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Abstract

Background Colonial mechanisms continue to inflict trauma on Aboriginal and Torres Strait Islander peoples, the First
Nations peoples of Australia. Consequence of this trauma is a disproportionately high rate of cancer mortality experienced
among First Nations peoples and inequities in access to cancer services that are culturally responsive. There is a critical
need for cancer care that supports First Nations peoples’ holistic health and wellbeing. Engagement with First Nations health
staff is a known element of culturally safe healthcare, however the experiences of and challenges facing First Nations staff
working in cancer care are unclear.

Method Conducted as part of the What Matters to Adults Implementation (WM2A-Implementation) study, this paper pre-
sents the findings of a participatory approach to explore the experiences of four First Nations Health Professionals (FNHPs)
providing holistic cancer care for First Nations peoples within cancer services located in public hospitals. Ten Yarning Cir-
cles were conducted by a First Nations researcher over a 12-month period. All were transcribed and a Knowledge Synthesis
method employed a reflexive thematic analysis approach.

Meaning making.

FNHPs shared their experiences of working in a complex, highly pressured, and sometimes adverse space. FNHPs worked
to support and advocate for their patients, create culturally safe spaces, and support and guide colleagues to the provision
of culturally safe, patient-centred cancer care. Our knowledge synthesis revealed six intersecting themes that encapsulate
their experiences: holding space; advocacy for patients, incorporating First Nations ways, serving your community; being
everything to everyone; and the stigma of the role.

Discussion These findings have implications for guiding cancer services to create an environment where First Nations staff
are respected and given adequate resources, space, and support to deliver culturally grounded and supportive care to First
Nations patients and their families. Specifically, services need to recognise the value of FNHPs in patient-centred care; bal-
ance this value with the burden on FNHPs; foster greater inclusion of First Nations culture and knowledges in mainstream
healthcare; and actively focus on reducing racism and stigma facing FNHPs.
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Introduction Ongoing colonial processes continue to substantially impact

the health and well-being of First Nations peoples, result-

Before the British invasion and colonisation of Australia,
Aboriginal and Torres Strait Islander peoples (hereafter
respectfully referred to as First Nations peoples) thrived
physically, mentally, and spiritually for millennia. [1]
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ing in lower life expectancies than their non-First Nations
counterparts. [2, 3] Cancer is now the leading cause of death
for First Nations peoples in Australia, and the gap in can-
cer mortality between First Nations and non-First Nations
Australians is widening. [2] The widening cancer mortality
gap between First Nations and non-First Nations Austral-
ians is rooted in the legacies of colonisation. Such legacies
are evident in the numerous barriers First Nations peoples
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experience at every point on the cancer care continuum.
[4] First Nations peoples experience low cancer screen-
ing rates; [4] late cancer diagnosis; [5, 6] and high rates
of comorbid illness. [6] Contributing factors include: high
levels of reported racism; [7] validated mistrust of medical
institutions; [8, 9] urban-centric treatment facilities; [4, 10]
language and cultural differences from care providers; [4-6,
8, 11] and substantial economic, health and social disadvan-
tages [12].

There is a critical need to provide cancer care that is both
clinically effective and culturally inclusive, respecting the
diverse and holistic well-being of First Nations peoples [7,
13, 14]. First Nations health staff are a critical element of
culturally safe healthcare, as they bring culturally-informed
knowledge, connection and skill to service delivery [15].
The presence of First Nations staff is an embedded element
of the Cultural safety in health care for Indigenous Austral-
ians: monitoring framework. [16] However, First Nations
peoples are significantly underrepresented in the health
workforce, which suggests many First Nations peoples may
have unmet health, cultural, emotional and social needs
when accessing cancer care [17].

There is increasing attention on building representation of
First Nations peoples in the health care workforce [17-20].
The recently published Australian Cancer Plan emphasises
the importance of culturally safe care and the role of First
Nations health professionals in achieving better cancer out-
comes for First Nations communities [19]. Furthermore, the
Aboriginal and Torres Strait Islander Cancer Plan identifies
the need to engage, recruit and retain a strong, skilled First
Nations health workforce, to prioritise leadership through
First Nations peoples and support their career development,
and to strengthen meaningful career progression pathways
for First Nations peoples [20]. Despite this there are well
documented barriers in achieving this, for example, First
Nations health workers experience the compounding impacts
of racism, cultural load, feeling undervalued, limited career
progression, and low remuneration [15, 21-23]. The hegem-
ony of Western practices in medical settings means that First
Nations cultural knowledge is often not valued, leading to
First Nations health staff feeling excluded and devalued
[24]. Similarly, the insidious systemic and personal racism
experienced by First Nations health staff contributes to high
rates of burnout and exiting the profession [25]. Further,
First Nations health staff experience increased cultural load,
as they themselves are part of the local community whilst
simultaneously providing care to the community through
Westernised structures [15]. These elements are magnified in
the cancer care setting, due to the complex technical, cultural
and emotional demands on its workforce [26]. While emerg-
ing research is exploring patient navigator programs for First
Nations peoples accessing cancer services [27], and suc-
cessful collaborations between First Nations and non-First
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Nations cancer staff [28, 29], there is little published infor-
mation about the experiences of First Nations staff working
in a cancer care setting [24].

Given the central role that First Nations staff play in
facilitating equitable access to culturally safe care and the
adversity experienced in these roles, it is essential to under-
stand the experiences of First Nations health professionals
(FNHPs) working in cancer care. In this paper, we present
the findings of a participatory, qualitative exploration of the
experiences of four FNHPs providing holistic cancer care
to First Nations Peoples in a public hospital setting over 12
months. This paper provides unique insights into the realities
of working at the interface of mainstream cancer treatment
services and First Nations communities as a FNHP. The
implications for cancer services and systems are explored
and recommendations for more effectively supporting the
FNHPs in order to strengthen cancer care for First Nations
peoples are provided.

Methods

This paper presents Knowledge shared by the four FNHPs
who were employed as field staff for the What Matters to
Adults Implementation (WM2 A—implementation) research
project. In this project, the research team partnered with the
Cancer Institute NSW, a pillar organisation within NSW
Health, providing the strategic direction for cancer control
in the Australian state of New South Wales (NSW), to pilot
the implementation of a newly developed wellbeing meas-
ure (the What Matters to Adults—WM?2 A) measure,[30,
31]. WM2 A is a 32-item culturally grounded measure that
captures holistic wellbeing across 10 dimensions: balance
and control; hope and resilience; caring for others; culture
and country; spirit and identity; feeling valued; connec-
tion with others; access; racism and worries; and pride and
strength. WM2 A was implemented over a 12-month period
in 2023-24 within eight cancer services across four local
health districts (LHDs) in NSW.

This component of the project used a participatory
approach to work in close collaboration with the FNHPs [32]
to explore and understand their experiences of administering
the WM2 A measure with First Nations peoples accessing
NSW cancer services over a 12-month period. While the
experiences of FNHPs were originally intended to be col-
lected in their relevance to the efficacy of administering and
implementing the measure, it quickly became apparent that
the wellbeing of FNHPs was a critical aspect of the success-
ful implementation of the measure. Given this situation, the
research team added a monthly Yarn with FNHPs, facilitated
by a First Nations researcher to create a culturally safe space,
to ensure that these Knowledge Holders could share their
experiences of working in mainstream cancer services to
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support the wellbeing of First Nations peoples with cancer
in ways that would enable Knowledge Sharing to highlight
the need for change.

Indigenist methodology

In accordance with Rigney’s Indigenist research methodolo-
gies, this qualitative study prides itself in its act of resist-
ance by contributing to First Nations peoples’ self-deter-
mination, privileging First Nations voices in the research,
and upholding political integrity and alignment with First
Nations liberatory values [33]. First Nations leadership
drives the study, ensuring the research reflects community
priorities and amplifies First Nations voices. By privileg-
ing First Nations knowledges, experiences, and agency this
approach upholds cultural sovereignty and challenges domi-
nant research paradigms, both of which are central to decolo-
nising research processes. The research terminology used
in this paper is intended to reinforce the positioning First
Nations knowledge holders as expert researchers, includ-
ing terms such as, shared knowledge, knowledge holders,
knowledge creation, knowledge synthesis, meaning making,
and knowledge sharing [34]. The project is First Nations co-
led, and has engaged, employed, and trained First Nations
researchers and health staff. The WM2 A Project Advisory
Group was engaged throughout the WM2 A Project and was
involved in guiding the development of the WM?2 A-Imple-
mentation Project, ensuring all research processes were ori-
ented towards First Nations ways of conducting research.
The Cancer Institute NSW partnered with the research team
for the WM2 A—implementation project, and their exist-
ing advisory and governance committees provided guidance
and input for the project: the Aboriginal Cancer Advisory
Group and NSW Aboriginal Cancer Strategic Partnerships
and Performance Committee.

Positionality

The project team is comprised of First Nations and non-First
Nations people with varied lived experience in the health
and research sector. As a team, we have worked collabora-
tively to orient our research towards, and prioritise and privi-
lege, the voices, culture, strengths, and wellbeing of First
Nations people. Each member within our team brings their
own unique history and perspective, and we collectively
acknowledge the importance of recognising this diversity
and how it impacts our work [35].

KA is a non-First Nations Australian senior researcher
experienced in conducting collaborative qualitative research
with First Nations researchers and communities. NH is a
proud Palawa researcher with experience in translating
healing-informed approaches and supporting the wellbeing
of Aboriginal and Torres Strait Islander peoples working

in health care. EE is a non-First Nations health practitioner
working in an Aboriginal Community Controlled Health
Organisation, and junior researcher, with research experi-
ence in First Nations cancer and wellbeing. GG is a Kami-
laroi woman and senior researcher with expertise in mixed
methods research and is passionate about achieving health
equity for First Nations peoples through a focus on cancer
and well-being research; she co-leads this WM2 A-Imple-
mentation study. RM is a proud Kamilaroi woman and an
Aboriginal Health Worker in Cancer, with a strong interest
in supporting equity in health and wellbeing outcomes for
our First Nations people. BC is a proud Wiradjuri women
living in Yuin nation and is an endorsed enrolled nurse and
healthcare worker. LF is a proud Ngurrubul woman with
Kamilaroi ties and a registered nurse working as a First
Nations liaison nurse supporting mob through their cancer
treatments in Gumbaynggirr country. CN is a proud Wirad-
juri woman, an Aboriginal Health Worker and Aboriginal
Cancer Care Coordinator advocating for patients’ medical
and cultural needs during their cancer journey. KH is a non-
First Nations senior researcher experienced in conducting
research with First Nations researchers and communities;
she co-leads this WM2 A-Implementation study.

Knowledge holders and knowledge creation

The WM2 A—Implementation project used a three-phase
implementation-evaluation, mixed methods design informed
by the i-PARIHS framework[36] to implement WM2 A into
the Cancer Institute Patient Reported Measures system in
eight cancer services across four LHDs. Four FNHPs were
recruited, one in each LHD, employed in part-time roles for
a 12-month period during the implementation phase of the
project. These roles were responsible for administering the
WM2 A measure to First Nations patients accessing cancer
services, including treatment and providing holistic support
for the wellbeing needs identified by the measure. The pro-
fessional roles of the FNHPs were registered nurse, enrolled
nurse, and aboriginal health workers. FNHPs were recruited
and employed through partner organisations: the LHDs and
cancer services.

During the 12-month implementation phase, monthly
Yarning Circles with FNHPs were facilitated by a First
Nations researcher (NH) experienced in supporting the
wellbeing of First Nations workforce using Yarning Circles.
“Yarning’ is a First Nations communication style that facili-
tates an exchange of knowledge and stories from a space
of connection, trust and respect [37] In research, Yarning
is a First Nations methodology that enables First Nations
ways of sharing and understanding knowledges to co-cre-
ate new knowledges to be privileged [37]. The purpose of
the Yarning Circles for this project was firstly, to support
the wellbeing of FNHPs implementing the measure and
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secondly, understand their experiences over the implemen-
tation period. A Yarning Guide was utilised to help guide
the FNHP Yarning Circles alongside prompts from the Yarn
facilitator (see Appendix 1). Each yarn included personal
and professional experiences when implementing WM?2 A.

Ethics

Our research was conducted in accordance with the National
Health and Medical Research Council’s (NHMRC) guide-
lines for conducting ethical research with Aboriginal and
Torres Strait Islander peoples [38]. The six core values out-
lined in these NHMRC guidelines for research with First
Nations Peoples are: spirit and integrity, cultural continuity,
equity, reciprocity, respect, and responsibility [38]. The aims
of embedding these values into research is to: respect the
shared values of First Nations Peoples; is relevant for First
Nations priorities, needs and aspirations; develops long-
term ethical relationships among researchers, institutions
and sponsors; and develops best practice ethical standards of
research [38]. This study embodies all of the core values out-
lined by NHMRC to achieve these aims. Our research team
is First Nations led, and majority First Nations comprised.
FNHPs are included as co-researchers in all aspects of this
research, including as Knowledge Holders, as participants
in the Knowledge synthesis process and in the translation of
this research in the written paper. The knowledge creation
and knowledge synthesis sessions were structured to create
a comfortable, accessible and safe space for FNHPs to share
their truth. This approach purposely ensured that the priori-
ties, needs and aspirations of FNHPs, who are the focus of
this piece of research, were able to be collected and reflected
in ways that are respectful and useful for guiding change in
hospital settings.

Ethical approval was obtained from the Aboriginal Health
and Medical Research Centre (1849/21) and the University
of Sydney Human Ethics Research Committee (2021/710).
Ethics ratification was given by the University of Queens-
land Human Ethics Research Committee (2022/HE000067).
Site-specific ethical approval was obtained for Coastal Net-
work, South-Western Sydney LHD, Mid North Coast Cancer
Institute, Bathurst Health Service, Dubbo Base Hospital and
Orange Health Service (2021/ETH12016). Informed consent
was obtained from all Knowledge Holders included in the
study.

Knowledge synthesis

Knowledge Synthesis of the FNHP Yarning Circles used an
iterative and circular First Nations method called collabora-
tive yarning methodology (CYM) [39]. Our research team
has used CYM effectively in a number of studies associated
with our broader body of work in First Nations wellbeing
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[40, 41]. CYM aims to privilege the voices of the First
Nations peoples who have contributed to the research and
is led by First Nations researchers. In the current study, the
CYM process included the four FNHPs as research team
members and knowledge holders. The Yarning Circles
were audio-recorded, transcribed verbatim and uploaded
into analysis software NVivol4 [42]. A reflexive thematic
analysis [43] approach was used to support a process of
knowledge synthesis. KA and EE reviewed Yarn transcripts
to arrange the shared knowledge from FNHPs into broad
themes. These themes, with supporting raw data, were col-
lated and shared with the FNHP group by the Yarn facili-
tator over two sessions. FNHPs reviewed and revised the
broad themes to further progress the knowledge synthesis
and shape and refine the final themes.

Results

Ten Yarning Circles were conducted with the four FNHPs,
employed across four LHD sites and eight cancer services
to administer the WM2 A measure to First Nations cancer
patients and support the wellbeing needs of patients. Yarning
Circles were held approximately monthly between March
2023 and March 2024. All Yarning Circles were facilitated
by a First Nations researcher (NH) and lasted between 60
and 135 min. The Yarns followed a characteristic Research
Yarn format with space and flexibility for Social Yarning and
Research Yarning to coexist [37]. FNHPs shared their sto-
ries and experiences with the facilitator, while also offering
guidance, affirmation and wellbeing support to each other.

Meaning making

The knowledge synthesis of the Yarning Circles transcripts
revealed that FNHPs’ experiences of supporting the wellbe-
ing of First Nations cancer patients are complex and highly
pressured, in both personal and professional capacities.
FNHPs must balance the responsibility of supporting the
diverse needs of patients and advocating for these needs to
be met by a Western health care system, often with non-
First Nations health professionals who have limited cul-
tural competency. The findings detail these experiences
and reveal how FNHPs navigate the conflicting elements
of their workplace, whilst striving to maintain integrity in
meeting their cultural responsibilities to their own communi-
ties. The following six overarching and intersecting themes
were identified through applying CYM to the Yarning Circle
transcripts:

1. Holding space
2. Patient Advocacy
3. Incorporating First Nations ways
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4. Serving your community
5. Being everything to everyone
6. Stigma of the role

Holding space

FNHPs commonly described their role as holding space
for patients within an unfamiliar and sometimes unwel-
coming context of hospital cancer care. The ability to hold
space was said to be underpinned by the development of
a strong and trusting connection between the FNHP and
the patient. The establishment of this type of meaningful
connection took time to develop and foster. It was impor-
tant that FNHPs demonstrated to patients that they were
genuine, caring, trustworthy and culturally sensitive to the
circumstances of the patient. Once formed, this connec-
tion allowed the FNHP to create and maintain a safe space
for the patient to share their concerns and circumstances
honestly and without judgement, which is a critical basis
for being able to address patients’ holistic wellbeing needs.

We’ve got to have that hold space. We definitely do
because it can’t be just about rolling out the meas-
ure, having that space for a yarn and a yarn can’t
Jjust take five minutes. [FNHP 2, Yarn 10]

You would see the patient at least three or four times
before you even do the survey or even consent to it ...
Because you know what mob’s like, they don’t trust
nobody. Unless they’re good with you, you're not
going to get nothing from them. [FNHP 3, Yarn 7]
So, you’re working with these people, you allocate
at least an hour with them when you first meet them,
because you don’t want to just go, “Hey, bye, see you
later,” because you’re not getting that connection.
[FNHP 3, Yarn 6]

Conversations between FNHPs and patients were often
highly emotional, for both the patient and the FNHP.
While these discussions sometimes occasioned sad and
distressing emotions, FNHPs felt that giving patients
the chance to share their stories and their realities with
someone who understood and could provide some sup-
port, during their cancer treatment journey, gave patients
strength and hope.

For FNHPs, the content of the WM2 A measure and
Yarns with patients that accompanied its administration
similarly brought up mixed emotions. FNHPs reflected
that the content of Yarns could be triggering, in the sense
that what the patient was going through, or their previous
experiences, could be mirrored in the FNHPs own personal
life and experiences. The opportunity for the patient to
bond and feel comfortable sharing their story could create
bidirectional comfort and healing.

But it was just so nice to see the connection. Yeah.
And it was just — I felt — I went home and said to my
husband, “I had a really good day at work today.”
[FNHP 4, Yarn 7]

In addition, administering non-First Nations-specific
patient-reported outcome measures with First Nations
patients can be challenging and, at times, overwhelming.
The language used to describe symptoms and distress, such
as terms like “nausea” can be difficult for patients to under-
stand. Additionally, these questions may place FNHPs in
uncomfortable situations and, in some cases, may be cul-
turally inappropriate, when it comes to Women’s Business
and Men’s Business (First Nations cultural roles, customs
and practices that are specific and sacred to females and
males, respectively). Working closely with First Nations
patients meant that FNHPs were often managing holistic
patient issues. These were noted to range from racist interac-
tions in a variety of settings, intergenerational traumas, and
tough times within families. FNHPs spoke about how these
interactions affected them personally, including prompting
them to reflect on their own familial and community experi-
ences, bringing up their own past traumas, or fuelling anger
towards the injustice of Western systems and society.

When you have a lot of trauma as well and you're
exposed to theirs, it kind of brings up stuff that you
suppressed. So, then you have kind of unpack that at
the same time. [FNHP 3, Yarn 1]

Advocacy for patients

Throughout the Yarning Circles, FNHPs outlined their roles
in guiding and advocating for patients. FNHPs saw them-
selves as a bridge between First Nations knowledges and
Western medical settings. This bridging allowed FNHPs to
be powerful advocates for their patients and to find solutions
for a variety of issues and difficulties patients were facing.

They know they 're missing something and they 're look-
ing for it and you're literally like the pathfinder and
you're bridging that there. [FNHP 3, Yarn 1]

What’s going on with them that they don’t want to talk
about it over the phone? Why aren’t they answering the
phone? There’s something else deeper going on than
just their treatment or their appointment. Something
else within the kinship of the family that’s going on.
And I find our Western clinical staff don’t always get
that. [FNHP 1, Yarn 1]

The doctor could see he wasn’t himself but wasn’t
aware of the background stuff. So that’s where you can
utilise your skillset to be able [...] to share that knowl-
edge with the specialist, with the consultants, with who
needs it. [FNHP 4, Yarn 10]
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Sometimes advocacy is needed for specific instances
due to inadequate and tone-deaf management of the patient
within the health service. In these cases, FNHPs would go
to great lengths to ensure that the patient’s concerns were
addressed appropriately, which sometime involved direct
petitions for action to aboriginal liaison officers (ALOs),
medical specialists, and senior medical directors.

I always validate them by saying, “I recognise that this
is an incredibly distressing time for you.” So, whilst
you're in the midst of working through that, I on the
other hand will be following up with the ALOs so that
they can provide some extra supports. And if they want
to complain, they can escalate it that way. [FNHP 3,
Yarn 6]

FNHPs described systematic barriers facing First Nations
cancer patients in Western health services that prevented
some clients from accessing care. They could see the dif-
ficulties that many patients face in attending their appoint-
ments, including home and family responsibilities, chal-
lenges with finance and transport, and the stigmatisation that
some First Nations patients experienced from medical staff.
FNHPs described hospital staff expressing ignorant and
or unempathetic attitudes towards non-attendance by First
Nations patients. FNHPs reported advocating for patients in
such circumstances, which often resulted in personal distress
for FNHPs.

They’ll go, ‘Oh, they didn’t attend four appointments,
they’re no longer our patient anymore.’ And it’s like,
‘No, no, no; you can’t do this’. [FNHP 2, Yarn 1]
When I do get calls from people, it’s because a patient
hasn’t showed up, but they’ve never referred this per-
son to me. But I'm expected to support them. And 1
keep saying, well, this isn’t an Aboriginal health issue,
this is a failure of the service. And I said, what is it
that you expect me to do to support you in this space?
You’ve not even referred him to me. [FNHP 3, Yarn 7]
I said, “At the end of the day, this is a human being
you're talking about. This is a wife, this is a husband,
this is a sister, this is somebody,” and not, “Oh, this
is a Stage 4 lung cancer patient with metastatic liver
disease.” [FNHP 3, Yarn 6]

And then education wise for staff, I think it really needs
to be drummed into a lot of clinical staff about kinship
[...] They didn’t attend their appointment, but there’s
other problems within the family. [FNHP 2, Yarn 1]

FNHPs described how they were able to advocate for
the patient in discussions with the clinical team, to ensure
that the patient’s preferences, personal circumstances, and
culture are considered in the treatment context. They also
flagged that they felt that patients are not always properly
informed by their treating specialists about the efficacy of
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treatment, side effects and their prognosis. The way in which
information was poorly communicated and not meaningfully
understood by patients caused much angst for FNHPs.

A clinician has a duty of care to their patient...treat-
ment ...shouldn’t be forced, they shouldn’t be giving
them false hope ... thinking that it’s going to prolong
their ... this is about giving patients the space to make
informed decisions around their care. [FNHP 3, Yarn
6]

[A patient] said to me, “So what’s my exact diagno-
sis?” And I said, “Multiple myeloma and it’s very
advanced.” So, he said, “How do I spell that?” And he
got in and he is doing a Google search and then he is
just sitting there quietly for a minute and then he goes,
“I don’t have cancer, do I?” And I said, “Yeah, you
do. It’s a blood cancer.” And he goes, “Oh,” nobody
has told him anything. [FNHP 2, Yarn 6]

As a trusted support person, FNHPs would often explain
and translate much of the Western medicalised language and
jargon that patients had difficulty understanding. Sometimes
FNHPs were also administering supportive care and psy-
chosocial measures to patients other than the WM2 A, and
they often found that patients were confused and troubled
by the questions included in these non-First Nations specific
measures.

I genuinely hate doing ESAS and DTs. [....] And I don’t
agree with them. I think they re inflicting more trauma
than they’re actually helping them. [FNHP 3, Yarn 4]
They identify in the wellness survey because when
you're talking about their worries, their anxiety, it’s,
I guess, their whole life and all the issues. Whereas if
you go, oh have you got any anxiety? And they’ll be
like, ‘What’s anxiety?’ I find that a lot. I have a lot of
people who go, “What’s anxiety?” [FNHP 3, 1, Yarn
1]

Incorporating First Nations ways

FNHPs spoke at length about the support they provide for
their patients. Appropriate care was said to include cultural
elements, acknowledgement of past traumas, and supporting
the whole person, not just their cancer. Providing such ele-
ments of care manifests in positive well-being experiences
of both the patient and the FNHP. FNHPs would often read
body language and non-verbal cues of the patient to deter-
mine their level of comfort and respond accordingly to help
patients feel more relaxed.

I had [a male patient] sit in the waiting room and |
said to my boss, “Can you just move him outside?”
She’s like, “What?” And I was like, “You can’t be sit-
ting there with everyone just staring at him; it’s mak-
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ing it worse. Can you please get him outside?” So, we
put some chairs outside. As soon as they automatically
put the chairs out, he automatically got up and walked
out. [FNHP 1, Yarn 1]

FNHPs were responsive to patient needs, demonstrat-
ing deep knowledge of First Nations’ experiences in health
care. They were able to provide culturally considered care
tailored to patient experiences, which was felt to increase
patients’ sense of safety. The foundational cultural bond
shared between FNHPs and patients formed the basis of a
trusting relationship in a health care context.

So just trying to be supportive of [female patient] when
she’s coming in clinic, because she gets a lot of anxi-
ety. And sometimes it’s just me sitting in there, having
a yarn with her and talking about mob stuff or what-
ever. [FNHP 3, Yarn 3]

They’ll come to me when—if she needs something
they’ll come to me. [...] It’s just like when you're ready
this is what we can do. [FNHP 4, Yarn 10]

FNHPs could understand and relate to the competing pri-
orities experienced by many of their First Nations patients
in addition to receiving cancer treatment. FNHPs were able
to provide holistic support to patients that respectfully con-
sidered these challenges.

I think, from her point of view, her real priority is just
creating memories with her grandson.’ Cause he’s only
six months old or so.” [FNHP 3, Yarn 2]

Serving your community

FNHPs spoke about the complexity of managing community
and cultural obligations to their First Nations patients, the
community-controlled health sector, and the First Nations
community more broadly. FNHPs were keenly aware of their
responsibility to do the best that they could for their commu-
nity, particularly with regard to ensuring patients received
culturally safe and holistic care. FNHPs spoke to their
unique position in being connected with their patients—who
are members of their own community—in ways that other
health professionals may not be. On one hand, this connec-
tion gave them greater insight into the experiences of First
Nations patients to better meet their healthcare needs. On the
other hand, FNHPs found that work and personal lives were
not so easily separated.

It’s one thing to leave work at work, but our work
comes home with us, regardless of whether we inten-
tionally leave it there or not... So as a result, our home
lives are affected, our relationship with our family gets
affected, but also our reputation in community gets
affected. [FNHP 3, Yarn 9]

It affects the way that I can go down the street and
run into people without people accusing me of letting
their cousin down. Even though we keep patient con-
fidentiality, I'm the only one in this position, so they
know that it’s me. And, yeah, it does take a heavy toll.
I have one person come up to me at the shops while 1
was with my kids, asking me what was happening with
such and such and I refused to talk about it. [FNHP
3, Yarn 5]

1 think [other staff] are seeing the role of the Aborigi-
nal Health Workers differently to what we see it. We're
not doing preferential treatment for anyone, it’s just
the way we are as Aboriginal people in cultural ways
and all that stuff. [FNHP 4, Yarn 10]

Whilst pressure was felt on a personal level, the ability to
support community members through their cancer journey
was also said to be a privilege.

If they’re not happy with the way that they were
treated, and they expect us — that’s the thing, they
expect us to do something about it. There’s a level of
responsibility that comes with that. [FNHP 3, Yarn 9]
And I know, like I said, I'm from this community, so if
I muck up, they’re going to tell me. [FNHP 4, Yarn 10]
And so, going back to the survey, and you're sitting
there and they’re sharing those stories and you real-
ise, “Oh, I've missed out on so much, this is bullshit.”
Like, it makes you angry and frustrated, but you also
know you’re really in a privileged situation because
you’re being exposed to these people who have got
these amazing stories and some of them are just down-
right hilarious and you just think, oh my God, this is
so good. Like, I wish I could record this and share this
because—and it makes your heart sink because you're
just like, oh my God. [FNHP 3, Yarn 1]

Being everything to everyone

Working in a First Nations-identified role within a hospital
was described as incredibly rewarding but also very chal-
lenging. Elements of the role, including patient advocacy,
working with and sometimes against Western systems, and
managing the colonial load and competing demands of the
workplace and community, were complex to navigate and
took a substantial toll on the FNHPs.

But it is difficult, it’s a difficult thing. I can honestly
say that, in my five months that I've been here, I can’t
see this being a career in terms of being an Aboriginal
Health Worker. It is heavy. [FNHP 3, Yarn 6]

FNHPs discussed their roles as being less defined than
other positions in the healthcare system. Given that these
roles are First Nations identified and culturally specific,
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FNHPs spoke to the experience of being pulled into any
issue that involved an identified patient, regardless of
whether the FNHP was linked with the client or not.

You are literally that link that the hospital and com-
munity needs. And there’s a lot of weight and pres-
sure that’s attached to that because you know that if
you're putting all that resource into that one person,
you’'re not going to get a good outcome. [FNHP 3,
Yarn 1]

This issue was felt keenly in the current project, given
FNHPs were hired specifically to deliver the WM2 A
measure and assist its implementation in cancer services.
FNHPs felt that they were often pulled into addressing
issues far beyond the scope of their role. Often, they felt
that this was to fill gaps in the system around providing
care to First Nations patients.

I'm also keenly aware that there are a lot of gaps
in the services, and I don’t feel that using an Abo-
riginal Health Worker to fill those gaps is probably
sustainable in terms of long-term planning. [FNHP
3, Yarn 9]

FNHPs shared that this often made them feel undervalued
in the cancer service, and that little effort was given by staff
to understand what the scope of their role was. FNHPs felt
that the default for most hospital staff is to direct any issue
involving a First Nations patient to them. They described
constantly trying to explain the scope of their role to other
staff, which they found exhausting and frustrating.

I’'m literally just the wastebasket of Aboriginality, it’s
insane. And I spent a lot of my time pushing back, so
letting social workers know what my scope of practice
is and defining those boundaries and explaining what
itis. [FNHP 3, Yarn 5]

FNHPs spoke about the need for greater clarity and
specificity in the roles to cater to the needs of First Nations
patients and reduce the burden on the few staff who are cur-
rently providing cultural support not only to the patient but
also to other health staff.

I should have been a nurse, then they can all back off
and leave me the hell alone because then they won’t
bug me about psychosocial stuff that clearly has noth-
ing to do with me, but yet somehow, because they are
Aboriginal, it does. [FNHP 3, Yarn 5]

In addition to being pulled in a variety of directions in
their role, FNHPs described carrying a great cultural load by
providing cultural support to First Nations patients, families
and communities, as well as cultural guidance to their non-
First Nations colleagues. They felt a great responsibility to
make the health system as culturally safe as possible.
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You hope that you can impart some wisdom and knowl-
edge to the consultants about the way that we approach
and support our mob in a more culturally safe way.
Because when they’re safe, we’re safe. We can go to
work, and we can be happy knowing that we're in an
environment that supports us. [FNHP 3, Yarn 8]

Stigma around the role

The role of FNHPs within the mainstream healthcare system
was discussed as not fitting within the Western understand-
ings of what a health professional does. FNHPs spoke to the
stigma they felt and the colonial load that existed around
their roles and the work they conducted within those roles.

Our people don’t like being inside, so we go out and
have a cuppa and have yarns out in the garden. We talk
about our families and how their sickness is hurting
them and their families. We makes plans, we share our
truth and we draw strength from each other. But the
people on the outside just see us being lazy and just sit-
ting around having a yarn and having coffees all day,
and then be subjected to comments like oh that must
be nice, I wonder how many patient they seen today.,
like it’s a competition. They don’t actually see the real
work that’s actually taking place. [FNHP 3, Yarn 9]

Cultural elements of care, like Yarning with patients,
seeking culturally appropriate spaces to meet with patients
outside of the hospital and time spent building rapport and
trust with each patient, were not felt to be valued by the
broader cancer care team.

But the same process applies when you're in the clinic.
You walk in, you see Aunt and Uncle and you're like,
what can I do for you? Can I get you a coffee? How
are you today? Have you got a social worker? [...]
you still get in there and you do what you normally do,
whether you’re out in community or not. It’s just they
think that what we’re doing is preferential treatment,
but it’s normal. [FNHP 3, Yarn 7]

Oh, they’ve seen me six times today and every time I've
been with like a different person, we’re sitting down
and having a Yarn. But like I said, the information, the
important information you can get from having a Yarn,
which like you said, like they said, can then be given
to the consultants, given to the specialists. [FNHP 4,
Yarn 10]

There was a strong sense that the roles of FNHPs were
caught in an irreconcilable dilemma. For while FNHPs were
expected to have all the answers and solve all problems fac-
ing First Nations patients, they also found that culturally
appropriate and trauma-informed approaches to building
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trust and connections with patients were frowned upon and
not understood or respected by colleagues and systems.

And it’s those connections that they actually rely on
us to keep [First Nations patients] in the service long
enough, so they can do the treatment, but yet we’re
also ridiculed for the very same thing. [FNHP 3, Yarn
9]

FNHPs described the urgent need for a more integrated
and multi-disciplinary approach to providing holistic care for
First Nations cancer patients that extends beyond the treat-
ment setting and does not rest solely on First Nations staff.

But they use you as a scapegoat. ‘Well, you need to
fix this.” I'm like, ‘No, we need to sit down and talk
together and see how we can fix this together.” ‘Cause
I don’t want them thinking that, it’s just an Aboriginal
problem. Let an Aboriginal person sort it. Like, this is
a community effort. And that responsibility shouldn’t
be just left on an Aboriginal health worker. And cli-
nicians should be getting involved too and actively
engaging in community to support them if they want
to close the gap. [FNHP 3, Yarn 7]

This reflects the sense of frustration and isolation felt by
FNHPs as supporters and advocates for First Nations peoples
in the health system and underscores the shared responsi-
bility of all staff to work towards addressing the inequities
experienced by First Nations peoples and not let this respon-
sibility fall only to FNHPs.

Discussion

This paper provides valuable insights into the strengths
of, and challenges faced by, FNHPs in delivering holistic
support to First Nations peoples with cancer. The longitu-
dinal participatory approach used in this study enables an
in-depth understanding of the knowledge shared by FNHPs
about their experiences as they navigate the intersection of
Western medicine and First Nations culture, priorities, and
the intergenerational trauma that the has been inflicted on
First Nations peoples at the hands of medical professionals.

The six intersecting themes that emerged through our
team’s CYM applied to the Yarning Circles with FNHPs
are individually not unique. They each align in various ways
with research conducted into the provision of healthcare for
First Nations people in other conditions and healthcare set-
tings. However, cancer care’s medical complexity, emotional
impact, multidisciplinary nature, and focus on prevention
and personalized treatment exacerbate the challenges in
keeping FNHPs culturally safe whilst providing culturally
appropriate and holistic care for First Nations people. The
relevance of our findings in guiding improved cancer care for

First Nations peoples are discussed and considered below,
around five key areas of implication for cancer care delivery.

Recognising the invaluable role of FNHPs in patient-
and family-centred care

The findings of this study highlight the vital contribution
that FNHPs can provide in the delivery of cancer care for
First Nations peoples that is truly patient- and community-
centred. FNHPs in this study created trusted and safe spaces
for patients to find some comfort during a highly stressful
and difficult time, and to share details of their lives and
experiences that impact their health, treatment, and well-
being. Such a trusting and safe space facilitated improved
communication and access to information, which in turn,
enabled patients to make informed decisions about their
condition, treatment options, rights, and support services.
Further, patients were afforded greater agency to determine
their engagement with treatment and demanded that health
services consider their cultural needs and preferences.

It was evident that the administration of the WM2 A
measure by FNHPs with cancer patients created a trusted
and safe space for patients to share their feelings, experi-
ences and challenges with staff. Our findings resonate with
existing evidence about the critical aspects of cancer care
that shape First Nations patients’ experiences, such as feel-
ing safe in the system, the importance of First Nations staff,
and effective communication [44]. Similarly, our findings of
the invaluable link that FNHPs provide between the health
service and First Nations communities have been demon-
strated in other health and geographic areas [45—47]. Moreo-
ver, the importance of patients’ trust in their health care
workers has been reported as a critical factor in culturally
safe care [48].

Balancing the value of and burden on FNHPs

Given the clear benefits of patient-centred and culturally
grounded cancer care that FNHPs can deliver, it is unsurpris-
ing that our findings highlighted the immense burden on these
roles to meet the needs of First Nations patients as well as the
expectations of the Western health system. The value of having
the WM2 A framework to guide these discussions with cancer
patients in the provision of culturally safe care for patients
is clear. However, an awareness of the burden on FNHPs of
administering the measure, in terms of time and emotional
toll, is also important to acknowledge. Ensuring that FNHPs
are supported and resourced within mainstream health services
to create these safe spaces for patients is critical in retaining
FNHPs and in the provision of appropriate and effective cancer
care for First Nations peoples. These insights illustrate how
and why burnout is so high among First Nations roles, and
the challenges of attracting and retaining First Nations staff in
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health care [17]. The need for greater clarity and delineation
around roles, responsibilities and expectations for FNHPs was
strongly called for by the knowledge holders in this study. In
order for this to be effective, FNHPs roles and responsibilities
must be clearly communicated to non-First Nations colleagues
in order to quell the practice of First Nations staff being the
catch all solution for supporting First Nations patients [45, 47].

Inclusion of First Nations culture and knowledges
in mainstream healthcare

The current study demonstrated the need for FNHPs to forge
culturally safe spaces within hospital setting for both patients
and staff which added substantial workload and emotional
toll on the FNHPs. Constantly fighting against a system that
does not respect First Nations culture and knowledge was
exhausting and debilitating for FNHPs, particularly when
this fight is in addition to the complexities and stresses of
providing support to First Nations peoples who are under-
going treatment for cancer. These experiences highlight
the exclusion of, and lack of acknowledgement and respect
for, First Nations culture in mainstream medical settings,
exemplifying the stress that this occasions for staff. [24]
While government plans and guidelines spell out the need
for First Nations culture and knowledges to be incorporated
in mainstream healthcare [13, 49], achieving this requires
large scale, sustained efforts to educate Australian health
staff, and the Australian public more broadly, about the true
history and ongoing impacts of colonisation, as well as the
wisdom and strengths of First Nations Australian cultures.

Eradicating racism and stigma facing FNHPs

The conflicting challenges faced by FNHPs of being a catch-
all for everything, while also feeling stigmatised in their
roles, again speak to the prevailing systemic and interper-
sonal racism in the health system, which leads to high rates
of burnout for FNHPs. Experiences of racism and stigmati-
sation in healthcare, for both staff and patients, are not exclu-
sive to cancer care nor to First Nations peoples [15, 50].
Previous studies highlight how mainstream staff construct
healthcare as impartial and that racism is not something that
is commonly or easily talked about in the workplace [50].
There is an urgent need for racism in healthcare in all its
forms to be discussed, highlighted and explored, in order to
make any tangible steps towards eradicating its pervasive
impacts on First Nations peoples working in healthcare.

Ensuring policy supports the well-being of patients
and staff

An increasing awareness of the important role of FNHPs
in cancer care is evident in the inclusion of references to
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FNHPs in health policy documents, such as the Austral-
ian Cancer Plan [19], the National Aboriginal Community
Controlled Health Organisation (NACCHO) Aboriginal, and
Torres Strait Islander Cancer Plan [20]. However, our find-
ings of the depth and variety of pressures experienced by
FNHPs providing culturally supportive cancer care expose
an urgent need for action to ensure that FNHPs currently
working in cancer care are more effectively supported to
retain them and that much-needed new FNHPs are not
deterred from working in this space. First Nations people
must guide this action to ensure that it truly meets their
needs.

Recommendations stemming from the Knowledge
Shared

The knowledge shared by FNHPs in this paper highlights
key areas that remain unaddressed to more effectively sup-
port First Nations peoples working in Australian health ser-
vices to provide culturally grounded care for First Nations
patients. We put forward the following recommendations
in response to the knowledge shared by the FNHPs in this
project.

Cultural safety training

The ubiquitous experiences of racism and stigma by FNHPs
highlight that current approaches to cultural safety training
are not having a tangible effect on the ground. Ongoing cul-
tural safety training that is grounded in critical self-reflection
to unveil and address unconscious bias, privilege and rac-
ism among non-Indigenous health workers has been shown
to facilitate a greater inclusion of First Nations culture and
knowledge in mainstream healthcare [51]. More effective
and holistic approaches to eradicate racism and stigma in
healthcare settings must be prioritised urgently responded
to. Moreover, engaging with patients and First Nations com-
munities in culturally sensitive and appropriate ways should
be the responsibility of all staff and clinicians, which must
be grounded in deeper understandings and respect for First
Nations culture and the processes of colonisation. However,
it is also recognised that clinicians are often not adequately
supported by the health system to engage effectively in cul-
turally safe care.

Currently, mandatory cultural training is limited to
annual online modules, with face-to-face training offered
infrequently and inconsistently. This is insufficient given the
nature of clinical roles, where high workloads and compet-
ing demands affect memory retention and sustained learning.
The issue is not that clinicians are uninvolved in care, but
that their engagement is often not culturally appropriate or
grounded in a deeper understanding of First Nations cultures
and the ongoing impacts of colonisation. To address this,
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structural transformation of the colonial health system is
essential to better support all staff—clinicians and non-cli-
nicians alike—in engaging meaningfully with First Nations
peoples.

Health departments should prioritise the delivery of cul-
tural safety programs at the frontline of care and appoint on-
the-ground cultural safety champions to support continuous,
embedded practice change. One example of such change is
the provision of protected time for all health staff to partici-
pate in culturally significant events such as NAIDOC week.
This would create opportunities for reflection, connection,
and strengthened commitment to culturally safe practice.

Education and management

There is an essential need for all staff and management
within mainstream cancer services to be educated about
the critical value of FNHPs in providing effective patient-
centred care. Accordingly, FNHPs require clearer, more
delineated roles and responsibilities to avoid FNPHs being
inundated as the ‘catch all’ support person for First Nations
cancer patients. This would help to clarify which areas of
responsibility are appropriate for FNHPs to assume and
which roles must be assumed by other health and clinical
staff. This is critical to avoid FNHPs experiencing over-
burden, burnout, and colonial load.

Policy and advocacy

Embedding policies and guidelines such as the National
Aboriginal and Torres Strait Islander Health Workforce
Strategic Framework and Implementation Plan 2021-2031
[52], Optimal Care Pathway for Aboriginal and Torres Strait
Islander people with cancer [13] and the Australian Cancer
Plan [49] needs to be a priority in cancer services. Achieving
equity in cancer outcomes for Aboriginal and Torres Strait
Islander peoples is a key aim of these documents. Targeted
recruitment and retention strategies, such as scholarships and
career pathways, are essential to encouraging First Nations
individuals to pursue careers in cancer care. Equally impor-
tant is ensuring that FNHPs are not only recruited but cul-
turally and professionally supported to deliver safe, patient
centred care. To measure the impact of these policies and
ensure they are responsive to community needs, data-driven
accountability and surveillance systems must be established
and made mandatory. This includes embedding the Maiam
Nayri Wingara principles for data sovereignty, ensuring First
Nations people have control over the collection, access and
use of their health data.

These efforts can help create a more inclusive and sup-
portive environment for FNHPs, ultimately improving health
outcomes for First Nations communities, whether they are
using or delivering health services.

Strengths and limitations

The strength of this research was the participatory approach
used which privileged FNHPs voices and facilitated their
participation in the study and involvement in the interpreta-
tion and guiding the analysis. This approach is consistent
with Rigney’s Indigenist research approach. [33] Further-
more, this project was co-led and guided by a majority First
Nations research team. Our approach to knowledge crea-
tion upholds First Nations Australians’ right to control and
autonomy over health and wellbeing outcomes in the context
of colonisation and its ongoing effects.

This paper forms part of a larger study designed to focus
on measuring the well-being of First Nations patients using
mainstream cancer services; it was not designed to under-
stand the experiences of FNHP employees who applied the
measure. As such, while the perspectives of Knowledge
Holders collected are in-depth and long-term, the sample
size was small. This characteristic has implications for the
generalisability of our findings to other settings and juris-
dictions. While our findings align strongly with previous
research in other contexts, this study provides a foundation
for further research to explore and substantiate the experi-
ences of FNHPs in other states and health care settings.

Conclusion

This study offers a timely insight into the realities facing
First Nations peoples working in cancer care with the hope
of guiding changes that will reverse the current trends of
FNHP burnout and exit from the profession. The experi-
ences of the FNHPs in this study highlight the need for
mainstream cancer services to recognise the value of FNHPs
in patient-centred care; balance this value with the burden
on FNHPs; foster greater inclusion of First Nations culture
and knowledge in mainstream healthcare; and actively focus
on addressing racism and stigma facing FNHPs. In doing
S0, we create opportunities to facilitate equitable access to
culturally safe cancer knowledge, treatment, services, and
support among First Nations peoples and genuinely work
towards closing the gap.

Appendix 1. Yarning circle guide
1. STAFF VIEWS ABOUT THE MEASURE
— How did you feel about applying the measure to
patients?
— How have patients been receiving the measure?

— What do patients say about the measure in compari-
son to non-Indigenous measures?
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2. WHAT WORKS
— What works for you in implementing the measure?

3. CHALLENGES

— Have you experienced any challenges implementing
the measure?
— Would you change anything about the measure?

4. REFERRAL PATHWAYS

— Have you referred any patients for low scoring items?

5. ANY OTHER INTERESTING INSIGHTS
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