and the power (among other things) that may

adversely impact upon the research process. [69 p.73]

Reflection resulted in action which included working with Aboriginal health professionals and

researchers who contributed to all stages of the research process.

39



CHAPTER 2

Underpinning a culturally safe research project are the “3 P’s”: partnership, participation, and
protection.[70] A culturally safe researcher works in partnership by developing authentic
relationships with collaborators who are partners in the research, not just participants. [70,
71] A culturally safe environment is one in which “Indigenous people do not feel like the
subject of research but instead feel they are a contributor”. [71 p.49] Participation refers to
collaboration from project inception through to dissemination of findings. Protection ensures
Aboriginal peoples are not portrayed as a problem to be researched. Protection also refers to
respecting Aboriginal knowledges and protocols: not everyone has a right to Aboriginal
knowledge, and when collecting or analysing data researchers must respect protocols such as

avoidance relationships. Whether research practices are culturally safe or not is decided by

collaborators and partners, not by the researcher.

Cultural safety applies throughout the participatory action cycle, as detailed below. The
practical application of cultural safety in healthcare practice is twofold. Firstly, to deliver
culturally safe care those belonging to the colonising culture are required to critically reflect
on their assumptions, values, and bias so that a redistribution of power from healthcare
providers to patients may occur. [55, 62, 68] Through self-reflection, individuals develop their
critical consciousness which enables them to recognise the structural factors (historical,

political, social and economic) that perpetuate inequity. [55, 62, 68]

Embodying critical consciousness requires a willingness to challenge one’s own

position of power and privilege. [72 p.17]

The importance of developing and employing critical consciousness to counter racist ideas
and policies is also advocated by Critical Race theorists and Freirean practitioners. Secondly,

cultural safety involves ensuring communication is effective, respectful and free from
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stereotypical thinking which manifests as racism. A cultural safety approach to
communication places the onus on the healthcare provider to reflect on their own learnt
communication practices and adapt their communication style to ensure patients do not feel
demeaned. [62, 73, 74] When a healthcare provider changes how they communicate with
Aboriginal peoples, the clinical consult can become a culturally safe interaction where power

is shared between patient and provider. [73]

Critical Race Theory (CRT)

CRT is a transdisciplinary philosophy used to identify, understand and challenge racism. [8,
75] CRT originated in legal studies in the U.S.A and is grounded in social justice. [8] CRT
scholars accept that race is socially constructed through thoughts, dialogue and relations and
that racism is “ordinary not aberrational”. [8] CRT offers a new paradigm to health providers
who wish to “investigate the root causes of health disparities” [13 p.1] by encouraging
healthcare providers to develop their critical consciousness. This helps to equalise the power

imbalance between patients and providers.

Identifying power dynamics and eliminating power differentials is key to CRT. [8] The main
way CRT practitioners challenge power is by placing a critical lens on knowledge production
processes which they do through counter storytelling. [8, 13] CRT activists work to construct
a more equitable society by centering the experiential knowledge of the “outsider”; this
challenges the hegemonic narrative created by the “in-group”. [76-78] The lived experience

of the “outsider” is referred to as “counterstories”.

To center in the margins is to shift a discourse’s starting point from a majority
group’s perspective, which is the usual approach, to that of the marginalized group

or groups. [13 p.S31]
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In countries such as Australia and the United States, the colonizer is considered the “in-group”
and they have historically had the power to tell stories which have placed “whites on top and
browns and blacks at the bottom”. [79] This was my experience as a White radio broadcaster
employed by ABC Radio [40] and a practice | aim to overturn with this research project. The
discourse which currently frames Aboriginal people as deficient is a barrier to improving
health outcomes. [80] Research in Australia has found when healthcare providers are exposed
to Aboriginal peoples’ stories which encourages perspective taking, critical thinking relating
to White privilege occurs. [81-83] The idea of counterstories directly influenced the creation

of the Ask the Specialist podcast.

Freirean pedagogy

The concept of critical consciousness was developed in the 1970s by educator and
philosopher Paulo Freire who deliberated how to decolonise the education system in Brazil.
In his seminal work, Pedagogy of the Oppressed, [67] Freire argued that education is
politicised and controlled by the hegemony (colonisers) who use schools to reproduce the
status quo. [67, 84] Reproduction occurs through “banking education” in which students are
deposited with the myths oppressors wish to foster to maintain their superiority and power.
To counter this Freire proposed a decolonising approach which he called “problem posing

education”. It involves three phases:

...(a) identify and name the social problem, (b) analyze the causes of the social

problem, and (c) find solutions to the social problem. [85 p.69]

Problem posing education involves praxis: an iterative process of awareness, reflection and

action, stimulated by dialogue between seemingly opposing parties, which leads to critical
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consciousness. Freire believed that dialoguing is an “act of creation” [67 p.89] which leads to
a view of “total reality” that considers all perspectives not just those of the oppressor. [67
p.108] Asking questions regarding how reality is constructed through dialogue encourages

critical thinking which leads to the development of critical consciousness:

If people are not aware of inequity and do not act to constantly resist oppressive
norms and ways of being, then the result is residual inequity in perpetuity. If
inequity is likened to a disease or poison, then CC (critical consciousness) has been
deemed the antidote to inequity and the prescription needed to break the cycle.

[86 p.1]

Freire argued that oppressed peoples need to develop critical consciousness. The limitation
here is that the onus for addressing societal inequities is placed onto those who have limited
power. Jemal argued Freire’s focus suggests that “oppression is a problem for the oppressed
to solve”. [86 p.15] However what is required is a collaboration between the oppressed and
the oppressor. [86-88] Privileged individuals must also develop critical consciousness because
they have “greater access to resources and power and can operate as allies”. [86 p.16] This is
in line with cultural safety which requires the healthcare providers to consider their power. It
is the responsibility of the “in-group” to work with the “out-group” to deliver equitable health

care in White institutions.

Fostering critical consciousness amongst healthcare providers has received limited attention
in healthcare, [72, 89-91] however as the social determinants of health are increasingly
recognized as key contributors to health disparities there has been a move away from
“targeting individual behaviors and investing resources on specialized care of disease”

towards addressing the contextual barriers to health. [88 p.1] When healthcare providers
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have critical consciousness they have the capacity to address the social determinants of

health, “the root causes of health inequities”. [88]

Ostensibly the goal of linking CC and health is to understand inequities in health
and ultimately take action to improve health outcomes and reduce health

inequities. [88 p.2]

Commonalities of cultural safety, CRT and Freirean pedagogy

These philosophies, which augment each other, offer an intellectually robust approach to
inform the development of a decolonised health workforce in the NT. Cultural safety, CRT
and Freirean pedagogy are linked by: 1) a critical focus on the hegemony or colonisers; 2)
foregrounding race and racism; 3) a commitment to social justice and community based
participatory approaches; 4) the assertion that dialogue between the oppressor and
oppressed peoples (also referred to as in-group and out-groups) is paramount to creating
societal change; and 5) the understanding that individuals who develop critical consciousness
are capable of identifying power dynamics and creating a more equitable society.[8, 13, 62,
67, 68, 85] Further discussion on how these philosophies shaped research design and findings
have been incorporated into the published journal articles which are included as chapters 3,

4,5 and 8.

Methods

My aim here is to provide information relevant to the overall project. | will explain why PAR
was chosen as a suitable method, provide more details on the study site, explain who | worked

with and detail how literature was reviewed and incorporated.
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Participatory Action Research

The purpose of Participatory Action Research (PAR) is to enable action which leads to the
creation of a more equitable society. [92-96] PAR is a transformative framework which aligns
with constructivism and the philosophies outlined above: it encourages questioning how
knowledge is created and who has the power to create knowledge. As with CRT, cultural
safety and Freirean pedagogy, PAR projects value the experiential knowledge and lived
experience of marginalised peoples. PAR draws heavily on Freire’s definition of critical
consciousness: when researchers and participants engage in dialogue of a nonhierarchical
nature cycles of awareness, reflection and action can transform the world. [67, 93, 96, 97] To
implement a PAR project, the imagined barrier between researchers and participants
disappears; instead people work together as equal collaborators to identify and address areas
requiring change. [92, 98] This model reduces the possibility of objectifying people or
misrepresenting knowledge and experiences which has historically occurred in research with

Indigenous populations worldwide. [97, 99]

At its heart is collective, self-reflective inquiry that researchers and participants
undertake, so they can understand and improve upon the practices in which they
participate and the situations in which they find themselves. The reflective process
is directly linked to action, influenced by understanding of history, culture, and the

local context and embedded social relationships. [92 p.854]

PAR is increasingly used in health research with Indigenous communities in Australia and
internationally. [63, 100-103] PAR compliments an Indigenous research paradigm, both
approaches require participants to establish relationships of trust. [44, 104] Establishing

relationships of reciprocity allows the participant-researcher duality to move into a space
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where parties are equal and can become co-learners. [104] Addressing power differentials is
expected of PAR researchers who work to eliminate the hierarchy between the researcher
and the researched. PAR projects work against deficit approaches which have perpetuated
the superiority of Whiteness. Trust when conducting research with Aboriginal communities
in Australia is vital as research has been connected with colonization, experimentation and

exploitation of Aboriginal peoples. [44, 99, 103, 104]

Trust between PAR researchers and White participants is also required for a project which
aims to explore stereotypes and racism. Indigenous health can be an “emotionally charged
zone”. [82 p.34] In gathering data from doctors it was vital to create a space for doctors to
“feel safe enough to open up” so they can tap into feelings, and beliefs that may be
confronting. [82 p.34] This emotional discomfort, which can be felt by both the researcher
and the participant, in relation to race and identity are an essential part of transformation.

[82, 105-107]

Finally, PAR was chosen because PAR projects are about collaboration and real-world action.
PAR was used in a Danish hospital to work with healthcare providers, patients, families and
researchers to develop communication training which encourages shared decision making
between patient and provider. [108] Similar to the Danish project, in this research it was
recognised that if the interventions piloted produced positive outcomes, plans for scale-up
would require support from frontline healthcare providers, healthcare leaders and
community members. Table 2 provides a breakdown of the specific methods used in each

publication which are presented as chapters 3, 4, 5 and 8.

Recognising that long term engagement across the community is required to create change

during my candidature | delivered presentations and workshops to: five conferences, five
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symposia, eight NT health committees and staff events, seven university courses, two health

organisations and one Aboriginal Community Controlled Health Organization (see Table 3 and

4). Additionally, the Ask the Specialist podcast generated media attention and received three

awards (Table 5 and 6). | personally received two awards for my research which again raised

the profile of this body of work (Table 6).

Table 2: Methods per publication

Publication

Methods

Chapter 3: “How can | do more?”
Cultural awareness training for
hospital-based healthcare providers
working with high Aboriginal

caseload.

Quantitative: teaching domains were ranked
using a Likert scale on training evaluation forms.
The mean score each domain was calculated, as
was the overall score for the course.

Qualitative: Free text comments were analysed
using the Framework Method which drew on a
phenomenological

approach. Kirkpatrick’s

evaluation model was used to interpret results.

Chapter 4: From “stuck” to satisfied:
Aboriginal people’s experience of
culturally safe care with interpretersin a

Northern Territory hospital

Qualitative: Inductive narrative analysis, guided

by critical theory and Aboriginal knowledges.

Chapter 5: “The talking bit of
medicine, that’s the most important
bit”: Doctors and Aboriginal
interpreters collaborate to transform

culturally competent hospital care

Qualitative: Inductive narrative analysis was

guided by critical theory

Chapter 8: Evaluation of “Ask the
Specialist’: a cultural education
podcast to inspire improved
healthcare for Aboriginal peoples in

Northern Australia

Qualitative: guided by critical theory, inductive
narrative analysis was initially applied. After,
codes were deductively grouped according to

Kirkpatrick’s training evaluation framework.
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Study site

Research was conducted on the unceded lands of the Larrakia people known as Darwin, the
capital of the NT. The origins of Darwin began with a permanent white settlement in 1869.
Since then, the Larrakia have fought to maintain their sovereignty and culture in the face of
ongoing oppression and dispossession. An example of this includes work being undertaken by
Larrakia Elder, my supervisor, Aunty Bilawara Lee and others to revive the Larrakia language.

Today around 2000 people identify as Larrakia. [109]

Darwin has a population of approximately 136,000 people of which 20% identify as
Aboriginal.[110] In Australia’s northern most city, race relations are a “matter of everyday
experience and discussion”. [111 p.359] An official breakdown of how many Aboriginal
nations reside in Darwin today does not exist however Darwin is the regional centre for many
Aboriginal peoples from across the north of Australia spanning Western Australia, the NT and
Queensland. Aboriginal peoples are commonly forced to relocate from their own

communities to Darwin to receive lifesaving healthcare.

The two pilot interventions were conducted at RDH: a 360-bed facility managed by the NT
government’s Top End Health Service (TEHS). In addition to RDH, TEHS manages three other
hospitals across the region (Palmerston, Katherine and Gove) and 57 remote clinics. Over
2020-2021 period, TEHS employed 5079 full time equivalent staff, of whom 530 (10%)
identified as Aboriginal and 1303 (27%) did not speak English as their first language. [112] The
NT Health annual report [112] does not provide a breakdown of how many Aboriginal staff
work as doctors, however we assume statistics are similar to national numbers which reveal

just 0.4% of doctors identify as Aboriginal. [113] The number of staff who do not speak English
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as a first language does not include how many staff members speak an Aboriginal language

or what Aboriginal languages are spoken by staff.

TEHS provides over 100,000 episodes of inpatient care annually. Aboriginal peoples make up
70% of hospitalisations and 89% of remote clinic presentations. [114] Across the NT 60% of
Aboriginal peoples speak an Aboriginal language as their first language. Whilst most of the
250 languages spoken across the continent at the time of colonisation are now extinct, 14
languages are still considered “relatively strong” (ie. the language is spoken fluently by all age
groups) and 12 of those languges are spoken in the NT.[115] The number of Aboriginal
languages in the NT is relevant because language is central to identity, culture and wellbeing
[116] and the vitality and diversity of Aboriginal languages still spoken is just one obvious
example of the strength and resilience of Aboriginal peoples in the NT. The NT Aboriginal

Interpreter Service (AIS) has interpreters employed to cover nearly 50 languages.

Aboriginal co-researchers

As per PAR, | worked closely with Aboriginal health professionals, interpreters, researchers,
community leaders and Elders as co-researchers. Each person has been acknowledged for
their work in the publications presented in chapters 3, 4, 5 and 8. Whilst this research was
only possible because of each individual, | feel it is particularly important to credit my co-
researcher Stuart Yiwarr McGrath: an Aboriginal Health Practitioner (AHP) who was studying
to be a registered nurse. Stuart is from the Gumatj clan of the Yolnu nation: Djambarrpuynu
(Yolnu Matha dialect) is his first language. Stuart and | were successful in securing an
Indigenous Development and Training Award through an NHMRC funded initiative referred
to as HOT NORTH. This award covered Stuart’s employment costs for the first 18 months of

data collection and analysis. Stuart’s subsequent employment was paid through a Menzies
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small grant | was awarded. When we started working together Stuart had no previous
experience in research, but his personal background and professional healthcare experience
meant his skills were vital to the success of this project. Over the life of the project Stuart
developed his research skills and subsequently has been invited to collaborate on various
other research and health projects across the country. Four years later, we continue our

collaboration.

Recruiting participants

PAR projects emerge from issues identified in the community and people who participate in
PAR projects often have a vested interest in the issues being explored. In this project,
participants were co-researchers who contributed to study design, implementation, and
evaluation. [117] This model was ideal for the topic under consideration: when researching
racism in healthcare it is sensible to collaborate with allies, “those who stand in solidarity with
people targeted by racism”, [118] as it reduces resistance to the concepts which challenge
the status quo. To address racism in healthcare, allies are required to use their influence to

encourage institutional changes. [119 p.107]

As discussed, PAR projects are about relationships. Having lived in Darwin for almost a decade
before the project began, | had friendships and working relationships with Aboriginal leaders
across the Top End. One very important contact from my days as an ABC broadcaster was
Larrakia Elder Aunty Bilawara Lee who became one of my PhD supervisors and a Specialist in
the podcast. Details about the other podcast Specialists and how they were invited to work
on the project are in Chapter 6. Other Elders, Aboriginal health professionals and interpreters
who participated in the project were invited through personal networks or employed by NT

Health or the NT AIS.
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As | had no practical experience working in a hospital, | had to build relationships with NT
health staff. The first six months of my candidature | focused on familiarising myself with the
hospital workplace culture. This included shadowing Yolnu researcher Galathi Dhurrkay (co-
author on Appendix C) who was surveying patients regarding their hospital experience;
connecting with staff working in cultural safety related fields (cultural awareness trainers and
interpreter support staff); attending relevant TEHS training sessions including RDH Grand
Rounds and Surgical Grand Rounds; meeting with executives and delivering presentations to
relevant committees. | also attended both the two hour and full day ACAP delivered to RDH
staff. As a result, | met some of the people who eventually became participant/co-researchers

and also developed a sense of RDH culture.

Considering doctors, nurses and allied health professionals have their own sub-cultures within
the hospital, a decision needed to be made about which sub-culture to work with. As
mentioned in Chapter 1, cultural awareness trainer Nicole Lewis reported that very few
doctors attend training and she was keen to see doctors engaged. [120] Also, most previous
work on cultural safety in health care focused on nurses [74, 121-124]: working with doctors
on cultural safety was an identified gap. Additionally, two of my PhD supervisors (Ralph and
Cass) were doctors: their connections were important. Finally, | chose to work with doctors
because: 1) the doctor patient relationship is at the very heart of communication in
healthcare; [125] 2) doctors have the capacity to be transformational leaders; [126] 3) doctors
display leadership in the hierarchical hospital where they have the opportunity to influence

executive and policy makers. [126]
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Literature review

While my thesis does not contain a “literature review” chapter, evidence of previous research
and grey literature is incorporated into each chapter as part of the overall narrative presented
in the thesis. At the start of my candidature, | conducted a preliminary literature scan which
refined the topic under consideration, provided baseline information, and was drawn on to
inform the literature incorporated into each chapter. To conduct the literature scan search
terms included: ‘Aboriginal’, ‘anti-racism’, ‘Australia’, ‘communication’, ‘critical race theory’,
‘critical consciousness’, ‘cultural awareness’, ‘cultural competency’, ‘cultural safety’,
‘doctors’, ‘health’, ‘hospital’, ‘medical’, ‘racism’, ‘storytelling’, ‘podcast’ and ‘training’ in
various combinations. Databases searched included PubMed, Scopus, Medline, Indigenous
HealthinfoNet and others. Some literature was obtained using a snowballing technique from
references in published papers. A manual web search was conducted to find grey literature
including policy documents to ensure alignment with government and organisational policies.
Papers reporting on cultural education training in countries which did not have a similar

history of colonisation to Australia were excluded. There were no restrictions on dates.

During my candidature | kept up to date with research developments and policy changes and
continually added to my literature library through professional and personal networks,
journal subscriptions, educational institutions, social justice and healthcare organisations and
other relevant stakeholders. Social media was also a source of information particularly

Instagram where race scholars in America were very active.
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Figure 1 First Nations Languages and Health Communication Symposium
2021

L-R: Vicki Kerrigan and Stuart Yiwarr McGrath

Figure 2 East Arnhem Health Partnership symposium 2021

Rarrtjiwuy Melanie Herdman (centre) leading an impromptu weaving class,
Gulkula, NT
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Table 3: Conference presentations related to thesis

Date Conference/meeting | Details Type
4-5 Nov 2021 | HOT North Annual Kerrigan V. and McGrath SY. Ask Oral
Scientific Symposium, | the Specialist podcast Plus. (invited)
Darwin, 2021.
8-10 Sept International Forum Kerrigan V, McGrath, SY, Lee B, Poster
2021 on Quality and Safety | Nethercott B, Puruntatameri P, (abstract
in Healthcare, Herdman RM, Ralph AP. Ask the accepted)
Australasia 2021 Specialist: Larrakia, Tiwi and Yolgu
stories to inspire better healthcare.
A cultural education podcast
22-23 June East Arnhem Health Kerrigan V and Herdman RM. Ask | Oral
2021 Partnership the Specialist: stories to inspire (invited)
symposium, Gulkula, | better healthcare. A cultural
NT, Australia 2021 education podcast
9-11 June International Forum Kerrigan V, McGrath, SY, Lee B, Poster
2021 on Quality and Safety | Nethercott B, Puruntatameri P, (abstract
in Healthcare, Europe | Herdman RM, Ralph AP. Ask the accepted)
2021 Specialist: Larrakia, Tiwi and Yolgu
stories to inspire better healthcare.
A cultural education podcast.
12-13 May First Nations Kerrigan V, Burrunali J, McGrath Panel
2021 Languages and Health | SY & Davies J. Addressing COVID- discussion
Communication 19 vaccine fears with NT Aboriginal | (invited)
Symposium, Darwin leaders and languages
Australia 2021
12-13 May First Nations Kerrigan V and McGrath SY. From | Oral
2021 Languages and Health | "stuck" to satisfied: Aboriginal (abstract
Communication people's experience of culturally accepted)
Symposium, Darwin safe care with interpreters at RDH,
Australia 2021
21 Nov 2019 | Indigenous languages | Kerrigan V. and McGrath SY. The Oral
and Health '‘Communicate’ study: developing (invited)
Communication cultural training for doctors.
Symposium, Darwin,
November 2019
21 Nov 2019 | Indigenous languages | Kerrigan V., Majoni SW and Ahmat | Panel
and Health M. RDH Aboriginal Interpreter discussion
Communication Ward Round pilot: an AlS, TEHS (invited)
Symposium, Darwin, and Menzies collaboration
2019
12-13 Aug HOT North Annual Kerrigan V. “The ‘Communicate’ Oral
2019 Scientific Symposium, | study: developing cultural training | (invited)
Darwin, 2019 for doctors at RDH,
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26-28 June 17th International Kerrigan V. The role of Oral

2019 Conference on communication in determining (abstract
Communication, health care safety, quality and accepted)
Medicine and Ethics, equity for Indigenous Australians:
University of South Podcasts to promote patient
Australia, 2019 stories and address provider held

unconscious bias.

18-20 June Lowitja Institute, Kerrigan V and Daly S. Aboriginal Oral

2019 International patients and non-Indigenous (abstract
Indigenous Health doctors developing culturally safe | accepted)
Conference, Darwin communication at Royal Darwin
June 2019 Hospital.

10-12 Sept International Forum Kerrigan V., Dhurrkay, G., Poster

2018 on Quality and Safety | Castillon, C., Alexander, D., Cass, (abstract
in Healthcare, A., Lowell, A,, Ralph, A. The accepted)

Australia, 2018

‘Communicate’ Study: Improving
communication with hospitalised
Aboriginal patients to ensure
quality and safety in healthcare.
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Table 4: Community and stakeholder engagement related to thesis

Date Where Topic Type

14/3/22 | Aboriginal Health Kerrigan V. The Communicate study Presentation
Committee, Top End
Health Service

30/9/21 | Clinical Governance Kerrigan V. Ask the Specialist. A Guest
and Risk Management | cultural education podcast about lecture
unit, University of communication and power
New South Wales

15/9/21 | Medical science unit, | Kerrigan V. The Communicate study Guest
Charles Darwin lecture
University

21/7/21 | The Society of Kerrigan V. Ask the Specialist. A Workshop
Hospital Pharmacists | cultural education podcast about presentation
of Australia. communication and power

7/5/21 Indigenous health Kerrigan V and Herdman RM. The Guest
unit, Master of Public | Communicate study lecture
Health Charles Darwin
University

9/11/20 | 1st Yr Medical Kerrigan V. The Communicate study Guest
students, Flinders lecture
Medical School

27/8/20 | Optometry students, | Kerrigan V. The Communicate study Guest
Transition to clinical lecture
practice, Deakin
University

6/11/20 | Heart Foundation Kerrigan V. Ask the Specialist podcast | Workshop
(NT) presentation

12/10/20 | Grand Rounds, Top Kerrigan V and Ralph AP. The Presentation
End Health Service Communicate study

19/8/20 | Bachelor of Clinical Kerrigan V. The Communicate study Guest
Sciences. Charles lecture
Darwin University

18/5/20 | Indigenous health Kerrigan V. The Communicate study Guest
unit, Master of Public lecture
Health, Charles
Darwin University

14/5/20 | Medical Advisory Kerrigan V. Ask the Specialist podcast | Presentation
Committee, Top End
Health Service
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11/5/20

Aboriginal Health
Committee, Top End
Health Service

Kerrigan V. Ask the Specialist podcast

Presentation

11/5/20

National Safety and
Quality Health Service
Standard 6
Committee, Top End
Health Service.

Kerrigan V. Ask the Specialist podcast

Presentation

19/3/20

Aboriginal and Torres
Strait Islander
Workforce Advisory
Group, Top End
Health Service

Kerrigan V. Ask the Specialist podcast

Presentation

14/2/20

Miwatj Health
Aboriginal
Corporation

Kerrigan V and McGrath SY.

Communicate study research findings:

practical application

Workshop
presentation

7/11/19

Remote Medical
Practitioner
workshop, Top End
Health Service

Kerrigan V and McGrath SY. The
Communicate study

Workshop
presentation

13/3/19

National Safety and
Quality Health Service
Standard 2
Committee, Top End
Health Service

Kerrigan V. Ask the Specialist podcast

Presentation
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Table 5: Media coverage related to thesis

Date Where Topic
13/12/21 | ABC Darwin Ask the Specialist podcast awarded an NT Human Rights
Award (the Fitzgerald Social Change Award). Interview with
Vicki Kerrigan
1/2/21 The Health “Ask the Specialist: a cultural education podcast”.
Advocate: https://issuu.com/aushealthcare/docs/the health advocate -
Australian february 2021/s/11717195
Healthcare &
Hospitals
Association
4/12/20 | Australian “Podcast delivers specialist cultural advice on Aboriginal and
Nursing and Torres Strait Islander healthcare”.
Midwifery https://anmj.org.au/podcast-delivers-specialist-cultural-
Journal advice-on-aboriginal-and-torres-strait-islander-healthcare/
24/11/20 | ABC Darwin Ask the Specialist podcast awarded silver medal for Smartest
Podcast at the Australian Podcast Awards. Interview with Vicki
Kerrigan
5/8/20 Territory FM | Ask the Specialist podcast launch. Interview with Vicki
Kerrigan
4/8/20 CDU E News | “Podcasts for Top End doctors go global”
https://www.cdu.edu.au/enews/stories/ask-the-specialist
21/7/20 | ABC Darwin Racism at Royal Darwin Hospital. Interview with Aunty
Bilawara Lee
19/7/20 | ABC news “Ask the Specialist's podcast experts address health racism at
online Royal Darwin Hospital”. https://www.abc.net.au/news/2020-
07-19/ask-the-specialist-podcast-menzies-health-racism-
darwin-hospital/12467382
2/7/20 ABC Darwin | Ask the Specialists podcast launch. Interview with Vicki
Kerrigan
2/7/20 TEABBA Ask the Specialists podcast launch. Interview with Vicki
Kerrigan and Rarrtjiwuy Melanie Herdman
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Table 6: Awards during candidature

Award Awardee
NT Human Rights Award: the Fitzgerald Social Change Award, 2021 Ask the Specialist
podcast

Australian and New Zealand Communication Conference, Grant Noble | Vicki Kerrigan
Award for Best Postgraduate Abstract, 2021

CSL Florey Next Generation Award, 2020 Vicki Kerrigan
Awards Australia, Health and Wellbeing Award, 2020 Ask the Specialist
podcast
Australian Podcast Awards (2020): Ask the Specialist
. Smartest podcast: Ask the Specialist (silver medal) podcast
. Best Indigenous podcast: Ask the Specialist (finalist)

Figure 3 Awards Australia, Health and Wellbeing Award 2020

L-R: Pirrawayingi Puruntatameri, Anna Ralph, Stuart Yiwarr McGrath, Aunty Bilawara Lee,
Bernadette Nethercott, Rarrtjiwuy Melanie Herdman and Vicki Kerrigan
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Abstract

Background: Aboriginal cultural awareness training aims to build a culturally responsive workforce, however
research has found the training has limited impact on the health professional’s ability to provide culturally safe care.
This study examined cultural awareness training feedback from healthcare professionals working with high
Aboriginal patient caseloads in the Top End of the Northern Territory of Australia. The aim of the research was to
assess the perception of training and the potential for expansion to better meet workforce needs.

Methods: Audit and qualitative thematic analysis of cultural awareness training evaluation forms completed by
course participants between March and October 2018. Course participants ranked seven teaching domains using
five-point Likert scales (maximum summary score 35 points) and provided free-text feedback. Data were analysed
using the Framework Method and assessed against Kirkpatrick's training evaluation model. Cultural safety and
decolonising philosophies shaped the approach.

Results: 621 participants attended 27 ACAP sessions during the study period. Evaluation forms were completed by
596 (96%). The mean overall assessment score provided was 34/35 points (standard deviation 1.0, range 31-35)
indicating high levels of participant satisfaction. Analysis of 683 free text comments found participants wanted
more cultural education, designed and delivered by local people, which provides an opportunity to consciously
explore both Aboriginal and non-Aboriginal cultures (including self-reflection). Regarding the expansion of cultural
education, four major areas requiring specific attention were identified: communication, kinship, history and
professional relevance. A strength of this training was the authentic personal stories shared by local Aboriginal
cultural educators, reflecting community experiences and attitudes. Criticism of the current model included that too
much information was delivered in one day.
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Conclusions: Healthcare providers found cultural awareness training to be an invaluable entry point. Cultural education
which elevates the Aboriginal health user’s experience and provides health professionals with an opportunity for critical self-
reflection and practical solutions for common cross-cultural clinical encounters may improve the delivery of culturally safe
care. We conclude that revised models of cultural education should be developed, tested and evaluated. This requires
institutional support, and recognition that cultural education can contribute to addressing systemic racism.

Keywords: Aboriginal, Indigenous, cultural awareness, cultural safety, unconscious bias, hospital training

Background

Research from the colonised countries of Canada,
Australia, New Zealand and the United States has found
when Indigenous peoples access healthcare services they
do not receive equal treatment [1-5]. Historically, health
and medical practice in Australia was used as a tool of
colonial control and the impact of a colonial history
resulting in intergenerational trauma has been identified
as a driver of Indigenous poor health [5-7]. In Australia,
Aboriginal and Torres Strait Islander people access hos-
pital services at 1.3 times the rate of other Australians
and are admitted with a much greater burden of disease
[8]. High mortality rates as a result of chronic disease,
trauma and suicide have led to an unrelenting cycle of
“sorry business” [9, 10]. “Sorry business” broadly refers
to the cultural practices, including funerals, around
death. Mainstream health services, operating according
to biomedical norms and western concepts of wellbeing
fail to deliver care which respects the cultural values and
priorities of Aboriginal and Torres Strait Islander peo-
ples [8, 11, 12]. Adverse consequences including death
and absence of informed consent have been documented
as a result of failures to deliver culturally safe care in
Australian hospitals [13-17].

Regarding terminology, in reference to the First Nations
people of Australia, Aboriginal or Aboriginal and Torres
Strait Islander will be used. In discussing these issues, we
acknowledge that Aboriginal and Torres Strait Islander
peoples are “not culturally homogenous” [18] rather there
is a myriad of distinct cultural groups with unique lan-
guages, knowledge systems and beliefs. However, as Beh-
rendt states [18], Aboriginal and Torres Strait Islander
peoples share a history of government dispossession and
genocide which has influenced the collective psyche. For
example, the government sanctioned forced removal of
children from their families between 1910 and 1970, known
as the “Stolen Generations”, continues to adversely impact
on Aboriginal and Torres Strait Islander peoples [19].

The northernmost ‘Top End’ of Australia’s Northern
Territory (NT), a remote sparsely populated and geo-
graphically large jurisdiction, offers a unique test case to
explore the health professionals experience of cultural
awareness training. Aboriginal people in the NT com-
prise 30% of the population, the highest proportion of

any Australian state or territory [20]. The lifespan of
people from remote parts of the NT is approximately 14
years less than the non-Indigenous population [21]. Eng-
lish is the language of the health system [22] however
60% of Aboriginal people in the NT speak one of the
100 Aboriginal languages spoken in the NT as their first
language [23, 24]. At Royal Darwin Hospital (RDH), in
the capital of the NT, 54% of patients identify as Abori-
ginal and most healthcare providers identify as non-
Indigenous. Often they are from southern parts of
Australia or overseas; 30% of Australia’s medical practi-
tioners are trained overseas, the majority being from
India, England and New Zealand. On commencing work
in the NT, new staff may experience culture shock, or
even “a sense of ‘hopelessness”, as they are often unpre-
pared for the unique medical and complex cultural en-
vironment [22, 25]. To assist in this regard, healthcare
providers are offered Aboriginal cultural awareness
training. However, a previous study at RDH found staff
appreciated cultural awareness training but were dissat-
isfied with its scope which failed to address racism (un-
conscious and institutional) [25].

The theories behind cultural education have been ex-
tensively explored by scholars [26] however there is a
paucity of Australian-specific evidence regarding the
practical educational strategies which are effective in im-
proving quality of care for Aboriginal and Torres Strait
Islander Australians [22, 27, 28]. There are some who
argue that all forms of cross-cultural education should
be discontinued until there is evidence it is necessary
[26]. However, the lack of evidence may be attributable
to the difficulties associated with connecting the impact
of training to improvement in service due to the range
of variables that determine patient outcomes. The in-
fancy of this field is also apparent th