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Abstract

Effective intercultural communication between First Nations peoples and healthcare providers in colonised countries is
required to deliver equitable healthcare and improve patient experiences and health outcomes. This paper presents First
Nations peoples’ perspectives and proposed solutions to problematic communication experiences at Royal Darwin Hospital in
northern Australia. The study’s methodological foundations comprise decolonising principles rooted in Critical Race Theory,
Freirean pedagogy, and cultural safety. Eleven individuals from diverse First Nations backgrounds receiving treatment at the
largest hospital in the Northern Territory, participated in in-depth interviews conducted in their preferred languages. Data
were inductively analysed, adapted from a constructivist grounded theory approach and guided by First Nations knowledges.
First Nations patients at Royal Darwin Hospital described a culturally unsafe hospital due to ineffective intercultural com-
munication. Patient “counterstories” recounted instances of confusion, aggression, healthcare provider resistance to shared
decision-making opportunities, pressure to abandon cultural protocols, and institutional neglect. Poor communication incited
anger among staff and patients, and contributed to experiences of racism, missed appointments, clinical mistakes, patients
prematurely discharging before completing treatment, and patients experiencing financial troubles and homelessness. In
a spirit of generosity, patients proposed solutions focused on relationship building and mutual understanding so that new
decolonised systems, which draw on First Nations and Western knowledges, can be codesigned. This study serves as a call
to action for policymakers, administrators, and healthcare providers to prioritise improving intercultural communication by
addressing the behaviour of staff and changing systemically racist policies in the pursuit of health equity and cultural safety
for First Nations peoples.

Keywords Intercultural communication - Cultural safety - First Nations - Healthcare - Codesign - Systemic racism -
Interpersonal racism

First Nations peoples in colonised countries experience sig-
nificant disparities in healthcare access, quality, and out-
comes [1-5]. In the Northern Territory (NT) on the con-
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tinent colonisers called “Australia”, First Nations peoples
make up 25% of the population however approximately 70%
of patients at the NT’s largest hospital, Royal Darwin Hospi-
tal (RDH), identify as First Nations [6, 7]. Disproportionate
rates of ill health are due to the ongoing impact of colonisa-
tion. Over the last 50 years, culturally unsafe care in hospi-
tals has resulted in death, absence of informed consent, high
rates of self-discharge before treatment is complete, amputa-
tions without patient permission, and patients experiencing
racism impacting both mental and physical health [8—12].
These unacceptable outcomes are commonly connected to

@ Springer


http://orcid.org/0000-0001-6863-1528
http://orcid.org/0000-0003-4589-1102
http://orcid.org/0000-0002-2253-5749
http://orcid.org/0000-0003-0485-1024
http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-024-02160-4&domain=pdf

3602

Journal of Racial and Ethnic Health Disparities (2025) 12:3601-3612

poor patient-provider communication [13—15]. Research has
found that when intercultural communication between First
Nations peoples and healthcare providers is culturally safe,
patient experiences, engagement and outcomes improves and
staff burnout is reduced [16-19].

However communication in healthcare, particularly in
hospitals, is often dismissed as a “soft skill” in favour of
“hard” clinical medicine which centres the biosciences as
foundational to healthcare [20]. This Western approach is
not conducive to healing for many First Nations peoples
worldwide [21]. This is because for First Nations peoples
good health is a holistic concept that includes relation-
ships with family and community; culture and identity;
self-determination; education, work and responsibilities;
connection to country and physical and mental health [22,
23]. If healthcare providers wish to provide an equitable
service to First Nations peoples, it is imperative “coun-
terstories” regarding what constitutes good health from
patients are heard and perspectives are incorporated into
healthcare delivery [24].

While intercultural communication in Australian hospi-
tals can be improved by working with Aboriginal Liaison
Officers and language interpreters and the employment of
more First Nations health professionals, tackling race related
inequities should not be the sole domain of those who expe-
rience inequities [11, 25, 26]. Statistically it is impractical
to expect First Nations health professionals, who constitute
about 1.2% of the health workforce nationally, to assume
responsibility for addressing systemic problems [27]. Addi-
tionally, First Nations health professionals leave the work-
force after experiencing burn out which has been attributed
to experiences of racism and trauma [28]. To allow White
Australians to reassign to First Nations peoples “the work
White people need to do on themselves” [29 p.357] perpetu-
ates “othering” and potentially enlarges the disparities that
already exist. As Freire [30] noted, to create an equitable
society, the descendants of the colonisers and the descend-
ants of the colonised have different tasks to complete but this
should be done in dialogue with each other.

This paper documents First Nations peoples’ experiences
of culturally safe intercultural communication at RDH. It
is imperative to document patient stories because cultural
safety, which is about the “analysis of power and not the
customs and habits of anybody”, can only be determined by
patients [31 p.181]. Patient stories which counter the domi-
nant racist narrative and expose new ways of thinking have
transformative potential [32-34]. Personal stories have the
power to shift hearts and heads and eventually can inform
the development of evidence-based policies and interven-
tions that can improve quality and safety and healthcare
access and outcomes [35, 36]. Critical Race Theorists argue
that “counterstories” from marginalised peoples are ‘the
cure’ to ongoing racial inequities [24].
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Two broad research questions were explored: (1) Con-
sidering cultural safety principles, how do First Nations
peoples at Royal Darwin Hospital perceive and experience
intercultural communication with healthcare providers, and
(2) What solutions do they propose to address problematic
communication practices to ensure culturally safe and equi-
table healthcare delivery? Therefore, the aim of this paper
is twofold. Firstly to present RDH patient experiences of
intercultural communication and proposed patient solutions
and secondly to contribute to the evidence that communica-
tion in healthcare should be “acknowledged as a significant
determinant of health outcomes” [19 p.560].

Methods
Study Design

This qualitative study was nested in a larger Participatory
Action Research (PAR) [37] project called the Communi-
cate Study Partnership [38]. The project aim was to improve
First Nations peoples’ experience of hospitals in the NT by
exploring and implementing culturally safe communication
practices. The research was underpinned by decolonising
principles rooted in Critical Race Theory (CRT), Freirean
pedagogy, and cultural safety [30, 31, 39, 40]. These phi-
losophies shaped the study design, research aims and
methods including the creation of a culturally and racially
diverse research team, the preference to conduct interviews
in First Nations languages and the exploration of participant
“counterstories”. Our work was also guided by First Nations
knowledges and approaches to research which recognise the
value of reciprocal relationships which also aligns with PAR
praxis [37]. Our analysis drew on aspects of constructivist
grounded theory [41, 42]. This methodologically rigorous
framework allows for the emergence of nuanced insights
that are deeply rooted in the lived experiences of the par-
ticipants who may have been previously silenced by hegem-
onic research practices. Our work takes a critical approach
towards hegemony and aims to actively challenge the domi-
nance of Whiteness in research and in healthcare. Approval
to conduct the research was granted by the Human Research
Ethics Committee of the Northern Territory Department of
Health and Menzies School of Health Research (HREC-22-
4297) and the Research Governance Office, Northern Terri-
tory Department of Health (EFILE2022/13836).

Researcher Backgrounds

VK is a White intercultural health communication researcher
and practitioner. SYM is a Gumatj man from the Yolnu
nation; Djambarrpuynu, a dialect of Yolgu Matha, is his
first language. He is an Aboriginal Health Practitioner and
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researcher. RDB is a Yolgu woman from Durruyurrtjurr from
the Djambarrbuynu clan; Dhuwal is her language. She is a
cultural facilitator, interpreter, and accomplished weaver who
is undertaking a Bachelor of Arts in Anthropology. TA is an
Alawa and Marra woman from Darwin NT starting out her
professional life as a research assistant at Menzies School
of Health Research. RMH is a bilingual Gélpu women from
the Yolgu nation. She is the Manapanami (Chief Executive
Officer) of the Djalkiri Foundation, chair of the Miwatj Health
Aboriginal Corporation and a researcher. JB is a Kunwin-
jku speaking Djalama women. She is a language worker at
Bininj Kunwok Regional Language Centre (BKRLC) and an
interpreter at the NT Aboriginal Interpreter Service. APR is
a White global health researcher and infectious disease cli-
nician. EA is a White Australian collaborative intercultural
communication researcher and a speech pathologist. Some
First Nations researchers on our team have had personal lived
experiences of the same issues reported in this paper.

Study Setting

Research was conducted on the unceded lands of the Lar-
rakia people known as Darwin, NT. RDH is a 360-bed facil-
ity managed by the NT government. Approximately 70% of
patients identify as First Nations and only 7.8% of NT health
staff identify as First Nations (the report does not provide
a breakdown of staff diversity at RDH) [43]. Many RDH
staff, from southern Australian states or overseas, experience
culture shock on arrival in the NT [17]. Most are unfamil-
iar with the diversity and strength of First Nations cultures,
arrive with or readily develop negative stereotypes and bias
shaped by the media or superficial observation, and are ill-
equipped to provide culturally safe care [44, 45].

Participant Sampling

A purposeful sampling strategy [46] identified key inform-
ants who could share personal experiences regarding inter-
cultural communication at RDH and the changes required
to improve experiences of culturally safe care. Researchers
aimed to include participants from different lands, clans, and
language groups, who had experienced healthcare in a range
of hospital services including: surgical care, renal care, allied
health services, and parents of children receiving care in pae-
diatric wards. First Nations patients and family members were
eligible to participate if they were over the age of 18 years,
had experience as an RDH in-patient, and able to consent to
participate. Participants were invited through personal and
professional networks of the authors. After patients indicated
interest in the project, the project information sheet and con-
sent form were discussed in the patient’s preferred language
before the patient signed the consent form.

Data Collection

Face-to-face semi-structured interviews were conducted
with patients and discussion was centred on what patients
wanted to share regarding their experiences of culturally safe
communication. Interviews were conducted at a location
chosen by the patient; a private room at RDH; bedside on the
ward; in a seating area outside the hospital; the researcher’s
office; or at hostel accommodation. All interviews were
audio recorded except for one participant who declined to be
recorded but allowed researchers to take notes. Patients were
thanked for their participation with a supermarket voucher.
Researchers spoke Yolnu Matha, Kunwinkju, and English
which meant Yolnyu Matha and Kunwinkju speaking patients
could record their stories in their first language. Researchers
led the data collection process with culturally specific and
safe conversational approaches. Additionally, through the
moral bonds of kinship Yolgu and Bininj researchers had
relationships of accountability with patients from their
Nations thereby ensuring data was collected in a culturally
safe manner [47].

Data Analysis

Drawing on constructivist grounded theory, data were
inductively analysed and guided by First Nations
knowledges and decolonising theories. Interviews recorded
in Yolpu Matha and Kunwinkju were translated into English
by SYM, RDB, and JB. During translation, SYM, RDB,
and JB provided contextual explanations, which were
documented as analytical memos on transcripts [41].
These explanations, sometimes referred to as “cultural
intuition” [48], provided insights into Yolgu and Bininj
worldviews regarding communication norms. Interviews
recorded in English were transcribed verbatim. A second
round of analysis was undertaken by SYM and VK who
uploaded transcripts into NVIVO12 to code similarities,
differences, and patterns in the data. If the interview
was recorded in English, VK and SYM coded interviews
while simultaneously listening to the audio and reading
the transcript. Interviews in Yolgu Matha were listened
to a second time by SYM. The process of listening again
to the audio minimised dematerialising voices to words
disconnected from lived experience [49]. The combined
analysis led to categories that described shared and
divergent experiences. Categories were further refined
through discussions with co-authors. Consistent with
Critical Race Theory, this process revealed “counterstories”
[24] which formed the basis of the findings. Some
participants chose to use their real name in the publication
thereby ensuring sovereignty of perspectives, others
requested pseudonyms.
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Terminology, Language, and Ethical Considerations

Regarding terminology, First Nations peoples are identified
in relation to their Nation and/or language group. When nec-
essary, we use ‘First Nations” which recognises the diversity
of nations who hold unceded sovereignty over the continent
known as Australia. In this paper, the term Yolnu has two
meanings: it can refer to people who belong to the Yolgu
Nation and to people who belong to other First Nations. Bal-
anda is a Yolnyu word used to refer to non-Indigenous people
or White people. Non-Indigenous researchers capitalise the
word White to associate themselves with the socially con-
structed racial category defined in Whiteness studies [50]. The
term White refers to people who, knowingly or unknowingly,
benefit from a racialized society [51]. Regarding language, we
have included Yolyu words which relate to intellectual aca-
demic concepts that cannot easily be translated into English.
These Yolnu phrases have been included because they reflect
the essence of Yolnu philosophy and highlight the complex-
ity involved with intercultural communication. In this way,
we overturn the idea that Western knowledge is the source of
“higher orders of thinking” [40 p.51].

Findings

Between 5th October 2022 and the 20th January 2023, 11
people were interviewed. Stories were shared by: Yolgu
patients Dorothy, Anita, Jeffrey, Michael, and mother
Bapaditjan who was with her hospitalised 14-year-old child;
Bininj patients Dell and John plus his wife Margaret; Yam-
mirr woman Moana; Torres Strait Islander mother Charlene
who was with her 6-month-old child; and mum Rebecca,
who was with her 16 month old child, who identified as First
Nations but did not share her Nation or clan.

Patients reported feeling unsafe due to interactions with
healthcare providers, citing instances of miscommunication,
aggression, and a lack of attentive listening which limited
shared decision-making opportunities. Poor communication
led to patients self-discharging, clinical mistakes, missed
appointments, and financial difficulties for patients. Differing
worldviews between Western and First Nations communication
norms created further challenges. Communication issues exac-
erbated the systemic and interpersonal racism experienced by
First Nations patients, leading to decisions made without proper
consultation or informed consent, and causing psychological
and physical distress. To improve intercultural communication
between providers and First Nations peoples, patients empha-
sised the need for healthcare delivery to be codesigned, recog-
nizing and respecting diverse cultural perspectives to build trust
and understanding between providers and patients. Findings
summarised above will be explored in detail below.
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Intercultural Communication Failures
and Institutional Neglect: “Sometimes They Are Very
Rude”

Patients felt scared, disrespected, belittled, uncomfortable
and consequently angered by interactions with healthcare
providers. Michael explained that the hospital was not
designed for First Nations peoples: “The hospital is full bal-
anda ...the hospital is for white people, it’s theirs”. Michael
was anxious and distrustful of healthcare providers when he
was admitted to hospital:

When I came here the first time, I was thinking through
a lot of scenarios in my mind like, ‘Are these people
going to slowly attack me with different medications,
to the point where I die?’

Dell said she often felt “out of place”. She observed
examples of miscommunication between patients and pro-
viders which she described as “really scary”.

Patients cited instances of feeling ignored and said staff
with bad attitudes spoke in an aggressive manner. Michael
said: “when we speak, they don’t listen to us”. Moana, who
previously worked as a nurse at RDH, said staff priorities
were “twisted”. She said:

These mob they’re always rushing, rushing...You
know, instead of listening or seeing their patient, they
are always doing their own thing, paperwork and all
that....Sometimes they just come in, and just quick talk
and walk out. Like as a patient, I want to say some-
thing to that doctor and ask more questions about the
medication. They just get up and walk away. They’re
very rude.

Dorothy said staff should speak to patients “gently”, so
they feel “warmth” because many people have been forced
to leave their families to receive hospital treatment. Anita
relocated from her community 450 kms east of Darwin
to receive dialysis treatment at RDH. She is happy with
the clinical treatment, but feels patronised by staff who
treat her like a “child”. However, Jeffrey a dialysis patient
for over 10 years, believed healthcare providers “have to
be bossy. Sometimes you have to wait for the doctors or
nurses....They come in their own time. You can’t push
them”.

Communication also failed because of the medical
language used and pace of delivery which contributed to
patients feeling overwhelmed and confused. Patients said
communication was further complicated when interacting
with healthcare staff who spoke with a non-Australian accent.
Jeffrey suggested staff should slow down, give the patient time
to ask questions, “use small language. Plain. Not complicated
words....If you talk too much, I’1l get confused”.
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Patients also described communication issues outside the
hospital wards which contributed to feeling unsafe. Rebecca,
John, and Dell, all from remote communities, relied on the
hospital bus service to get to appointments. They described
the bus drivers as “rough”. In this context, the word rough
means rude. Dell said the bus drivers “don’t respect us, the
sick people”. John, who used a walking frame to help with
mobility, told a story in which the bus driver told him to
hurry up:

That bus driver was rough. He was saying ‘Come on
hurry up, hurry up!’. I turned around and said to the
bus driver — “‘Why are you getting rough to me? Can
you calm down or go slowly’. Don’t be rough to the
patients.....Tell him (the bus driver) not to do that any-
more, to be rough to the patients. They’re working for
us patients.

Consequences of Culturally Unsafe Communication:
“If We Feel No Good, We Disappear”

Firstly, patients self-discharge before treatment is complete.
Michael said when Yolgu feel disrespected or scared, they
will exert the limited power they have by leaving the hospital
without talking to the providers:

If they hurt our feelings, we will just walk away,
leave.....If we feel no good, we disappear secretly.
‘Cause I've seen some of the patients they walk out,
jump in the taxi and just disappear. There is probably
something wrong here in the wards. The white people
didn’t take care of them.

Poor communication contributed to clinical mistakes.
Mum Charlene told a story about a “very stressful night”
in the RDH Emergency Department with her 6-month-old
baby. After waiting for 5 hours, the family was seen by a
doctor who Charlene described as “a good bloke...just try-
ing to do his job” but lacking the skills for the task at hand.
Having observed healthcare providers caring for her baby
over several months, Charlene had developed a comprehen-
sive understanding of the procedure required. Concerned
for her baby’s welfare and wanting to help the doctor, Char-
lene attempted to show the doctor a video she had recorded
on her phone of another healthcare provider performing
the treatment required: “we were just trying to help him,
we could see he was stressing”. However, her attempt to
contribute to the care of her baby was ignored by the doc-
tor. Charlene said doctors then used the wrong equipment
and burnt her baby’s leg. Asked why she thinks the doctor
didn’t listen, Charlene said: “I’m just a mother”. Charlene
believes providers should engage with families who want to
be involved with the care of their loved ones:

Take in what the mother says, first of all....I’ve been
coming in here every week, it’s like a second home....
and they still didn’t listen to me. So that felt very, that
made me feel like shit, a lot.

Inappropriate communication led to missed appoint-
ments and transport issues. When patients are discharged
from hospital, they are handed written information which is
not explained in Plain English. Dell said: “they miss their
doctor’s appointment and that’s it. I say to them: ‘What hap-
pened?’ They say: ‘I don’t know.” They were given a letter
to read”. Dell explained the written discharge communica-
tions caused financial problems for patients: “they miss their
flight and they miss their bus so they have to pay more.
But they got no money to pay”. This led to patients being
stranded and homeless in Darwin unable to return to their
communities.

Ineffective communication contributed to a lack of trust
between patients and providers. Patients including John
said that some doctors “hide the truth”. John said: “Some-
times they don’t give us the full story, they give us a short
story, a light explanation”. Dorothy said providers should
educate patients on their conditions and the reasons behind
treatment plans so they can play an active role in their care:
“They have to tell us, so that we as Yolgu can learn about
it”. Banaditjan explained that when the clinical condition
is not well explained, that can lead to confusion and the
patient thinks “the doctors are lying”. Anita said the way a
healthcare provider can overcome the perception of lying is
to develop a relationship with the patient.

Providers Need to Change How They Communicate:
“Your Thinking Is Different to Mine”

Patients explained that communication issues exist because
Western communication practices dominate the hospital.
Yolnu patients Michael and Dorothy said there is an expec-
tation that patients should adjust how they communicate to
accommodate healthcare providers but healthcare provid-
ers are rarely expected to adapt their communication styles
to accommodate First Nations patients. Dorothy explained
mainstream laws don’t recognise Yolnu laws and this con-
tributes to communication problems: “We don’t recognise
each other. Our laws are still not recognising each other”.
During time as an inpatient, Dorothy cautioned providers
against imposing their own thinking onto her:

I told them, “Your thinking is different to mine. You’re
not communicating well, you have to come to me first
and sit down and find out who I am and see what you
can learn about me’. And I told them, ‘It’s not just
about you, where’s my path? How do I communicate
as a Yolyu person?’.
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Patients said treatment plans were created by non-Indige-
nous healthcare providers through an ethnocentric approach
shaped by Western worldviews. Michael said: “They expect
me to transfer my thinking to their thinking, they want me
to think like them”.

Systemic and Interpersonal Racism: “They Should
Respect Us”

When communication is not culturally safe, cultural protocols
are ignored by the systemically racist system. For example,
patients felt pressured to make decisions quickly without
consulting family as healthcare providers prioritised hos-
pital timelines over cultural protocols. Michael said: “They
don’t understand the definition of patience, they only think of
themselves and they are just forcing people”. For most First
Nations peoples, decisions are made with family, not by indi-
viduals. Banaditjan had three children with rheumatic heart
disease. As the mother, she made decisions in consultation
with her Elders. The same protocol applied to Elder Dorothy:

I must talk with my family, and I have to consider my
kinship responsibilities. And they (family) must know
the story about what’s happening with me. We have a
process for this. Just like the white people, they look
to their family to discuss but sometimes they don’t;
they make decisions themselves because they have a
different process in their culture. And in ours there is
a rope*, a rope that connects us called Gurrutu and
it extends further, we can pull that rope and gather
everyone so that everyone knows what’s going on. Our
culture tells us that.

(* “rope” is a metaphor. Rope refers to a “family tree”
which may comprise genetic or kinship connections)

Another example of systemic racism was the hospital com-
plaint processes. All patients who were asked if they knew
how to lodge a formal complaint were unaware of the process.
Dell said some nurses yell at her: “So, I get aggressive too to
them. ‘Don’t you dare scream at me like that.” You know, |
say that back to them. ‘Otherwise I will make a complaint
about you’”. Asked if she had ever made an official com-
plaint, Dell said no. Margaret, wife of John, said that if they
wanted to make a complaint about RDH they would contact
an unrelated non-government organisation. Moana said people
don’t complain because they fear retribution from healthcare
providers and because complaints must be lodged in written
English which may not be the patient’s preferred language.
Despite dissatisfaction with her care, Moana has never lodged
a complaint because she prioritises supporting her children
and grandchildren: “There’s no time to sit and write a formal
complaint when you got other things going on”.

@ Springer

Dell is a former Aboriginal Health Worker and an inter-
preter; she has been a renal patient at RDH for over 10 years.
She said: “I think it’s a racist place”. As an example, Dell
shared her reflections on anti-racism posters which were
prominently placed around the hospital including at the
reception of the Aboriginal Liaison Office. The posters read:
“Respect those who care for you. We say no to all forms of
violence, threats, swearing and racism”. After seeing the
posters which urged patients and visitors to respect staff,
Dell said there should also be posters that tell staff to respect
patients: “Why don’t they respect us sick people? You write
that down. They should respect us”.

When asked about interpersonal experiences of racism in
healthcare some patients said they were treated differently
because of their racial background. Patients observed that
White people were treated with more respect and given more
time; Michael said that “if a white person is sleeping, they
are respected and left alone”. Dell and Moana felt doctors
and nurses did not want to touch them. Emphasising how
culturally unsafe she felt Moana explained that if any of her
33 grandkids required hospital care she would “take them
somewhere else” for treatment. One patient Jeffrey did not
relate to the concept of interpersonal racism: “I don’t see
racism much but maybe I don’t understand it”.

Patients also spoke about a heightened awareness of non-
verbal communication and feeling bad vibes from providers.
Michael explained that Yolgu are attuned to subtle cues such
as tone of voice and the physical way tasks are completed: “I
see their attitude, how they act, even if they put something
on the table aggressively”. He suggested that balanda (White
people) are not as skilled as Yolgu at noticing nonverbal
cues:

‘Cause we Yolgu, we know. We can feel bad stuff.
How that person is behaving, ‘cause we are Yolgu and
that person is white. That balanda won’t feel our vibe
but we Yolgu, we can see their vibe accurately. We
can feel it when they are talking, that they are hold-
ing something sinister, it’s problematic inside them, a
negative emotion.

Developing Trust: “When the Health Professional
Treats Me Well Then | Will Trust Them”

Patients said communication would improve if they could
trust the providers. John said some providers were good and
some were bad, he said they must earn his trust: “When the
health professional treats me well then I will trust them”.
Anita, a dialysis patient at RDH for over 3 years, said there
are some providers whom she trusts and consequently, she
teaches them words in her language which strengthens
mutual understanding and respect.
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Dorothy spoke about ceremonial leaders, holders of
law/lore, and professors in Yolyu culture whose author-
ity and status is not recognised by the hospital systems.
Dorothy would like to see the power imbalance rectified:
“This is why doctors should recognise us because we have
power with us and (they have power) with them”. Michael
said, in addition to providers learning about their patients’
cultures, providers should also share about themselves so
the patient can get to know the professional on a personal
level. Patients valued time with providers willing to build
relationships because it opened opportunities for conver-
sations about how patients and families can manage their
health conditions. Charlene who spoke about the stressful
experience in the Emergency Department with doctors she
had no relationship with attending to her child’s procedure
(explained above) also had a positive experience with a
physiotherapist. Charlene said the physiotherapist operated
according to “the patient’s timing” as opposed to hospital
schedules. She appreciated this patient-centred approach
because the physiotherapist invested time explaining her
son’s condition and she enjoyed developing a personal con-
nection which fostered trust:

Just normal having yarns throughout the process. It’s
just like, that little connection there. Like you can talk
to them about I don’t know, anything, life (laughs). Or
just with baby. (They will ask), “What’s going on with
baby? How is he?’ They teach me a lot about his (con-
dition). I feel like I'm a physio myself sometimes...We
come in every week, every Wednesday. This is like his
second home.

Codesigning a New Way of Working: “Create
the Solutions Together”

Patients said improving communication required urgent
attention due to the increasing and disproportionate rates of
illness experienced by First Nations peoples. Patients were
confident communication could be improved by changing
systems to better support the patient’s social and cultural
needs. Yolgu Elder Dorothy said healthcare delivery should
be codesigned because currently First Nations worldviews
are not recognised by the “foreign” system:

If they help us, we can help them. Create the solutions
together. But they have to do the work first, and open
pathways for us because that place [the hospital] is
full of complicated foreign things and a lot of differ-
ent systems.

The foreign systems created challenges for patients. Mum
Rebecca travelled from her remote community 730 kms
southwest of Darwin to RDH with her 16-month-old son,
who required surgery. On the day of the surgery, Rebecca

and her son travelled by hospital bus from the hostel accom-
modation to RDH but because the bus was behind schedule
the family missed their pre-admission appointment. When
Rebecca and her son arrived at RDH, she was told the sur-
gery had been cancelled which caused her significant psy-
chological distress. Fortunately, Rebecca was supported by
a nurse who was working in one of three new roles created
by the RDH paediatrics department to support families navi-
gate the health system (travel arrangements, accommodation
issues, clinical appointments etc.). With support from the
paediatric nurse, who understood the “foreign” system, the
surgery was rescheduled.

Dorothy appreciated the scientific knowledge healthcare
providers possess but said that patient experiences of health-
care would improve if providers recognised that patients also
have knowledge which can support their wellbeing.

Because that’s how we can understand each other:
generosity and voice.... Recognise each other, agree
with each other, and disagree with each other together.
From their perspective and from our perspective.

Dorothy and researcher SYM spoke about the Yolgu
concept of Galiminderrk which is a process of freshwater
and saltwater mixing together. This concept can be used as
a metaphor for two cultures or systems interacting. They
agreed that if the hospital culture could merge with Yolnu
cultures, then Dorothy said “inside we can turn the system
around, and that’s when we will recognise each other” in a
new equitable way:

Embedding our culture into their culture has never
happened before. This is rorru (a sacred process of
great importance) which establishes dhanuyuman (a
gold standard). I am suggesting a new pathway today
so they can see. From there we can be together on the
same level. Indigenous and non-Indigenous.

To illustrate her point about Galiminderrk which can cre-
ate a new gold standard for practice, Dorothy told a story
about how she built a connection with doctors and nurses
before she underwent surgery. Lying on the hospital bed in
the surgical ward Dorothy felt stressed and was concerned
that doctors and nurses were not communicating well so she
asked them to stop and pray with her.

I said, ‘Gather around. You the doctor and those people
who are surgical specialists, make your communications
better. You are thinking differently and the surgeons are
thinking differently.” And honestly I was seeing that. I
told them, ‘You have to communicate with each other
first, before you talk to me’..... That’s what I said. ‘Now,
I’m going to pray for us. Hold each other’s hands.’
Those bosses that do surgery, I told them to hold each
other’s hands and pray. And then we prayed.
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Following the prayer, Dorothy said the team decided to
play gospel songs from Yolgu singer Gurrumul. For Doro-
thy, this demonstrated a newfound awareness among the
medical team who sought to create a more comforting envi-
ronment in which both cultures were valued:

They listened to me. That’s it. And then after that,
they felt it and they saw, and they understood that they
needed to understand each other first before they can
understand me. And that’s why they decided to play
Gurrumul singing gospel songs next to me.

Discussion

The experiences shared by Yolnu, Bininj, Yammirr, Torres
Strait Islander, and other First Nations peoples, who were
patients at RDH over 5 months during 2022-2023, illustrate
the impact of culturally unsafe intercultural communication.
Patient stories detailed instances of miscommunication,
aggression, healthcare provider resistance to shared decision
making opportunities, pressure to abandon cultural proto-
cols, and institutional neglect. The consequences of cultur-
ally unsafe communication included angry staff and patients,
missed appointments, gratuitous concurrence, clinical mis-
takes, transport problems, and patients self-discharging
before completing treatment. Ineffective communication also
contributed to patients experiencing financial difficulties and
homelessness perpetuating a cycle of disenfranchisement
from healthcare, employment, and education opportunities.

While most healthcare providers self-identify as humani-
tarian anti-racists who are beyond ““crass prejudicial views
about minority groups” [52 p.1359], First Nations patients
at RDH revealed daily experiences of interpersonal and sys-
temic racism in the clinical and non-clinical space. Medicine
has a long history of racism specifically in northern Aus-
tralia, at the start of the twentieth century, when medicine
promoted scientific racism and fostered a “racist nationalist
culture” [53 p.256]. The Australian Commission on Safety
and Quality in Health Care recognises that health services
have been places of violence:

The health system in the past included segregated
wards and service entrances, deliberately different
(substandard) care, forced removal of newborn babies
from mothers who were considered ‘not competent’ or
not able to provide the ‘right upbringing’, and removal
of children from home while parents were sick in hos-
pital and failure to return these children to their par-
ents’ care. [54 p.22]

While these policies and practices are in the past, they
are within living memory and First Nations peoples requir-
ing hospitalisation continue to experience inequitable
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healthcare. Racism today often involves small, seemingly
mundane brutalities referred to as microaggressions [5, 55].
Patients at RDH spoke about experiences of racism which
included disrespect such as ignoring patient questions and
rude bus drivers; harassment included yelling at the patient
and disturbing sleep to conduct healthcare activities; devalu-
ation was evidenced by rejecting parents’ attempts to con-
tribute to their child’s care; and instances of dehumanisa-
tion included expecting patients to behave and communicate
according to Western norms and excluding family from
decision making [56, 57]. Instances of colour-blind racism
and White ignorance were evidenced by the culturally inap-
propriate discharge procedures and complaint processes
[52]. One patient denied the presence of racism but also
said he did not have a comprehensive understanding of the
concept. It is important to unpack this comment which could
be misinterpreted as indicating that racism does not occur at
RDH. Firstly, Yolgu researchers SYM and RMH explained
that Yolgu may find it difficult to talk about race and racism
because battling for power is something Yolgu did not do
before invasion. Secondly, racism can be an ordinary part
of daily life therefore it is unidentifiable and unremarkable
[58]. For others, discussing experiences of racism can be
retraumatising [59]. In Australia, “racial literacy is dismally
low and talk of race and racism is silenced” [60 p.2]. The
denial of racism favours colonisers as it works to uphold
Whiteness as a structure of oppression [60 p.2]. Research-
ers and policymakers must develop a nuanced understand-
ing regarding the ways in which racism manifests because
patient experiences of discrimination by healthcare provid-
ers remain a significant barrier to health [1, 59, 61-63].
Solving issues identified requires a long-term commit-
ment to systemic change. The patients' perception that the
hospital is “foreign” emphasised the need to codesign a new
decolonised system. To decolonise patient-provider interac-
tions and the larger health system, respectful relationships
in which two-way dialogue occurs is necessary [19]. We
found when relationships were created between patient and
provider, such as the positive experiences shared by patients
who developed trusting relationships with a paediatric nurse
and a physiotherapist, intercultural communication became
safe. Our findings are backed by research which found when
providers and patients have a “social relationship” the deliv-
ery of clinical care and patient experiences improve [64].
To build the social relationship, patients wanted healthcare
providers to learn about their cultures and they also wanted
to find out about the healthcare provider personally. This
assists patients to explore “the vibe” of the provider which is
characteristic of high-context cultures [65]. In high-context
cultures, high value is placed on contextual factors in inter-
preting a communication; individuals prioritise relationships
of reciprocity, and communication tends to be subtle and
value is placed on nonverbal communications [65], whereas
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in low-context cultures, communication is explicit and indi-
vidualised and there is little requirement for relationships
[65]. Generally, low-context cultures align with Western
communication norms which promote the connection of
people through acts associated with capitalism; value is
placed on what people do to make money and ownership of
goods not who they are in terms of family and culture [40,
66]. Low-context cultures and associated communication
norms dominate hospitals in Australia.

A common theme that ran through all patient stories
was the lack of recognition of First Nations policies and
the imposition of Western norms. For the patients, com-
munication occurred at the “cultural interface” which is a
contested space where “things are not clearly black or white,
Indigenous or Western” [67 p.9]. RDH patients expressed a
spirit of generosity and a desire to connect at an individual
and institutional level which could lead to the creation of
new pathways or systems [68].

Yolgu patients spoke about the importance of health-
care providers and systems recognising Yolnyu concepts,
policies, and laws such as galiminderrk. Galiminderrk
describes the process of salt and fresh water coming together
to create something new [69]. In the beginning, when salt
and fresh water bind there is turbulence but eventually it
becomes calm when an equilibrium is found. In this way
galiminderrk is akin to decolonisation. Decolonisation does
not require a total rejection of Western knowledges. Rather,
like galiminderrk, it involves disorder and chaos as First
Nations knowledges and Western knowledges meet to create
something new where power is shared [40]. Galiminderrk
is a natural process of creation in which things that are dif-
ferent can merge and become stronger; “When galiminderrk
occurs there is no power imbalance” [69]. Yolgu patients
also explained the importance of relationships with the con-
cept of “gurrutu”. Gurrutu explains how people are con-
nected through kinship, how to communicate and how to
behave when in reciprocal relationships [70]. Herdman and
Rafferty [71] argue that to create decolonised culturally safe
professional spaces gurrutu must be foundational.

By centering gurrutu in the workplace, Yolgu knowl-
edge systems are validated, and a more human-centred
collaborative model of service delivery is possible.
While the term ‘both ways’ is often used to describe
collaborative work practices, we argue that this con-
cept is at best misunderstood by governments, depart-
ments and individuals and, at worst, sustains dominant
ideology. For a model or approach to be considered
‘both ways’ the validation of knowledge systems and
language is needed, Yolgu governance must be pri-
oritised and a critique of power is necessary. When
we practice both ways as a theoretical and applied
framework, relational ways of doing ‘business’ is at the

heart of our approach. Deep collaborative engagement,
critical reflection and a balance of power is critical in
intercultural spaces - this is gurrutu [71].

When gurrutu is not recognised or practiced, miscommu-
nication can occur. In practice, “this can negatively impact
the medication or treatment plan for the patient” (RDB
memo, 12th February 2023). At an institutional level, with-
out relationships, new systems cannot be created.

To address intercultural communication issues identified,
a significant shift in the attitudes, knowledge, and skills of
providers is required alongside the establishment of account-
abilities for health organisations through quality improve-
ment strategies [61]. We identified four areas for quality
improvement. Firstly, our findings support calls for ongoing
training programmes for healthcare providers that focus on
intercultural communication skills and anti-racism praxis [1,
72—74]. During undergraduate training, doctors learn how
to control communication to solicit biomedical information.
Students “enter medical school with better communication
skills than when they leave” [75 p.22]. This learnt communi-
cation style diminishes trust between patients and providers,
and patients lose confidence in healthcare [73]. By changing
how providers speak with First Nations peoples, “we can
alter the power dynamics and cultural safety of health con-
sultations” [13 p.110]. Training programmes, which support
providers to develop their critical consciousness and provide
practical information on how to adapt communication styles
using Plain English, have been successful in shifting nega-
tive attitudes and positively changing practice [32-34, 76].

Secondly, efforts should be made to improve the delivery
of discharge information. Information is commonly shared
in verbal and written forms but if the communication was
not in the patient’s language, or the verbal communication
was tailored to a low-context communication style, then
effective information transfer may not have occurred. From
the hospital’s perspective, ineffective communication places
extra pressure on staff and the overburdened health system
when the patient may be readmitted for the same condition
[11]. From the patient’s perspective, missing follow-up
appointments or not taking prescribed medication impacts
health outcomes, family life, and the ability to contribute to
social, educational, economic, and cultural activities that
support cultural continuity [77]. Victim blaming and deficit
discourse regarding patients who “do not respond positively
to prescribed health interventions” results in experiences of
interpersonal and systemic racism [21, 78].

Thirdly, consent processes must be revised to ensure First
Nations protocols are adhered to. This could also limit the
possibility of clinical mistakes. Previous research has found
patients sign consent forms without understanding what
they are consenting to, and in some cases, this has resulted
in amputations without the patient’s permission [10, 79].
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Researcher RDB suggests consent forms should include a
tick box which prompts staff to engage family because cur-
rently, “The balanda process is taking the family’s respon-
sibility away from them. Taking responsibility away is the
same as taking power away from people, i.e., this is a racist
act” (RDB memo, 12th February 2023).

Finally, the mechanisms in place for patients to make
complaints must be reviewed. A report commissioned
by NT Health found that “Indigenous people are grossly
underrepresented in complaints figures” and recommended
various mechanisms, such as training Aboriginal Liaison
Officers on complaint handling processes, to address this
[80]. Experiences at RDH are replicated in other colonised
countries. Maori and First Nations peoples of Canada are
also reluctant to complain due to a sense of powerlessness
and fear of reprisal from hospital staff [21]. Accessible and
culturally safe processes, which allow for patients to lodge
complaints in their first language, would empower patients
to confidently voice concerns which would allow the system
to better respond to patient needs.

Strengths and Limitations

A methodological strength of the study was that most patient
interviews were conducted in patients’ first languages by
First Nations researchers. This allowed patients to speak
freely about their experiences which resulted in new infor-
mation about what matters to them [81]. We acknowledge
that the patient sample does not represent all First Nations
peoples’ perspectives receiving healthcare at RDH; however,
hospitals can improve the quality of care by exploring the
patient’s insider perspective revealed through key informants
[82]. Finally, we recognise that to develop a comprehensive
understanding of intercultural communication experiences
at RDH, the healthcare provider perspective is also required
because intercultural communication occurs between cul-
tures: this perspective has been canvassed in other publica-
tions [44, 45, 76, 79].

Conclusion

First Nations peoples’ experiences of intercultural miscom-
munication, culturally unsafe practices, and systemic and
interpersonal racism at RDH highlight the critical and urgent
need for transformative changes in healthcare delivery. In
a spirit of generosity and with a desire to connect, patients
provided astute and thoughtful strategies for decolonising
and co-designing new systems which draw on the strengths
of both First Nations and Western knowledges. The patient
perspectives underscore the importance of respectful rela-
tionships, bidirectional communication, and a commitment
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to ongoing education regarding culturally safe intercultural
communication practices among healthcare providers. Par-
ticipants also called for recognition and respect for First
Nations laws, systems, and expertise. Crucially, successful
implementation of the recommendations will require ongo-
ing collaboration between First Nations and non-Indigenous
partners. Codesign with First Nations experts must be priori-
tised for quality improvement in the four areas we have high-
lighted, i.e., in healthcare provider training and processes for
discharge, consent, and complaints.

By recognising the significance of cultural safety and
effective, respectful intercultural communication this study
serves as a call to action for policymakers, healthcare admin-
istrators, and providers to prioritise improving intercultural
communication by working with patients and First Nations
leaders to create solutions together. Our study provides evi-
dence that culturally safe intercultural communication is
preventative medicine.
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