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Abstract

Background Effective communication between health care clinicians and Aboriginal patients is critical to delivering
high quality, accessible, culturally secure health care. Despite this, ineffective communication is a well-documented
barrier, and few studies have reported interventions to improve communication. Clinical Yarning is a patient centred
communication framework for Aboriginal health care. Building on this framework, this study reports the development
and evaluation of a Clinical Yarning education program.

Methods A Clinical Yarning education program was developed, underpinned by the principles of cultural security
and adult learning, informed by a behavioural skills approach. The program was delivered in five health/education
settings in one rural Western Australian region. Mixed-methods evaluation included a retrospective pre/post ques-
tionnaire to ascertain changes in participants' knowledge, confidence, competence and their perceptions about com-
munication in Aboriginal health care, and the program. Qualitative semi-structured interviews were undertaken

with health service managers who oversaw each health care setting and who had not participated in the education
program, to explore perceptions about the program and implementation considerations.

Results Twenty-eight health care clinicians and six students completed training and the evaluation survey. There
were significant improvements in self-rated communication skills, ability, confidence, knowledge, and perceived
importance of communication training from pre to post-program. Participants strongly recommended the program
to others, and most commonly valued the simulation/interactive learning activities. Health service managers acknowl-
edged the limitations in most existing cultural training, and felt Clinical Yarning addressed a need; both the concept
of Clinical Yarning and the education program provided were valued. Considerations identified for future imple-
mentation included: building multilevel partnerships within health services, offering alternate training options such

as eLearning or train-the-trainer approaches, and integrating into existing development programs. Workforce tran-
siency and availability were a barrier, particularly in remote areas.

*Correspondence:

Ivan Lin

ivanlin@uwa.edu.au

Full list of author information is available at the end of the article

©The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12909-023-04843-8&domain=pdf

Lin et al. BMC Medlical Education (2023) 23:908

Page 2 of 13

Conclusions This study offers preliminary support for the Clinical Yarning education program and provides a foun-
dation for further development of this training approach. A future priority is implementation research to investigate
the impact of the Clinical Yarning education program on health care and patient outcomes.

Keywords Indigenous, Cultural security, Safety, Competence, Training, Quality

Background

A critical step to reducing health disparities between
Aboriginal and Torres Strait Islander (henceforth
respectfully ‘Aboriginal’) and non-Aboriginal Australians
is to improve the quality and cultural security of health
care [1]. An increasingly recognised barrier to quality
and culturally secure care (in which practices and poli-
cies that meet the needs of Aboriginal people are embed-
ded within health care [2]) is ineffective communication
between Aboriginal patients and health care practition-
ers (HCPs) [3-5]. Suboptimal communication between
HCPs and Aboriginal patients has been extensively
reported across a multitude of health areas including;
cardiac conditions [4], diabetes [3], kidney disease [6],
chronic diseases [7], cancer [8] and musculoskeletal pain
(5, 9].

Effective communication is the foundation of high
quality health care, resulting in more accurate, efficient,
and supportive health care consultations, better out-
comes for patients, and greater patient and practitioner
satisfaction [10]. Communication is also integral to
the accessibility of health care. In the 2012-13 Austral-
ian Aboriginal and Torres Strait Islander Health Sur-
vey, a significant number of Aboriginal Australians (7%)
reported avoiding health care because of the way they
were treated by health staff [11]. Ineffective communi-
cation is a primary barrier to successful management of
health conditions [12] and a major reason why Aboriginal
Australians choose to disengage with health care [9]. Bar-
riers to effective communication include HCPs who are
not culturally aware [8], differences between Aboriginal
and Western/biomedical perspectives of health [4], the
use of medical jargon [4, 5], a lack of communication [6],
language barriers [3], prejudicial attitudes of practition-
ers [4] and inadequate/incomplete explanations about
health and disease [7]. These communication issues fos-
ter mistrust of health care services and can have pro-
found negative consequences on the health and wellbeing
of Aboriginal people. Communication issues with HCPs
are also reported by First Nations people in North Amer-
ica [13] and New Zealand Maori [14, 15].

To date the majority of research has reported on com-
munication challenges. Little research has focussed on
interventions to improve communication between HCPs
and Aboriginal patients, despite being identified by HCPs
as the most important unaddressed topic in cultural

education [16]. This represents a significant gap. Success-
ful interventions to improve communication in Aborigi-
nal health are an opportunity to improve health care, and
subsequently reduce the high burden of illness amongst
Aboriginal communities.

Our team previously proposed a patient-centred com-
munication framework for Aboriginal health care called
‘Clinical Yarning’ [17]. This framework originates from
Bessarab and Ng'andu’s Research Yarning framework
[18]. Clinical Yarning is a person-centred communica-
tion framework that uses a yarning approach to facilitate
and engage with the patient’s story and health concerns
in a friendly and culturally appropriate manner. Yarn-
ing is a form of communication utilised by Aboriginal
Australians that is informal, two-way, and often involves
exchange of information via storytelling [17]. Clini-
cal Yarning provides practitioners with skills and tools
to communicate more effectively by re-conceptualising
clinical communication as a social, diagnostic and man-
agement yarn (Fig. 1). The process of Clinical Yarning
focusses on establishing trust and connectedness with
patients, and understanding a person’s health concerns
by listening to their story. It enables the clinician to
explain health information in culturally and contextually
meaningful ways that engage patients, and their family,
in treatment decision making. This article reports a first
step to translate Clinical Yarning into Aboriginal health
care practice; the development and preliminary evalua-
tion of a ‘Clinical Yarning Education’ program for HCPs
in rural and remote Western Australia.

Methods

The project was undertaken in one rural/remote region
of Western Australia including a regional location (Modi-
fied Monash (MM) Category 3 — large rural town, popu-
lation approximately 30,000, 10% identify as Aboriginal),
and remote (MM 7 — very remote, population approxi-
mately 700, 40% identify as Aboriginal). The project
involved; (i) developing a Clinical Yarning education
program, and (ii) delivering and evaluating the program
from the perspective of health practitioners/students and
health care managers.

Initially two project advisory groups were formed. The
first was an ‘expert content group. This group included
Aboriginal and non-Aboriginal members with expertise
in Aboriginal health, Aboriginal health research, health
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Fig. 1 Key elements of the Clinical Yarning Framework, re-produced from [17]

care, education, and patient-centred communication.
The second advisory group consisted of Aboriginal repre-
sentatives from different Western Australian regions who
worked for one of the project’s main funding partners
(WA Country Health Services).

Developing a clinical yarning education program
Development of the Clinical Yarning education program
involved (i) identifying key skills underpinning the Clini-
cal Yarning approach, (ii) development of learning objec-
tives, learning modules, a learning plan and learning
activities. Learning activities were supported with audio-
visual and audio case studies.

Key skills used in Clinical Yarning were identified by
the expert content group through discussion and con-
sensus. Following this, these skills were mapped against
an established, skills-based patient-centred communica-
tion framework, the Calgary-Cambridge guide (CCG)
[10]. This enabled our team to identify skills unique to
Clinical Yarning, and skills in which there may be some
overlap with existing patient-centred communica-
tion skills and therefore may be familiar to clinicians.
Although there was overlap, our team observed that
in some cases, a Clinical Yarning approach involved a

different emphasis. For example, a strong focus of Clini-
cal Yarning is working with a person’s story and under-
standing how their health issue relates to their story and
their social-cultural lifeworld as an Aboriginal person. In
contrast the overlapping skill in the CCG is to “encour-
age the patient to tell the story of the problem(s)’, plac-
ing a stronger emphasis on the health issue rather than
the person. These nuances were noted. These skills are
outlined in Table 1.

Following this, learning objectives, learning mod-
ules, and education methods for face-to-face delivery
of a workshop or future eLearning program were devel-
oped. This was based on the skills identified in the pre-
vious step, underpinned by adult learning principles and
a behavioural skills approach to clinical communication
education. Adult learning principles assume that learning
is most effective when learners identify a need to learn,
when they engage in interaction with other learners, and
when they have repeated opportunities to apply theory
and information to relevant practical situations [19]. Like
adult learning, behavioural skills approaches to learning
emphasise skills acquisition via a process of experien-
tial learning, involving repeated practice, reflection and
rehearsal. These approaches are consistent with evidence
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Table 1 Skills utilised in a clinical yarning approach. Skills with some overlap with CCG skills are identified (O-CCG)

Social Yarn

Key skills:

- respectfully introducing oneself to the patient (O-CCG)

- attending to the patient’s comfort (O-CCG)

- welcoming body language (O-CCG)

« finding common ground

« sharing information about oneself

- demonstrating awareness/knowledge of Aboriginal culture

- where appropriate, working effectively with Aboriginal cultural mediators such as an interpreter

- where appropriate, using humour
- recognising verbal and non-verbal patient cues for the social yarn

Diagnostic Yarn

Key skills:
- active/deep listening to the patient’s story (O-CCG)

- facilitating the patient’s story e.g. through sensitive/responsive open-ended questioning (O-CCG)

- use of silence (O-CCG)

- recognising verbal and non-verbal patient cues (O-CCG)
- validating the patient’s perspective (O-CCG)

« summarising, prompting, and clarifying (O-CCG)

- demonstrating empathy (O-CCG)

Collaborative Management Yarn

Key skills:
« understanding what the patient knows about their health issue (O-CCG)
« explaining health information without medical jargon (O-CCG)

- using explanatory aids such as stories, metaphors, visual aids and online resources (O-CCG)
- checking-in with what the patient understands and will take-away with them (O-CCG)

that clinical communication skills are most effectively
taught using active learning strategies such as role-play,
reflective feedback, and small group discussion [20, 21].
Learning objectives, learning modules, and education
methods were initially drafted by two team members (IL,
WF) and refined through discussion with the expert con-
tent group.

The learning objectives, learning modules, and
methods are outlined in Table 2. Modules 1-4, and
module 5, were delivered in two, 2-hour sessions. A
professional filmmaker was engaged to record short
audio-visual and audio case studies to support learning
activities. These included Aboriginal community mem-
bers describing health care communication experiences,

Table 2 Clinical yarning modules, learning objectives, and education methods

Modules Learning Objectives Education Methods
Module T - Describe the benefits of effective clinical communication. Didactic presentation
- Understand why improving communication in Aboriginal health care  Small group discussion and feedback
is critically important. Video analysis and feedback
« Describe common communication barriers for Aboriginal people
in health care.
- Understand the relationship between Clinical Yarning, cultural secu-
rity, and patient-centred communication.
Module 2 - Describe skills for effective communication in Aboriginal health care.  Didactic presentation
Video analysis and feedback individually and in small groups
Module 3« Describe the Clinical Yarning framework Didactic presentation
Paired discussion and feedback
Video analysis and feedback individually and in small groups
Module 4 - Identify the skills used in Clinical Yarning practice Didactic presentation
Video analysis and feedback individually and in small groups
Demonstration and feedback
Module 5 - Demonstrate Clinical Yarning approach to patient communication Simulation learning with Aboriginal community member simula-

tion patient using Agenda Led Outcomes Based Analysis (ALOBA)
method
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patient-practitioner health care consultations, and
simulated examples of Clinical Yarning in health care
consultations. Module 5 included simulated learning
with Aboriginal simulation patients. These were Abo-
riginal community members (one male, one female) who
received training in the Clinical Yarning model, the role
of a simulation patient, and orientation to simulation
scenarios. Module 5 applied the Agenda Led Outcomes
Based Analysis (ALOBA) method [20], an approach and
set of strategies for analysing and giving feedback in
clinical communication experiential learning. ALOBA is
learner-focused and aims to create a safe learning envi-
ronment to improve communication skills.

Evaluation

A mixed method evaluation was undertaken in order
to explore the impact and processes of delivering Clini-
cal Yarning Education to health care clinicians and stu-
dents in a remote/regional area of Western Australia. The
evaluation also sought to understand the perceptions of
health care managers about the program and possible
future implementation.

Sites, Participants and Interventions.

Five project sites were identified including the public
health service (in the areas of: mental health, emergency
care, remote health service), an Aboriginal Community
Controlled Health Care Service, and health students on
rural placements with the university department of rural
health (Table 1). Participants in health services were staff
who delivered clinical or support services to Aborigi-
nal patients and/or students on placement. Staff either
choose to attend the education program (emergency care,
Aboriginal Community Controlled Health Care Service),
or were part of a health team that had nominated to par-
ticipate (mental health, remote health service). For stu-
dents, it was part of their placement program (student
placement).

Evaluation - program learners

Mixed methods were used to examine the impact and
processes of the Clinical Yarning Education program.
Changes in learners’ perceived knowledge, confidence,
competence and perceptions about communication
in Aboriginal health care were ascertained using a ret-
rospective pre-post questionnaire survey [22, 23]. Fol-
lowing program completion learners rated themselves
before the workshop (five item scale: 1=Ilow, 5=high),
and then after. Retrospective pre/post evaluation, meas-
ured at one point after the program, are reported to
have higher validity than before/after measures because
they account for changes in participants’ perspective
that might occur because of the intervention, known
as response shift bias [22, 23]. The survey included
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demographic information (age, profession/student, pre-
vious cultural training experiences, Aboriginality) and
level of agreement about program processes: how help-
ful learning activities were, the amount of time, how
helpful for practice, and whether learners would recom-
mend the program to others (five item scale: 1 =strongly
disagree, 5 — strongly agree). The survey also included
open-ended qualitative questions asking learners what
was most useful about the program, and what could be
improved (Appendix 1).

Evaluation - health service managers

Qualitative semi-structured interviews were under-
taken with health service managers from each site (1-2
people per organisation), who were department, section
or health service team leaders from participating sites.
Health service managers had not participated in the Clin-
ical Yarning education but were directly responsible for
managing staff who attended.

Interviews focussed on perceptions about the Clini-
cal Yarning education program, current cultural train-
ing opportunities, the feasibility of future delivery of the
program and support resource considerations. Interviews
were supported by an interview guide (Appendix 2).
Where consent was obtained interviews were recorded
and transcribed. When participants did not want to be
audio-recorded, written notes were taken.

Data analysis
Quantitative data from pre post retrospective program
questionnaires was entered into SPSS (IBM SPSS Statis-
tics for Windows, Version 24.0) and descriptive statis-
tics, including the mean, standard deviation and median
for each questionnaire item, were calculated. Difference
in pre post retrospective scores for all participants were
determined using Wilcoxon Signed Rank Test.
Qualitative data were transcribed into Microsoft word
and imported into Nvivo (version 11, QSR International)
for data management. Qualitative data from survey open-
ended survey questions were grouped into theme areas
and enumerated. We were interested in the perspective
of learners, the processes and outcomes of learning and
ways in which the program may be improved from their
perspective. We were particularly interested in what
processes were effective for learning and why, and what
could be improved. Qualitative interviews with health
service managers were transcribed, read, and a thematic
analysis undertaken informed by a qualitative descriptive
approach. This approach aims to provide a “rich, straight
description” of an experience or event [24]. When explor-
ing the perspectives of health service managers, we con-
sidered their perspectives about Clinical Yarning, its role
in staff development within their workplace, and the
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feasibility and considerations for further implementation
of Clinical Yarning Education.

Qualitative data were reviewed by two researchers
(IL and WF) who initially reviewed qualitative data and
undertook a thematic analysis independently. The ini-
tial analysis framework was informed by the objectives
of the interviews. Following initial independent analy-
sis, two researchers (IL and WF) met and discussed the
preliminary coding framework. Following discussion,
the framework was adapted. Two rounds of analysis and
coding was undertaken. Then, a written summary of find-
ings was developed and provided to the research team.
The research team acted as a ‘critical friend’ by critically
reviewing the emerging findings and underlying data
supporting the findings. Following this step, a final sum-
mary of findings was developed.

All methods were performed in accordance with rel-
evant guidelines and regulations including the Declara-
tion of Helsinki and Australian Government National
Health and Medical Research Council, Ethical conduct in
research with Aboriginal and Torres Strait Islander Peo-
ples and communities [25].

Results

Participant evaluation

Six workshops were delivered to staff from the five
sites. Thirty-eight participants undertook training, four
training participants were called away urgently during
workshops (e.g. were rostered on-call for health care
emergencies) and did not complete an evaluation. Data
are presented for 34 participants (89%) who completed
the entire Clinical Yarning education program and pro-
gram survey. Most participants were from mental health
services, and this group included social workers, coun-
sellors, outreach workers in community alcohol and
drug services, diversion officers, and support workers
(Table 3). Eight participants identified as Aboriginal and
26 participants had undertaken previous cultural train-
ing (see Table 3). Cultural training had been undertaken
most commonly in the workplace (nine participants,
26%) or online (five participants, 15%). Two participants
(6%) had completed cultural training overseas, in Canada
and New Zealand.

There were significant improvements in retrospective
self-rated communication skills in Aboriginal health care
from before (M=3.2, SD=1.0, Md=3) to after (M =4.2,
SD=0.7, Md=4) the workshop (z=4.85, p=.000). Sig-
nificant improvements were also noted in self-rated
communication ability (before: M=3.2, SD=1.0,
Md=3, after: M=4.3, SD=0.7, Md=4, z=4.654,
p=.000), confidence in communicating with Aborigi-
nal patients (before: M=3.3, SD=1.2, Md=3, after:
M=4.2, SD=0.8, Md=4, z=3.841, p=.000), knowledge
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Table 3 Participant sociodemographic characteristics

Participant characteristics N=34
N %

Study site

Mental health 12 35

Aboriginal Medical Service 4 12

Emergency Department 5 15

Rural university 6 18

Remote health service 7 21
Sex

Female 29 85

Male 5 15
Age?

18-40 15 44

41-60 16 47

61-80 2 6
Aboriginality

Yes 8 24

No 26 76
Health profession

Mental health 13 38

Medical 5 15

Student 6 18

Nursing 7 21

Aboriginal health practitioner/liaison officer 2 6

Dentist 1 3
Previous cultural training

Yes 26 76

No 8 24
bif yes, type of cultural training

University 4 12

Work place 9 26

Online 5 15

Overseas 2 6

Unknown/Other 3 9

2 One missing value

b partcipants could list more than one cultural training type

about communication in Aboriginal health care (before:
M=3.1, SD=1.0, Md =3, after: M=4.2, SD=0.7, Md =4,
z=4.556, p=.000) and perceived importance of com-
munication training (before: M=4.1, SD=1.1, Md=3.5,
after: M=4.8, SD=0.5, Md =4, z=3.272, p=.001). These
are displayed in Fig. 2.

Perceptions about the program

Participants had high levels of agreement regarding
the helpfulness of learning activities (M=4.7, SD=0.5,
Md=5.0), the amount of time of the workshop (M =4.5,
SD=0.8, Md=5.0), the helpfulness for practice (M=4.7,
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SD=0.5, Md=5.0), and whether they would recommend
to others (M=4.9, SD=0.3, Md=5.0). These are dis-
played in Fig. 3.

Participant perceptions about what was most useful
about the program and what could be improved are illus-
trated with examples of qualitative data from open-ended
survey questions in Table 4. The most useful aspects
were the simulation/interactive aspects of the program,
“all of it’, group/peer interaction and audio-visual learn-
ing resources such as videos. There were fewer sugges-
tions for how to improve the program than suggestions
for what was found to be useful. Most suggestions related
to changes or additions to the simulation activity, most
commonly that simulation scenarios addressed partici-
pants’ area of health care practice. Other common sug-
gestions were ‘nothing’ and to offer follow-up or further
training opportunities.

Interviews - health service managers
Six health care managers, at least one from each health
site, were interviewed. Managers had professional

backgrounds in medicine, nursing (three partici-
pants), social work, and Aboriginal health. Five
interviews were recorded and transcribed verba-
tim. One health service manager preferred not to
be audio recorded and written notes were taken.
Interviews lasted between 20 and 40 min. Interviews
were centred around three major themes; (i) existing
cultural training, (ii) about Clinical Yarning, and (iii)
future implementation considerations. Key findings
related to each theme and subtheme are presented
below with examples of illustrative statements in
Table 5.

Existing cultural training

Health service managers from the state government
health service indicated that, with the exception of
a generic, mandatory online cultural training pack-
age for all state government health care employees,
face-to-face cultural training was ad hoc in nature
and delivered by Aboriginal staff when a need arose,
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generally only if there were Aboriginal staff within the
department (Table 5:1). Most participants indicated
that online cultural training did not meet the needs of
clinicians because of its general nature, with some par-
ticipants questioning the relevance to clinical practice.
This contrasted to the Aboriginal Community Con-
trolled Health Care Service which provided regular
face-to-face cultural training (Table 5:1, participant 2).

About clinical yarning

Participants discussed two subthemes, relating to the
Clinical Yarning concept, and the Clinical Yarning
training.

Participants were universally supportive of the Clini-
cal Yarning concept. A common theme was that Clini-
cal Yarning addressed a current gap; including both a
gap in communication between Aboriginal patients and
clinicians and a gap in existing cultural education. The
uniqueness of the Clinical Yarning approach was high-
lighted as filling this gap (Table 5:2a).

A second substantive subtheme related to the Clini-
cal Yarning training provided. All participants reported
strong positive feedback about Clinical Yarning training
from staff within their areas (Table 5:2b). About half of
participants highlighted positive feedback received from
staff, including the practical focus of training, and that a

skills-based approach to training was considered useful
for clinical practice (Table 5:2c).

Future implementation considerations

All participants strongly supported continued delivery
of Clinical Yarning education. Opportunities for future
implementation included offering alternate training
options, a train-the-trainer model, and partnerships.
Challenges related mainly to staff shortages and tran-
siency, especially in remote regions.

Some, but not all participants, indicated that having
alternate training options would be helpful, especially the
option for part of the training to be offered via eLearning.
The flexibility of eLearning was seen as useful to some
learners, especially those in remote areas (Table 5:3a).
Others highlighted that eLearning was only useful if
accompanied by face-to-face, practice-based training as
well (Table 5:3b), whilst one participant exclusively sup-
ported face-to-face training instead of a combination of
eLearning and face to face training (Table 5:3c).

A train-the-trainer model, in which staff from within
health care services were trained and supported to deliver
Clinical Yarning education programs ‘in-house; was high-
lighted by most participants. Some of the benefits dis-
cussed included building the capacity of Aboriginal and
non-Aboriginal staff to deliver in partnership, and being
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Table 4 Participants responses to “what did you find most useful?” and “how could the program be improved?’, the number of

responses and illustrative statements

Most useful about the program Number of respondents

(total no=34)

Simulation/practical learning aspects 15
All/Everything 5
Peer/group interaction 4
Audio-visual learning resources 4
Self-reflection 3
The Clinical Yarning Framework 2
Expertise/skills of facilitators 2
Cultural awareness 1

What could be improved Number of respondents

Modifications/additions to simulation scenario 5

Nothing 5
More training/follow up session 4
Greater detail 3
More videos/examples 2
More time 2
More practice 1

Illustrative statements

Role playing - both challenging but very useful

Second session role play, watching then reflecting/ discussing as a group was
super educational as visual learning is most effective (for me). - Able to apply
theory and see do’s and don'ts.

All of the session
All of it

being critically assessed in front of peers
The level of expertise from all different backgrounds

most useful was video examples & reflection & simulated patient exercise

reflect on my current strategies & be mindful of improvements | could make to
my communication style, questioning

Being provided with a framework to base my discussion/ communication with
Aboriginal patients and putting it into practice.

The knowledge provided & experienced shared

Importance of cultural awareness and importing overseas trained doctors and
local doctors being exposed and educated to local customs and traditions.

lllustrative statements

Allowing a more realistic and specific setting - clinic/ community. Providing the
scenario prior the simulated session
More scenarios reflecting different backgrounds & issues

Excellent
I enjoyed it very much, found it very helpful and important

Made widespread and available to both new and old workforce. Made to be
mandatory
Maybe a follow up session to see how skills are used in “real” situations.

More topics to help facilitate social yarn - common talking points for Aboriginal
people; not having any exposure to communicating with Aboriginal people, |
felt unsure what to talk about.

Breakdown of each area to more steps — explain Social Yarning ice breakers

Perhaps real life stories from Indigenous people of negative experiences regard-
ing - social, diagnostic and management yarning for stronger understanding.
(There is effect in hearing stories from people you know/ work with/ in front of
you compared to a clip acted out). Learnt more than expected! Thanks!)

More time to allow for further discussion
More practice sessions

able to meet training needs ‘self-sufficiently’ (Table 5:3d).
This could be enhanced by ensuring adequate support for
trainers and linking training of Aboriginal staff as Clini-
cal Yarning facilitators to a recognised qualification, such
as a Certificate IV in Training and Assessment offered
through Technical and Further Education institutions.

Half of health managers interviewed discussed the
importance of identifying the right person for a trainer
role. Some participants readily identified specific people
from within their workplaces who they felt were suitable,
whilst others highlighted how identifying the right per-
son could be a challenge (Table 5:3e).

Participants identified a number of strategies to sup-
port future Clinical Yarning education programs. Sug-
gestions included Clinical Yarning as a key performance
indicator, including as part of orientation for new staff,

or including within existing training systems/approaches
such as professional development programs (Table 5:3f).
Although some suggested mandating Clinical Yarning
training for all staff, making a program “mandatory” was
viewed by one staff member as potentially off-putting.

A significant subtheme relating to future implementa-
tion was building partnerships and allies within health
care services. Participants recommended developing
partnerships at multiple levels; with managerial staff,
Aboriginal staff ‘on-the-ground, and identified leaders
from within health settings (Table 5:3g).

The primary challenge discussed related to staff resourc-
ing, especially in remote areas. These included transiency/
turnover of staff (if there were a train-the-trainer approach),
and the difficulty of scheduling training when staff are
required to work in low-staffed environments (Table 5:3h).
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Table 5 Themes and subthemes from interviews with health care managers, including illustrative statements as examples

1. Existing cultural training

Other than that (online cultural training), to be honest not really much else happens (Participant 5)
...that’s (online cultural training program) quite broad, it’s not particularly clinical. .. that’ just... generic for everybody (Participant 5)
We have cultural awareness training, which happens every month. That’s delivered by XXXX. (Participant 2)

2. About Clinical Yarning

The Clinical Yarning Concept

2a.

There is a big difference in the communication style between clinicians and Aboriginal patients and the information that Aboriginal people need (Participant 1)

It was something that was never heard of before to be honest. You know it doesn’t come through medical school, it doesn’t come through you know your junior doctor
training or anything. So it's completely new. .. So it's something that we just don't get any sort of exposure to. So yeah, no, | thought it was good, because I've never seen it
before. (Participant 6)

Clinical Yarning training

2b.

...there’s been positive feedback. So, there’s nothing here that's come back negative at all. So, they do feel that it was worthwhile and that they're glad that they did it, yes.
(Participant 2)

2¢.

So, I think the practical component is a big emphasis on making them feel secure in the workplace and actually giving them those skills to actually defuse situations that
they're faced with, and how to communicate more effectively with the client. Because sometimes they're taught about asking questions that are in a care plan, but there’s a
way of asking those questions to people to get a better response. (Participant 4)

The staff who have done it really have found it very helpful, and practical actually for what we do with our clients. (Participant 5)

3. Future Implementation Considerations

Training options

3a.

ELearning gives options to our staff who are out in outer regions who can't get in to town to do it. | think in this day and age we do need to have a few different options for
training. (Participant 5)

3b.

One thing - good thing that computer training is very good at, is repeating the same information over and over again, and people can do it at their leisure, and then being
able to do the practical stuff face to face. (Participant 3)

3c.

Yeah, look I'm in two mixed minds about that sort of half online half practical stuff.| mean a lot of our courses seem to be going down that way of doing, you know, some
of I suppose the bookwork online and then reducing the face-to-face time. | think some people respond to it. Some people don't respond to the online stuff. They don't do it.
They put it off and when they do they just click next, next, next, next, next and don't bother actually reading it. (Participant 6)

Train-the-trainer model

3d.

The partnership model of facilitation (with an Aboriginal and clinical facilitator) works well. (it) benefits Aboriginal staff because it is not just them saying there is an
issue... (it) increases the confidence of Aboriginal staff to talk up about issues (Participant 1)

The more we can do at home base the more Id support it. So, to have a local person trained effectively to deliver this training to me would be beneficial, because the chal-
lenge we have is that we depend a lot with other training on people coming out. .. So, the more self-sufficient we can be at the workplace the better it works for us really
(Participant 4)

3e.

I know you met [staff member] who's our Aboriginal liaison officer. | know she’s very keen on cultural awareness training and any aspects of that..... So for somebody,
forexample, like her that is an Aboriginal person that's talking about Aboriginal issues and part of her role is facilitating and educating Aboriginal people to come to
their medical appointments and supporting them to do so - somebody like her would be a key component to have as a trainer to provide ongoing education to our new
employees as part of their orientation to site. (Participant 4)

I mean we might be lucky, if you put it out there then you might find someone who is really keen and wants to take it on, but | wouldn't count on that. (Participant 6)

Future Implementation Considerations

Opportunities

3f

We could introduce it at orientation level. Locums who come visit us all the time, you may have a shortened version that we could introduce to the locums at orientation.
Bearing in mind that they are maybe here for a week or two weeks but we do need to have the first half a day for locums to be training. That could be slotted into some-
thing that is mandatory orientation. (Participant 2)

Implementing CY would be helped if mandated through regional executive or WACHS board. .. maybe as a KPI.... this would add weight and reduce barriers (Participant 1)
34

I think good engagement with the Aboriginal workers on the ground is really useful, because they're the ones that will be promoting it in the service, and they'll know, when
you're having that conversation, they're able to draw on that when they're having the corridor conversations, or the clinical reviews, as well, in that process. Some top-down
support doesn't hurt either, as well. (Participant 3)

[Senior manager] would be a good ally locally (Participant 1)

Challenges

3h.

I think one of the main hurdles for us will be our transiency of staff because that’s something that we have to take into consideration, that whoever might be chosen to do it
now we've always got to have good succession planning in place for those people should they choose to move on. (Participant 4)

I'mean [ think the problem you're going to have once you go to the smaller sites is a problem we have here, is just getting the staff off the floor to attend. We're lucky we've
got slightly more staff so we have more staff off-duty who can come in. You go to [remote site] or somewhere like that where there’s only four or five docs, you're basically
going to have to deliver it almost one-on-one or one-on-two, because the other two will be working. Then try and get them when they're not on days off and going away
somewhere and all that. Logistically it just becomes challenging. (Participant 6)
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Discussion

Clinical Yarning is a patient-centred communication
framework for Aboriginal health care. This study adds to
recent evidence [37], from the perspective of HCPs and
health students, for a Clinical Yarning education pro-
gram. Whilst there is more research to do, results from
this study provide a foundation for further implemen-
tation work and investigation of the impact of Clinical
Yarning on health care practice, the health care experi-
ences of Aboriginal people, and health outcomes.

The Clinical Yarning educational program developed
in this project was underpinned by several important
principles. Firstly, cultural security was an over-arching
principle that ensured the project did not compromise
the ‘legitimate cultural rights, views, values and expecta-
tions of Aboriginal people’ [26]. In practice this was seen
as close partnerships between Aboriginal and non-Abo-
riginal people at each stage and level of the work within
and beyond the research team, resulting in co-design of
project materials. The research group included expertise
in Aboriginal culture, Aboriginal health research, clinical
practice, and patient-centred communication and educa-
tion. Educational workshops were co-facilitated by staff
with Aboriginal cultural knowledge and health care clini-
cal practice. Given that Clinical Yarning is an approach
used at the interface between Aboriginal people and their
interaction with the health care system, principles of cul-
tural security, partnerships, co-design and co-facilitation
are essential for future Clinical Yarning implementation.

The training workshop applied evidence-informed
education principles for delivering patient-centred com-
munication skills training. These principles, includ-
ing behavioural skills-based learning strategies that
were interactive, involved role-play, feedback, and small
group discussion [20, 21] and based on an adult learn-
ing approach [19], were highly valued by participants.
Simulation learning with Aboriginal community mem-
bers who were trained as simulation patients was also
valued by participants and recommended when training
clinicians in patient-centred communication skills [10].
Participants suggested that simulation learning could
be enhanced by including simulation scenarios specific
to the work of clinicians being trained. Clinical yarn-
ing training tailored to a specific area of health care has
recently been reported in the area of persistent pain [27].

Communication is at the heart of culturally safe health
care [28] and most interventions to improve cultural
security/safety in health care involve education. Con-
temporary cultural practice frameworks are multidi-
mensional and include practitioner attitudes and values,
skills, knowledge/experiences, and actions [29]. To our
knowledge, Clinical Yarning is the first culturally ori-
ented education program that applies a skills-focus to
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cultural practice. Clinical Yarning education is not cul-
tural awareness/safety/competence training although
the focus on skills could compliment cultural awareness
training that addresses knowledge, attitudes and values.
This approach is embedded within student programs at
the Western Australian Centre for Rural Health, Aus-
tralia, in which students on rural placement attend local
cultural training, ‘Miyarnuwimanha’ and then Clini-
cal Yarning training [30]. This approach has also been
recently reported amongst pain clinicians in Queensland,
Australia, in which a training program that included first
cultural capability, and then Clinical Yarning was imple-
mented [27].

Implementing new approaches in health care can be
challenging. In our study further implementation of Clin-
ical Yarning was supported by all health service manag-
ers who were interviewed. To facilitate implementation,
flexible training options such as eLearning for part of
the training, training Clinical Yarning facilitators from
within health care services in a train-the-trainer model,
and incorporating Clinical Yarning into existing orienta-
tion or professional development programs was recom-
mended. Another enabler highlighted was to adopt a
multilevel approach by engaging and building alliances
at both clinician and managerial levels within health ser-
vices. These factors will form the basis of future inter-
ventions. Additional considerations include systemic
and organisational factors such as supportive policy,
committed leadership from within health services, user
engagement (i.e. involvement of Aboriginal consumers),
organisational readiness, delivery across multiple sites,
and use of audit and quality improvement approaches
[31, 32].

A limitation of these findings is that our evaluation
only focussed on the perspective of health practitioners
and ultimately, understanding the effect on health care
practice, the patient experience and health outcomes
is ideal. Whilst like ours, some clinician training inter-
ventions to improve patient-centred communication
are a half a day or less, they also included other inter-
ventions to change practice behaviours such as clinical
tools and reminders [33, 34]. Other communication
training interventions are longer, such as 3-4 days in
total [35, 36]. Further investigation to understand what
‘dose’ of Clinical Yarning education is needed to influ-
ence practice and what supportive tools may assist is
needed. Future implementation research should include
an investigation of health system, health service and
clinician barriers and enablers to uptake of the Clini-
cal Yarning approach and Clinical Yarning education
program so interventions can be developed address-
ing these. The program was delivered in one region and
how it translates to elsewhere is unknown, although the
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experience of investigators and recent research sug-
gests that Clinical Yarning translates to other areas in
Australia [37]. Finally, we do not know to what degree
participants represent those who are self-selected and
more open to training of this nature. However, results
were consistent across the different health/university
settings, included participants who had, and who had
not received previous cultural training, and there was
strong alignment between program participants and
health care manager perspectives. This supports the
generalisability of outcomes, although further investiga-
tion is needed.

Conclusion

A four-hour, face-to-face, skills-based Clinical Yarning
education program delivered to clinicians and students
from varied health care professions resulted in increased
self-reported skills, ability, confidence, and knowledge
about communicating in Aboriginal health care and was
well received by participants. The program was also val-
ued by health care managers. Future implementation
into health care could consider flexible learning options
for part of the program (such as eLearning) and a train-
the-trainer approach to train health service staff as Clini-
cal Yarning facilitators. This study provides preliminary
support for the Clinical Yarning education program and
provides the foundation for further examination of this
model.
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