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Abstract
Purpose  Aboriginal and Torres Strait Islander people (hereafter respectfully referred to as First Nations) experience poorer 
cancer outcomes and higher mortality rates compared to non-Indigenous Australians. Barriers in accessing and engaging 
with cancer care services contribute significantly to these disparities. The First Nations Cancer Coordinator (FNCC) role 
offers a model that combines cultural and coordination support to improve the navigation of cancer services for First Nations 
people. This project sought to understand perceptions and impact of a pilot FNCC intervention on the care of First Nations 
patients, from the perspective of cancer care teams.
Methods  An exploratory, qualitative study was undertaken. The study was co-designed with a First Nations Community 
Advisory Group. Semi-structured interviews were undertaken with ten non-Indigenous cancer staff who had worked alongside 
the FNCC to support First Nations patients with cancer and their families.
Results  Analysis revealed three overarching themes relating to the scope and impact of the FNCC role: 1) Integrating cul-
tural wisdom in cancer care delivery; 2) Relationship building through dedicated time and presence; 3) Bridging cultures by 
facilitating two-way communication and trust between patients and healthcare providers.
Conclusion  The findings highlight the critical importance of FNCC roles in advocating for and enhancing cultural safety in 
cancer care, essential for addressing disparities and improving cancer outcomes for First Nations Australians.

Keywords  First Nations · Responsive cancer care · First Nations Cancer Coordinator (FNCC)

Background

Aboriginal and Torres Strait Islander Peoples in Australia 
(hereafter, respectfully referred to as First Nations) experi-
ence persistently poorer cancer outcomes, including delayed 
diagnoses and higher mortality rates [1], compared to non-
Indigenous Australians. These disparities are partially due 
to barriers relating to cancer screening [2, 3] and access to 
culturally safe and responsive cancer care services [4–7]. 

First Nations Peoples have reported fear and mistrust of 
mainstream healthcare services based on historic and recent 
past [8], experiences of racism [9], healthcare staff with lim-
ited cultural understanding [10], being away from Country 
(Indigenous lands) [11], financial concerns [12], and cultural 
beliefs and stigma surrounding cancer as barriers to cancer 
services and care. [13, 14] Miscommunication and a lack 
of care coordination within, and between services may also 
create significant barriers to engagement with services and 
timely, integrated and culturally safe care for First Nations 
patients [11, 15].

Interventions that are led by and informed by the needs of 
First Nations Peoples are urgently needed to address cancer 
inequalities and to promote resilient and culturally grounded 
approaches to health and wellbeing. One such intervention, 
supported by First Nations Peoples with cancer in Australia 
and internationally, is the implementation of First Nations 
Cancer Coordinator (FNCC) roles (also known internation-
ally as Indigenous Patient Navigators [IPN]) [9, 16–18]. 
Cancer coordination or patient navigation is a patient-centric 
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healthcare service delivery model that aims to eliminate bar-
riers to effective care and facilitate the timely movement of 
patients through complicated and often disconnected sys-
tems of care [19, 20].

There has been a marked growth in the development of 
First Nations-led cancer coordination programs in the past 
decade, with 16 such programs identified in 2022 across 
USA, Canada and New Zealand demonstrating improved 
adherence to screening and reduced treatment for those 
patients accessing IPN/FNCC support [21, 22]. In Australia, 
IPN/FNCC programs have been piloted in Queensland, New 
South Wales, South Australia, Western Australia, and, most 
recently, Victoria. However, the data detailing the impact 
or the effective implementation strategies of these roles in 
Australia has not been published.

Methods

This qualitative study describes the perceptions and impact 
of the FNCC intervention on the care of First Nations 
patients, from the perspective of cancer care teams in two 
metropolitan hospitals.

Design

This study utilised an exploratory, qualitative design. A co-
design methodology was used, underpinned by key princi-
ples and best practices of co-design with First Nations Aus-
tralians [23, 24]. First Nations governance was established 
through an ongoing partnership with a Community Advisory 
Group of First Nations Health workers, representatives from 
local First Nations community-controlled health organisa-
tions, senior First Nations researchers and First Nations 
people with lived experience of cancer. The Community 
Advisory Group’s collective leadership ensured all aspects 
of the research process and outcomes upheld First Nations 
self-determination, were culturally grounded, and more 
likely to increase the capacity of health systems to meet the 
needs of the First Nations community.

The COREQ checklist for reporting qualitative research 
and the CONSIDER checklist for research involving First 
Nations People were used to guide the reporting of this study 
[25, 26].

Setting

In 2023, overseen by the Community Advisory Group, a 
best-practice FNCC role [27] was developed and informed 
by literature reviews and guidance from previous IPN pro-
grams [28]. The FNCC was a qualified First Nations health 
practitioner who had extensive experience in First Nations 
health. As part of the project additional short courses in 
cancer care were undertaken alongside cancer clinician 

mentorship relationships established. In addition, through-
out the project, the FNCC had access to clinical supervision 
with a senior palliative care clinician and cultural supervi-
sion through the First Nations Health Unit. The FNCC role 
was piloted at two metropolitan hospital sites in Melbourne, 
Australia with continuous role development informed by 
iterative feedback throughout. The role worked collabora-
tively with First Nations Hospital Liaison Officers and multi-
disciplinary cancer teams to support mutual patients [27]. 
During the study period, the FNCC provided support to 56 
patients with cancer, who attended screening or received 
treatment at the hospital sites.

Participants

Eligible participants included nurses, physicians and allied 
health professionals at the participating hospitals, who had 
worked alongside the FNCC role providing care for First 
Nations patients with cancer. Participants were purposively 
sampled to include a range of clinical disciplines, including 
oncology, general medicine, and psychology. Twelve eligi-
ble participants received email invitations to participate in 
interviews, and those interested provided informed consent.

Data collection

Between June and July 2024, Zoom interviews were con-
ducted by a non-Indigenous investigator experienced in 
qualitative research (MW). Two investigators (JP, BL) had 
a pre-existing, collegial relationship with some participants, 
which may have facilitated trust and open communication 
during data collection. All interviews were audio-recorded 
and transcribed verbatim, with transcripts checked against 
the recordings for accuracy. Deidentification of transcripts 
occurred prior to analysis.

Semi-structured interview guides were informed by exist-
ing literature and developed through consultation with the 
Community Advisory Group. Questions were designed to 
elicit participants’ perceptions of the FNCC role (e.g. “what 
would you say are the core components of a FNCC role?”) 
and the impact of the role on the delivery of cancer care 
(e.g. “can you describe how the FNCC role may have been 
helpful in the work of your team and/or organisation?”) To 
safeguard the identity of the FNCC and patients, partici-
pants were prompted to share their perceptions of the role in 
broad, conceptual terms rather than through personal anec-
dotes. Interviews explored how the FNCC role assisted or 
interfaced with the existing operations of the cancer teams 
and the wider hospital/organisation in the delivery of cancer 
care for First Nations patients. Demographic details were 
collected using a short, study specific questionnaire, submit-
ted online prior to the interview.



Supportive Care in Cancer          (2026) 34:124 	 Page 3 of 10    124 

Data analysis

The data were analyzed using an inductive thematic 
approach, allowing for broad themes to emerge directly from 
the data [29, 30]. Initial familiarization with the data was 
undertaken by the first author (MW), with repeated listening 
to audio recordings, reading of transcripts, notetaking, and 
generation of initial codes. The codes were refined and then 
collated into potential themes, through regular discussions 
and re-reading with two senior investigators (GG and JP). 
Ongoing analysis refined the specifics of each theme. Finally, 
the themes, subthemes and summaries were reviewed and 
verified by co-authors and the Community Advisory Group.

Our team acknowledges the importance of reflexively 
considering and describing our own backgrounds, perspec-
tives and values, that we each contribute to the project [31, 
32]. MW is a non-Indigenous palliative care researcher, JP 
is a non-Indigenous palliative care physician and researcher, 
MM is a First Nations health professional, SM is a non-
Indigenous oncologist and researcher, BL is a non-Indige-
nous palliative care physician and researcher, and GG is a 
senior First Nations researcher.

Ethics

Ethics approval was obtained from the Human Research Eth-
ics Committee, St Vincent's Hospital Melbourne (Reference: 
HREC 250/23). The project was conducted in accordance 
with the National Health and Medical Research Council’s 
(NHMRC) ethics and values for research involving First 
Nations communities [33–35].

Results

Participant characteristics

Ten health professionals (six female, four male) partici-
pated in interviews (20–50 minutes). Participants included 
physicians (60%), nurse coordinators (20%), and allied 
health workers (20%). Most participants (n=8) had more 
than 10 years of experience in healthcare, and all partici-
pants reported experience in providing care to First Nations 
patients.

Overview of findings

Analysis of the interviews revealed three overarching 
themes: 1. Integrating cultural wisdom in cancer care deliv-
ery; 2. Relationship building through dedicated time and 
presence; 3. Bridging cultures by facilitating two-way com-
munication and trust between patients and healthcare pro-
viders. Each theme is described according to participants’ 

perceptions of the FNCC role, and the corresponding 
impact of these perceptions. Exemplar quotes are included 
in Table 1.

1.	 Integrating cultural wisdom in cancer care deliver

The FNCC was widely accepted as an integral member of 
the multidisciplinary cancer team, who provided advocacy 
for culturally appropriate patient care. The addition of the 
role was reported as an enormous benefit to cultural safety, 
with Staff 07 reflecting that the FNCC’s “presence is, in my 
view, almost as important as what they actually do.” This 
statement suggests that the existence of the FNCC position 
could send a powerful message to First Nations Peoples, 
signaling that their cultural needs are recognised, valued and 
central to their care.

a	 Perceptions of health care professionals – Embedded 
member of the multidisciplinary cancer teamThe FNCC 
was viewed as a trusted cultural resource and embed-
ded member of the multidisciplinary cancer team. Par-
ticipants recognised that the FNCC had unique cultural 
insights and a deep understanding of the needs and 
experiences of First Nations patients, equipping them 
to inform the broader team on the delivery of cultur-
ally appropriate, person-centered care. The collegial 
relationship between FNCC and other staff members 
facilitated open conversations and a safe platform for 
non-Indigenous staff members to seek guidance on 
cultural aspects of patient care. Staff 06 described the 
FNCC as a cultural “check and balance” to ensure that 
non-Indigenous staff were not basing care on harmful 
assumptions

Participants acknowledged that the FNCC brought a 
unique perspective that blended understanding of optimal 
clinical care standards with a deep knowledge of patients’ 
cultural needs. This allowed the FNCC to contribute to 
resources and care plans that integrated medical and cultural 
aspects in a way that resonated with patients and families. 
One example of this was described when the FNCC worked 
alongside a clinician and family members to create a cultur-
ally appropriate document that a patient could utilise to keep 
track of their diagnosis and treatment.

b	 Perceptions of health care professionals – Cultural edu-
cation and advocacy beyond patient careThe FNCC was 
perceived as a cultural educator and advocate, not only 
for individual patients but also for the broader health-
care workforce and community. Even without shared 
patients, the FNCC continued to attend multidisciplinary 
cancer team meetings and present at in-service meetings, 
educating staff on cultural, barriers experienced by First 
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Nations Peoples when accessing healthcare services, and 
First Nations history, culture and significant events.

	 iii.	 Impact – Presence of role improves the cultural com-
petency of the non-Indigenous cancer workforce-
Participants reflected that the presence of the FNCC 
role within the multidisciplinary cancer teams had 
improved their own cultural competency and under-
standing of First Nations culture more broadly. The 
ongoing cultural support enabled non-Indigenous 
staff to proactively identify and address cultural needs 
themselves, increasing their confidence in initiating 
conversations about cultural identity and providing 
culturally responsive care.

Many participants reported that since working alongside 
the FNCC, they no longer felt uncomfortable ‘Asking the 
Question’ to establish First Nations status. In part, this was 
due to increased cultural understanding, but in some inter-
views, participants remarked that if they were caring for 
First Nations patients, it was reassuring to know that they 
could offer them additional, cancer-specific cultural support. 
Reflecting on staff members’ potential hesitancy to ask the 
question, Staff 07 suggested that non-Indigenous staff may 
be worried about what comes next, after First Nations status 
has been established: “but if what comes next is - ‘there’s 
a coordination person in this role, would you like to meet 
them?’ - that makes the conversation much more natural.” 

	 iv.	 Impact– Cultural support at end-of-life. Participants 
noted that the FNCC’s guidance was particularly valu-
able during end-of-life care for First Nations patients, 
when there were often additional coordination require-
ments. The FNCC was also able to advocate for and 
coordinate culturally appropriate practices, both 
within hospital settings and in supporting patients’ 
desires to return to Community and Country. In the 
hospital setting, participants mentioned instances 
where the FNCC had facilitated the accommodation of 
extended family and advocated for cultural practices 
(e.g. smoking ceremonies) that required adjustments 
to usual hospital policies. Beyond the hospital, the 
FNCC supported palliative care and other commu-
nity-based teams to coordinate appropriate care and 
resource allocation in the patient’s preferred location.

2.	 Relationship and trust building with patients and family, 
through dedicated time and presence

Participants acknowledged that First Nations Peoples 
had a range of reasons to distrust the healthcare system, 
including experiences of racism, the negative experiences 
of family or community members, and historical and current 

policymaking that denied the consent and involvement of 
First Nations Peoples. To improve the credibility and trust-
worthiness of mainstream medical services, genuine rela-
tionship building, between hospitals and community-based 
services and between healthcare professionals and their indi-
vidual patients, is essential. Culturally informed roles, such 
as the FNCC, could incorporate flexibility and a broader 
scope than usually existing within the Western healthcare 
model to build meaningful relationships and improve overall 
trust.

a	 Perceptions of health care professionals – Continuity 
of care and trusted relationships. Unlike many health-
care roles, typically confined to one treatment stage or 
care setting, the FNCC could support patients through-
out their illness course, both within and outside of the 
hospital setting. Participants noted that the FNCC had 
more regular contact with patients and family than other 
members of the care team: “My role is more before sur-
gery and things, whereas the [FNCC] role, they can 
catch up with the patient more after appointments and 
things as well” (Staff 05). This unique scope allowed the 
FNCC to nurture trusted bonds and rapport with patients 
and families. Other participants described the paucity 
of time in a typical clinical setting, noting how chal-
lenging it could be to “get to know someone” within the 
constraints of a one-off 15-minute consultation. Ongo-
ing care was described as a significant strength of the 
FNCC role. The FNCC was available to attend clinics 
and appointments, but also to sit and yarn (culturally 
safe conversation) with patients in a casual context, pro-
vide support in community settings, and contact over the 
phone. Participants expressed gratitude for the FNCC’s 
additional capacity, and an awareness that genuine rela-
tionship building is vital to ensure trust and comfort in 
mainstream healthcare services.

b	 Impact - Central point of contact for patients and fami-
lies. Consistent presence and availability made the 
FNCC a reliable point of contact for patients and fami-
lies as they navigated the complexities of what can be 
a fragmented cancer care system. Participants reflected 
on the many services and healthcare professionals 
involved in the provision of cancer care, noting that a 
single, trusted point of contact may alleviate additional 
navigation stresses. If this point of contact was known 
and trusted in the community, this may encourage ear-
lier and timely engagement with cancer services. As one 
participant described “for patients, knowing that there is 
already a person that they know and that they're familiar 
with, and is that link, that... point of contact. When's my 
appointment? When am I going? How am I gonna (sic) 
get there?... All those really practical things would be 
quite helpful” (Staff 09).
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	 iii.	 Impact– Person- and family-centered care is culti-
vated through trusted and meaningful relationships. 
Through trusted relationships fostered over time, the 
FNCC could gain a nuanced understanding of each 
patient’s individual needs. This insight allowed the 
FNCC to guide the broader cancer care team in tailor-
ing approaches that best resonated with patients and 
their families. For example, participants recalled seek-
ing the FNCC’s advice on the involvement of family 
and community members in family meetings and other 
consultations. The FNCC could provide a safe space 
for patients to voice their concerns, ask questions and 
engage in open dialogue with their care teams. The 
FNCC role, as one participant described, “helps to 
make our patients stronger on their own, to be able to 
advocate for themselves” (Staff 05). The empowering 
influence of the FNCC went beyond cancer care. One 
participant described a patient who had never identi-
fied with their First Nations heritage throughout previ-
ous healthcare interactions, but through the FNCC’s 
cultural support and knowledge, found an opportunity 
to explore their cultural background.

3.	 Bridging Cultures – facilitating connection, two-way 
communication and trust between patients and health-
care providers

As both an embedded member of the cancer team and a 
trusted point of contact for patients, the FNCC facilitated 
two-way communication between patients, families and 
healthcare providers.

a	 Perceptions of health care professionals – Culturally 
informed coordination between hospital and commu-
nity services. Participants noted that the FNCC’s cul-
tural knowledge, coupled with their familiarity with 
cancer pathways, made them well-positioned to provide 
comprehensive coordination and advocacy for patients, 
ensuring that patients were connected to available 
support services. A key linkage that the FNCC could 
provide was access to local First Nations community-
controlled health organisations and cultural support 
services. These linkages were particularly crucial in 
facilitating timely access to care prior to diagnosis, and 
ensuring continuity of care in the community, after dis-
charge from the hospital. Participants noted the large 
number of rural patients who attend metro hospitals to 
receive treatment, and their often-significant coordina-
tion requirements. The FNCC, through linkages with 
community services, could help identify patients early 
and provide support prior to hospital presentation

b	 Perceptions of health care professionals – Trusted con-
duits between patients and healthcare providers.In addi-
tion to being a central point of contact for patients and 
family members, participants considered the FNCC to 
serve a similar role within care teams. The FNCC could 
convey important updates on patients’ needs and situ-
ations to the broader healthcare team and community-
based services, while simultaneously, communicate 
critical information about care plans, appointments and 
treatment options back to patients and families. By facil-
itating this bidirectional flow of information, the FNCC 
could ensure that all parties remained informed and ‘on 
the same page’. Participants found that the FNCC was 
often able to communicate nuanced information that 
provided further context to medical record documenta-
tion.

	 iii.	 Impact – Improving trust and engagement with can-
cer care providers. The strong relationships and 
rapport with patients and families, coupled with the 
FNCC’s embedded role within the multidisciplinary 
team, served as a foundation for trust-building with 
the broader team. When the FNCC could facilitate 
introductions or attend initial appointments, partici-
pants felt that patients were more at ease and trust-
ing in other healthcare providers. Participants valued 
the FNCC’s ability to ‘vouch’ for them and reassure 
patients of their competence and commitment to their 
wellbeing.

	 iv.	 The FNCC’s ability to check in with patients, during 
and beyond appointments, ensured that they were not 
overwhelmed or confused by the information that they 
were receiving. One participant described how chal-
lenging it could be to achieve the ‘right amount’ of 
information; “between information... and the informa-
tion just starting to become white noise, and, worse 
than that, actually a barrier to what needs to be done” 
(Staff 07). Participants reflected that the FNCC’s pres-
ence could foster a safe environment of understand-
ing, enabling patients to make informed decisions and 
exercise self-determination over their cancer care. In 
one example, a participant described a patient with a 
complicated history of trauma, who felt intense dis-
comfort about staying in hospital. The patient, who 
would repeatedly present to the emergency depart-
ment, “would only stay because of the involvement of 
the FNCC” (Staff 04).

e	 Impact – Streamlining care pathways. As a trusted point 
of contact, participants felt that the FNCC role reduced 
potential delays that might arise from multiple points of 
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contact within a fragmented cancer care system, thus 
enhancing the overall efficiency and timeliness of care. 
Participants listed a number of ways that the FNCC 
could save time including improving rapport between 
patients and healthcare teams, ‘de-medicalizing’ infor-
mation, conveying the importance of certain treatments 
or pathways to patients and supporting healthcare teams 
with consent processes for various procedures. As an 
embedded member of the cancer team, the FNCC was 
well-positioned to contact the relevant people when 
urgent coordination was required.

Discussion

In Australia, many First Nations Peoples continue to face 
barriers in accessing culturally safe cancer care. The pre-
sent study has demonstrated that FNCC roles can address 
some of these barriers by providing culturally grounded 
care coordination, facilitating trust between patients and 
healthcare teams, while simultaneously improving the cul-
tural competency of healthcare workers themselves. These 
findings contribute to a growing international evidence base 
that supports the positive impact of IPNs and FNCC roles 
on the provision of cancer care. [22] Importantly, this is the 
first study to document the qualitative impact of a FNCC 
role from the perspectives of non-Indigenous cancer staff.

These findings support existing research that patient navi-
gators operate at the interface between the health system 
and underserved communities, thus requiring an “insider” 
knowledge of both [9, 36]. The FNCC should have knowl-
edge of clinical standards and cancer care pathways, in addi-
tion to cultural understanding, to operate effectively in both 
settings [27]. With regards to the former, future FNCC pro-
grams should ensure that FNCC’s receive adequate, cancer-
specific training, have access to clinical and cultural supervi-
sion, and are well connected with multidisciplinary cancer 
teams. With regards to the latter, it is recommended that 
FNCC roles be designated specifically for First Nations peo-
ples. Our findings indicate that the FNCC’s cultural standing 
afforded a unique insight into the needs and concerns of 
First Nations patients. This supports previous research that 
First Nations people feel less guarded and more comfort-
able asking questions when a First Nations staff member is 
present [11, 37]. Additionally, First Nations identified roles 
have been found to improve the communication between 
patients and non-Indigenous healthcare providers [38, 39]. 
It is the combination of cultural knowledge and capacity for 
relationship building that makes the FNCC role distinct from 
existing cancer coordinator positions.

While this study supports evidence that First Nations 
health workers enhance cultural awareness [38, 39], the 
responsibility for cultural safety should extend beyond these 

roles, to all staff and encompass the entire organisation. As 
Panozzo et al., (2023) described in a palliative care context, 
there can be an overreliance on First Nations health workers 
to deescalate communication breakdowns or misunderstand-
ings relating to cultural aspects of care [39]. Health care 
professionals may assume that it’s the First Nations patients 
who are unable to express their needs, rather than deepening 
their own cultural awareness and capacity to provide trauma-
informed care [40]. The collaborative nature of the FNCC 
role, in addition to its broad scope and focus on proactive, 
early involvement with patients, highlights the positive 
impact of ongoing cultural support on overall care delivery. 
Non-Indigenous staff frequently reflected on their increased 
confidence, interest and understanding in the cultural aspects 
of care. The collaborative and educational aspects of the 
FNCC role ensure that cultural safety is not siloed to First 
Nations health workers but is instead an integral part of the 
organisational culture, leading to more sustainable improve-
ments in care for First Nations people.

Study limitations

There was potential for selection bias, as participants who 
agreed to be interviewed may have had better knowledge 
or more positive impressions of the FNCC role than par-
ticipants who declined to be interviewed. Eligibility criteria 
included those who had worked alongside the FNCC role, 
so we were unable to capture the perspectives of cancer staff 
who did not understand the role and its scope. Addition-
ally, while the study aimed to focus on the FNCC role more 
globally, interviews often referred to the specific individual 
occupying the role, whom all participants knew personally. 
This may have inadvertently led participants to conflate the 
performance of the individual with the broader potential 
of the role. Importantly, the views of First Nations patients 
and family members are not represented in this work. These 
voices are being sought in a further piece of research cur-
rently underway.

Future directions

Additional evaluation is needed to examine the implementa-
tion processes and the quantitative impact of FNCC roles on 
the timeliness of care and adherence to optimal care path-
ways [41]. As Reilly et al noted, however, the complex and 
varied tasks of care coordination pose a challenge to the 
adequate evaluation of these interventions [9]. For instance, 
while this project highlighted the critical role of relationship 
building with First Nations communities and individuals, 
the time commitments and depth of these relationships is 
challenging to quantify. A combination of qualitative and 
quantitative evaluation is recommended, with evaluation 
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outcomes determined in partnership with local First Nations 
communities.

Conclusions

This study extends our understanding of the scope and 
impact of IPN/FNCC roles and supports the wider imple-
mentation of these roles through Australia. The FNCC 
role, through trusted relationships with patients, families 
and healthcare providers, facilitates continuous, culturally 
informed care that upholds the self-determination of First 
Nations Australians with cancer.

Acknowledgements  We would like to thank the Community Advisory 
Group, whose ongoing involvement and leadership has ensured that 
this research is grounded in the strengths of First Nations culture and 
community.

Author contributions  All authors made contributions to the concep-
tion and design of the study (MW, MM, JP, BL, SM, GG) including 
the protocol development (MW, JP, BL, GG), obtaining funding (JP, 
BL, GG) and ethics approval (MW). Recruitment and data collection 
was undertaken by MW, a female, non-Indigenous, palliative care 
researcher with a background in social sciences. Transcripts were ana-
lyzed by MW, with input on interpretation from MM, JP and GG. Final 
themes were reviewed by all authors and the Community Advisory 
Group. The manuscript was drafted by MW with review and approval 
from MM, JP, BL, SM and GG.

Funding  Open Access funding enabled and organized by CAUL and its 
Member Institutions. This project was funded by the Western Central 
Melbourne Integrated Cancer Service.

Data availability  Qualitative data from this study are not currently 
available online.

Declarations 

Research ethics and patient consent  The study received ethics approval 
from the Human Research Ethics Committee, St Vincent's Hospital 
Melbourne (Reference: HREC 250/23). All participants provided writ-
ten and verbal consent. Participants were informed that the interviews 
were being conducted to explore perceptions and impact of a pilot First 
Nations Cancer Coordinator role.

Conflict of interest  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Australian Institute of Health and Welfare. Tier 1 - health Status 
and outcomes. 1.08 Cancer. https://​www.​indig​enous​hpf.​gov.​au/​
measu​res/1-​08-​cancer. Accessed 30th April 2024

	 2.	 Brands J, Garvey G (2024) Overcoming barriers to bowel 
screening for First Nations Australians. <book-title 
update="added">Indigenous and Tribal Peoples and Cancer. 
Springer Nature Switzerland, pp 167–170

	 3.	 Bizuayehu HM, Belachew SA, Diaz A, Jahan S, Fong KM, 
Garvey G (2024) The landscape of lung cancer screen-
ing among Indigenous Peoples worldwide. <book-title 
update="added">Indigenous and Tribal Peoples and Cancer. 
Springer Nature Switzerland, pp 183–186

	 4.	 Valery PC, Coory M, Stirling J, Green AC (2006) Cancer diag-
nosis, treatment, and survival in Indigenous and non-Indigenous 
Australians: a matched cohort study. Lancet 367(9525):1842–8. 
https://​doi.​org/​10.​1016/​s0140-​6736(06)​68806-5

	 5.	 Tranberg R et al (2016) Factors influencing cancer treatment 
decision-making by indigenous peoples: a systematic review. 
Psycho-Oncol 25(2):131–141. https://​doi.​org/​10.​1002/​pon.​3900

	 6.	 Anderson K, Diaz A, Parikh DR, Garvey G (2021) Accessi-
bility of cancer treatment services for Indigenous Australians 
in the Northern Territory: perspectives of patients and care 
providers. BMC Health Serv Res. https://​doi.​org/​10.​1186/​
s12913-​021-​06066-3

	 7.	 Shahid S, Teng T-HK, Bessarab D, Aoun S, Baxi S, Thomp-
son SC (2016) Factors contributing to delayed diagnosis of 
cancer among Aboriginal people in Australia: a qualitative 
study. BMJ Open 6(6):e010909. https://​doi.​org/​10.​1136/​bmjop​
en-​2015-​010909

	 8.	 Sanjida S et al (2022) Indigenous Australians’ experiences of can-
cer care: a narrative literature review. Int J Environ Res Public 
Health 19(24):16947. https://​doi.​org/​10.​3390/​ijerp​h1924​16947

	 9.	 Reilly R et al (2018) Aboriginal experiences of cancer and care 
coordination: lessons from the Cancer Data and Aboriginal Dis-
parities (CanDAD) narratives. Health Expect 21(5):927–936. 
https://​doi.​org/​10.​1111/​hex.​12687

	10.	 Shahid S, Finn LD, Thompson SC (2009) Barriers to participa-
tion of Aboriginal people in cancer care: communication in the 
hospital setting. Med J Aust 190(10):574–579. https://​doi.​org/​10.​
5694/j.​1326-​5377.​2009.​tb025​69.x

	11.	 Green M, Anderson K, Griffiths K, Garvey G, Cunningham J 
(2018) Understanding Indigenous Australians’ experiences of 
cancer care: stakeholders’ views on what to measure and how 
to measure it. BMC Health Serv Res. https://​doi.​org/​10.​1186/​
s12913-​018-​3780-8

	12.	 Lyford M, Haigh M, Baxi S, Cheetham S, Shahid S, Thompson S 
(2018) An exploration of underrepresentation of Aboriginal can-
cer patients attending a regional radiotherapy service in Western 
Australia. Int J Environ Res Public Health 15(2):337. https://​doi.​
org/​10.​3390/​ijerp​h1502​0337

	13.	 Shahid S, Finn L, Bessarab D, Thompson SC (2009) Understand-
ing, beliefs and perspectives of Aboriginal people in Western 
Australia about cancer and its impact on access to cancer ser-
vices. BMC Health Serv Res 9(1):132. https://​doi.​org/​10.​1186/​
1472-​6963-9-​132

	14.	  Meiklejohn J,   Arley B,   Pratt G,   Valery P,   Bernardes C 
(2019) We just don’t talk about it': Aboriginal and Torres 
Strait Islander peoples' perceptions of cancer in regional 
Queensland. Rural and Remote Health. https://​doi.​org/​10.​
22605/​rrh47​89

	15.	 Taylor EV et al (2021) “The support has been brilliant”: experi-
ences of Aboriginal and Torres Strait Islander patients attending 

http://creativecommons.org/licenses/by/4.0/
https://www.indigenoushpf.gov.au/measures/1-08-cancer
https://www.indigenoushpf.gov.au/measures/1-08-cancer
https://doi.org/10.1016/s0140-6736(06)68806-5
https://doi.org/10.1002/pon.3900
https://doi.org/10.1186/s12913-021-06066-3
https://doi.org/10.1186/s12913-021-06066-3
https://doi.org/10.1136/bmjopen-2015-010909
https://doi.org/10.1136/bmjopen-2015-010909
https://doi.org/10.3390/ijerph192416947
https://doi.org/10.1111/hex.12687
https://doi.org/10.5694/j.1326-5377.2009.tb02569.x
https://doi.org/10.5694/j.1326-5377.2009.tb02569.x
https://doi.org/10.1186/s12913-018-3780-8
https://doi.org/10.1186/s12913-018-3780-8
https://doi.org/10.3390/ijerph15020337
https://doi.org/10.3390/ijerph15020337
https://doi.org/10.1186/1472-6963-9-132
https://doi.org/10.1186/1472-6963-9-132
https://doi.org/10.22605/rrh4789
https://doi.org/10.22605/rrh4789


	 Supportive Care in Cancer          (2026) 34:124   124   Page 10 of 10

two high performing cancer services. BMC Health Serv Res. 
https://​doi.​org/​10.​1186/​s12913-​021-​06535-9

	16.	 Thackrah RD et  al (2022) Perspectives of aboriginal people 
affected by cancer on the need for an Aboriginal navigator in 
cancer treatment and support: a qualitative study. Healthcare 
11(1):114. https://​doi.​org/​10.​3390/​healt​hcare​11010​114

	17.	 Grimes C, Dankovchik J, Cahn M, Warren-Mears V (2017) 
American Indian and Alaska Native cancer patients’ perceptions 
of a culturally specific patient navigator program. J Primary Prev 
38(1–2):121–135. https://​doi.​org/​10.​1007/​s10935-​016-​0458-z

	18.	 Guadagnolo BA, Cina K, Koop D, Brunette D, Petereit DG (2011) 
A pre-post survey analysis of satisfaction with health care and 
medical mistrust after patient navigation for American Indian can-
cer patients. J Health Care Poor Underserved 22(4):1331–1343. 
https://​doi.​org/​10.​1353/​hpu.​2011.​0115

	19.	 Freeman HP, Rodriguez RL (2011) History and principles of 
patient navigation. Cancer 117(S15):3537–3540. https://​doi.​org/​
10.​1002/​cncr.​26262

	20.	  Freeman HP,  Muth BJ,   Kerner JF (1995) Expanding access to can-
cer screening and clinical follow-up among the medically underserved. 
Cancer Pract 3(1):19-30 [Online]. Available: http://​europ​epmc.​org/​
abstr​act/​MED/​77040​57. (in eng). Accessed 21 Feb 2025

	21.	 Whop LJ et al (2012) Navigating the cancer journey: a review of 
patient navigator programs for Indigenous cancer patients. Asia-
Pac J Clin Oncol 8(4):e89–e96. https://​doi.​org/​10.​1111/j.​1743-​
7563.​2012.​01532.x

	22.	 Rankin A, Baumann A, Downey B, Valaitis R, Montour A, Mandy 
P (2022) The role of the Indigenous patient navigator: a scoping 
review. Can J Nurs Res 54(2):199–210. https://​doi.​org/​10.​1177/​
08445​62121​10667​65

	23.	 Anderson K et al (2022) Development of key principles and best 
practices for co-design in health with First Nations Australians. Int 
J Environ Res Public Health 20(1):147. https://​doi.​org/​10.​3390/​
ijerp​h2001​0147

	24.	 Anderson K, Butler T, Gall A, Elder-Robinson E, Garvey G 
(2024) Co-design with Indigenous Peoples. Indigenous and Tribal 
Peoples and Cancer. Springer Nature Switzerland, pp 305–309

	25.	 Tong A, Sainsbury P, Craig J (2007) Consolidated criteria for 
reporting qualitative research (COREQ): a 32-item checklist for 
interviews and focus groups. Int J Qual Health Care 19(6):349–
357. https://​doi.​org/​10.​1093/​intqhc/​mzm042

	26.	 Huria T et al (2019) Consolidated criteria for strengthening report-
ing of health research involving Indigenous Peoples: the CON-
SIDER statement. BMC Med Res Methodol. https://​doi.​org/​10.​
1186/​s12874-​019-​0815-8

	27.	 Wilson MC, Mulcahy M, Philip J, Le BH, Garvey G (2025) Core 
components of a best practice First Nations cancer coordinator role. 
Med J Aust 223(1):19–22. https://​doi.​org/​10.​5694/​mja2.​52684

	28.	 Bernardes CM et al (2018) Lessons learned from a pilot study of an 
Indigenous patient navigator intervention in Queensland, Australia. 
Eur J Cancer Care 27(1):e12714. https://​doi.​org/​10.​1111/​ecc.​12714

	29.	 Braun V, Clarke V (2006) Using thematic analysis in psychology. 
Qual Res Psychol 3(2):77–101. https://​doi.​org/​10.​1191/​14780​
88706​qp063​oa

	30.	 Boyatzis RE (1998) Developing themes and a code using the 
inductive method: an example using life stories in: transforming 
qualitative information: thematic analysis and code development. 
Sage Publications Inc, Thousand Oaks, CA, US, pp 67–98

	31.	 Nilson C (2017) A journey toward cultural competence: the role 
of researcher reflexivity in Indigenous research. J Transcult Nurs 
28(2):119–127

	32.	 Alvesson M, Sköldberg K (2018) Introduction: the intellectualiza-
tion of method in: reflexive methodology: new vistas for qualita-
tive research, 3rd edn. SAGE Publications, pp 9-11

	33.	 National Health and Medical Research Council (2018) Keeping 
research on track II: a companion document to Ethical conduct in 
research with Aboriginal and Torres Strait Islander peoples and 
communities: guidelines for researchers and stakeholders. Can-
berra, Commonwealth of Australia

	34.	 National Health and Medical Research Council (2018) Ethical 
conduct in research with Aboriginal and Torres Strait Islander 
peoples and communities: guidelines for researchers and stake-
holders. Canberra, Commonwealth of Australia

	35.	 National Health and Medical Research Council (2003) Values 
and ethics: guidelines for ethical conduct in Aboriginal and Tor-
res Strait Islander health research. Canberra, Commonwealth of 
Australia

	36.	 Natale‐Pereira A, Enard KR, Nevarez L, Jones LA (2011) The 
role of patient navigators in eliminating health disparities. Cancer 
117(S15):3541–3550. https://​doi.​org/​10.​1002/​cncr.​26264

	37.	 De Witt A, Cunningham FC, Bailie R, Percival N, Adams J, 
Valery PC (2018) “It’s just presence,” the contributions of Abo-
riginal and Torres Strait islander health professionals in cancer 
care in Queensland. Front Public Health. https://​doi.​org/​10.​3389/​
fpubh.​2018.​00344

	38.	 Mackean T, Withall E, Dwyer J, Wilson A (2020) Role of Abo-
riginal health workers and liaison officers in quality care in the 
Australian acute care setting: a systematic review. Aust Health 
Rev 44(3):427–433. https://​doi.​org/​10.​1071/​ah191​01

	39.	 Panozzo S et al (2023) Bridging cultures in palliative care: a quali-
tative study of the care of Indigenous Australians with advanced 
illness. Palliat Med 37(4):498–507. https://​doi.​org/​10.​1177/​02692​
16322​11379​29

	40.	 Shahid S, Bessarab D, Van Schaik KD, Aoun SM, Thompson SC 
(2013) Improving palliative care outcomes for Aboriginal Austral-
ians: service providers’ perspectives. BMC Palliat Care 12(1):26. 
https://​doi.​org/​10.​1186/​1472-​684x-​12-​26

	41.	 Cancer Australia (2024) Optimal care pathway for Aboriginal and 
Torres Strait Islander people with cancer- Second edition. Cancer 
Australia [Online]. Available: https://​www.​cance​raust​ralia.​gov.​au/​
publi​catio​ns-​and-​resou​rces/​cancer-​austr​alia-​publi​catio​ns/​OCP-​
abori​ginal-​and-​torres-​strait-​islan​der-​people-​cancer-​second-​editi​
on. Accessed 30 Jan 2025 

Publisher's note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1186/s12913-021-06535-9
https://doi.org/10.3390/healthcare11010114
https://doi.org/10.1007/s10935-016-0458-z
https://doi.org/10.1353/hpu.2011.0115
https://doi.org/10.1002/cncr.26262
https://doi.org/10.1002/cncr.26262
http://europepmc.org/abstract/MED/7704057
http://europepmc.org/abstract/MED/7704057
https://doi.org/10.1111/j.1743-7563.2012.01532.x
https://doi.org/10.1111/j.1743-7563.2012.01532.x
https://doi.org/10.1177/08445621211066765
https://doi.org/10.1177/08445621211066765
https://doi.org/10.3390/ijerph20010147
https://doi.org/10.3390/ijerph20010147
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/s12874-019-0815-8
https://doi.org/10.1186/s12874-019-0815-8
https://doi.org/10.5694/mja2.52684
https://doi.org/10.1111/ecc.12714
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1002/cncr.26264
https://doi.org/10.3389/fpubh.2018.00344
https://doi.org/10.3389/fpubh.2018.00344
https://doi.org/10.1071/ah19101
https://doi.org/10.1177/02692163221137929
https://doi.org/10.1177/02692163221137929
https://doi.org/10.1186/1472-684x-12-26
https://www.canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/OCP-aboriginal-and-torres-strait-islander-people-cancer-second-edition
https://www.canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/OCP-aboriginal-and-torres-strait-islander-people-cancer-second-edition
https://www.canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/OCP-aboriginal-and-torres-strait-islander-people-cancer-second-edition
https://www.canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/OCP-aboriginal-and-torres-strait-islander-people-cancer-second-edition

	Scope and impact of a First Nations cancer coordinator role: perspectives of multidisciplinary cancer staff
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Design
	Setting
	Participants
	Data collection
	Data analysis
	Ethics

	Results
	Participant characteristics
	Overview of findings

	Discussion
	Study limitations
	Future directions

	Conclusions
	Acknowledgements 
	References


