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ABSTRACT

Introduction: Australian medical schools have taken on a social accountability mandate to provide culturally safe contexts in
order to encourage Aboriginal and Torres Strait Islander people to engage in medical education and to ensure that present and future
clinicians provide health services that contribute to improving the health outcomes of Aboriginal and Torres Strait Islander
peoples. Many programs have sought to improve cultural safety through training at an individual level; however, it is well
recognised that learners tend to internalise the patterns of behaviour to which they are commonly exposed. This project aimed to
measure and reflect on the cultural climate of an Australian rural clinical school (RCS) as a whole and the collective attitudes of
three different professional groups: clinicians, clinical academics and professional staff. The project then drew on Mezirow’s
Transformative Learning theory to design strategies to build on the cultural safety of the organisation.

Methods: Clinicians, academic and professional staff at an Australian RCS were invited to participate in an online survey
expressing their views on Aboriginal health using part of a previously validated tool.

Results: Survey response rate was 63%. All three groups saw Aboriginal health as a social priority. All groups recognised the
fundamental role of community control in Aboriginal health; however, clinical academics were considerably more likely to disagree
that the Western medical model suited the health needs of Aboriginal people. Clinicians were more likely to perceive that they
treated Aboriginal patients the same as other patients. There was only weak evidence of future commitments to Aboriginal health.
Importantly, clinicians, academics and professional staff demonstrated differences in their cultural safety profile which indicated the
need for a tailored approach to cultural safety learning in the future.

Conclusions: Through tailored approaches to cross-cultural training opportunities we are likely to ensure participants are able to
engage with the material and reflect upon implications of a challenging cultural climate on the health and wellbeing outcomes of

Aboriginal people.
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Introduction

Aboriginal and Torres Strait Islander people have poorer
health status than non-Aboriginal Australians'”. They are
significantly under-represented injjj the health sector
gcncrally3, and in medical professions spccifically4‘5. Medical
schools therefore have a social accountability mandate to
provide culturally safe contexts in order to enable Aboriginal
and Torres Strait Islanders to engage in medical education
with confidence®, and to ensure that present and future
clinicians provide health services to Indigenous Australians in
a respectful and empowering manner’. All medical schools in
Australia are reference group members of the Leaders in
Indigenous Medical Education (LIME) Network, which secks
to ensure quality and effectiveness of teaching and learning of

Indigenous health in medical education.

Cultural safety has been grappled with for many years;
however, work done by Maori nurses with the inclusion of
cultural safety and training into nurse education has paved the
way for many countries to examine culture safety trainings.
Cultural safety within health professional practice is
‘regardful’ of people’s unique qualitiesg. Rather than seeing
the patient as the ‘exotic other’, cultural safety requires
instead for the health professional to view themselves as
‘other’ and consider how they can change and adapt their
practice to suit their patient’s needs, being ever mindful of
power differentials®. Whether a service is culturally safe must
be determined by the patients, not the providers of the

. 10
service .

The Australian Indigenous Doctor’s Association views
cultural safety on a continuum''. Cultural awareness, which
involves understanding difference, is the first step in the
learning process. Cultural sensitivity, where self-exploration
occurs, is the next step. Cultural safety is the final outcome.
Transition between these steps is recognised as a dynamic,
multidimensional process where an individual’s place in the
continuum can change depending on the setting or

community.

In recent years cultural safety training programs have become
commonplace across the Australian health sector with the aim
of increasing knowledge and understanding of Aboriginal
history, belief systems, values and concepts of health; and
links between the social determinants of health and
relationship to health outcomes’. All tertiary-level health
professional education curricula have Australian Medical
Council  accreditation  requirements mandating  the
incorporation of Aboriginal and Torres Strait Islander health
into curricula'’. Professional colleges have followed this lead

with the mandated requirements around Aboriginal

health"".

Despite all these formal training opportunities, it is well
recognised that learners tend to 'internalise and perpetuate
the patterns of behaviour that surround them'. Attitudes
towards Aboriginal and Torres Strait Islanders can be
resistant to change, because change requires reflection on the
premise of our own 'belief, judgement and feeling' to
transform our world view'. Mezirow argues that such
fundamental changes in frame of reference require a number
of key phases including a disorientating dilemma leading to
critical assessment of assumptions, recognising that others
have negotiated similar change and that the process of
transformation is shared, learning new knowledge and
exploring options for new roles, and renegotiating established

relationships and negotiating new relationshipslﬁ.

This project aimed to draw on the collectivist approach of
Aboriginal people to measure and reflect on the cultural
climate of a rural clinical school (RCS) and then, recognising
the importance of good company to share the learning
journey, design strategies to build on the cultural safety of the

organisationls.
Methods

Carr’s previously validated survey tool was chosen for this
study”. The Carr study evaluated medical and dental

students’ experiences of learning and attainment of university

© J Gladman, C Ryder, LK Walters, 2015. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au



The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Palicy

learning outcomes relating to Aboriginal and Torres Strait
Islander health. These questions describe four main
constructs: social priority, health services provision,
preparedness and ability, and future commitment to
Aboriginal health. The original survey consisted of
25 questions based on a five-point Likert scale, where 1 was
‘strongly disagree’ and 5 was ‘strongly agree’. In Carr’s
study, eight questions were excluded because they had not
shown test-retest reliability'’, In this project two further
questions were excluded because they were not considered
relevant to all proposed survey participants. Fifteen of the
original questions were included in the survey.

Clinician teachers, academics and professional
(administrative) staff from a single RCS were invited by email
to participate in the online survey. Clinician teachers were
defined as clinicians who had a formal affiliation with the RCS

such as academic status or a casual appointment.

The power of the study was calculated as >90% for a 0.4
point difference in a five-point Likert scale with standard
deviation (SD) of 0.8 and a error 5% if the sample size was
40. Data analysis was conducted using the Statistical Package
for the Social Sciences (SPSS; http://www.spss.com). Likert
scale means and standard deviations were calculated assuming
Likert scores represented a continuous variable between 1
and 5. Data were found to be linear, so one-way between
groups ANOVA analysis was conducted to compare the effect
of occupational group on Likert scale scores for cultural
safety. Post-hoc Fisher’s least significant difference (LSD)

tests were performed to reduce the risk of type 1 errors.
Ethics approval
Ethics approval was obtained from Southern Adelaide Clinical

Human Ethics Research Ethics Committee (project number
023.13).

Results

Of the emails that were sent out to potential participants (N=65),

a total of 41 participants completed the survey (response rate

63%). Participants comprised 29.3% clinical teachers, 29.3%
academic staff and 41.5% professional staff (Table 1).

There was a significant effect on overall cultural safety
measurement using Carr’s  tool between the three
occupational ~ groups (F(2)=4.029, p=0.027). Posthoc
comparisons using Fisher’s LSD test indicated that clinical
academics demonstrated cultural = safety (mean=51.3,
SD=5.12) to a greater extent compared with both clinician
teachers (mean difference = 6.67, 95% confidence interval
(CH=1.59-11.75, p=0.012) and university professional staff
(mean difference=5.53, 95%CI=0.69-10.38, p=0.026).

Results are outlined in Table 2 and described in detail below.
Social priority

All three participant groups demonstrated clear agreement
that the state of Aboriginal health is a social priority
(mean=4.17, SD=1.30) with no statistically significant
difference between the groups (F(2)=2.069, p=0.141).

Health service provision

For the health services construct, questions were scored
positively or negatively depending on whether they reflected
a student learning objective, or the opposite to this. There
were no statistically significant differences between the three
groups of participants for the construct of health services
(F(2)=0.472, p=0.628), with the whole cohort recognising
the fundamental role of community control in Aboriginal
healthcare delivery and affirming that Aboriginal health
depends on the availability of appropriate health services.

Preparedness and ability

Within the preparedness and ability construct there was a
difference between the groups (F(2)=4.269, p=0.022).
Posthoc comparisons using the Fisher’s LSD test indicated
that academics have a higher overall score for preparedness
(mean=28.1, SD=3.35)  than
difference=3.43,  95%CI=0.81-6.06, p=0.012) and
university professional staff clinicians (mean difference=3.10,
95%CI=0.61-5.60, p=0.017).

clinicians (mean
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Table 1: Participant groups

Participant group N % of total group*
Clinicians 12 29.3%
Academic staff 12 29.3%
Professional staff 17 41.5%

¥ Figures total more than 100% due to rounding

Table 2: Cultural climate findings

IConstructs Clinician/ clinical RCS academic staff RCS professional staff ANOVA
teacher (admin, project officers, results
etc.)
N Mean SD N Mean SD N Mean SD
Social priority construct score (Q1) F(;):le‘(:?%
1. The state of Aboriginal health is a social priority 12 3.50 1.78 10 4.40 1.27 17 4.41 0.80 As above
Health service construct score 12 16.7 3.42 10 16.9 2.92 16 16.3 2.57 F(2)=0.472,
(Q3+Q6+(6-Q2)+(6-Q4)+ p=0.628
(6Q5)
2. The western medical model suits the health needs of 12 2.17 0.72 10 1.50 0.53 16 1.88 0.81 Not analysed
Aboriginal people
3. The state of Aboriginal health depends on the availability 12 3.25 1.36 10 3.40 1.71 17 3.82 0.88 Not analysed
of appropriate health services
4. Aboriginal people have the same level of access to health 12 2.00 1.28 10 1.60 0.70 17 2.53 1.51 Not analysed
services as all Australians
5. The healthcare issues for Aboriginal people are basically 12 1.42 tgfr0.90 | 10 1.80 1.03 17 2.18 0.95 Not analysed
the same across Australia
6. Community control in Aboriginal health care delivery is 12 4.00 1.13 10 3.40 1.35 17 4.00 0.79 Not analysed
fundamental to the improvement of health
Preparedness and ability score (Q7+ Q8+ 12 24.7 3.52 10 28.1 3.35 15 25.0 2.27 F(2)=4.269,
(6-Q9)+Q10+Q11+Q12+Q13) p=0.022
7. Thave learnt a great deal about Aboriginal health in my 12 2.67 1.50 10 3.90 1.20 17 3.29 1.21 NS
course/ employment
8. I apply knowledge of Aboriginal health to provide a 12 3.83 1.03 10 4.20 0.63 17 3.29 0.77 F(2)=4.001,
culturally secure health care/workplace p=0.027
9. I practice equity in the provision of services by treating 12 4.33 1.16 10 3.30 1.25 15 3.40 1.06 NS
[Aboriginal patients the same as all my patients
10. I communicate appropriately with Aboriginal people 12 4.00 0.74 10 3.90 0.88 17 3.88 0.78 NS
11. T'have a good understanding of the holistic concept of 12 4.08 0.79 10 4.50 0.53 17 3.65 0.70 F(2)=4.891,
health in relation to health matters p=0.013
12. It is difficult to get Aboriginal people to adhere to 12 4.00 0.95 10 3.30 0.95 17 3.59 0.71 NS
medical treatment/advice
13. Thave the ability to communicate effectively with 12 3.42 1.08 10 3.20 1.14 15 2.87 0.92 NS
Aboriginal patients by myself
Commitment construct score 12 7.25 1.77 10 8.60 1.43 15 7.53 1.69 F(2)=2.008 ,
(Q14+Q15) p=0.150
14. Twill work for changes in Aboriginal health as a 12 3.58 1.00 10 4.10 0.88 15 3.47 0.99 NS
personal priority in my health practice
15.Thave a social responsibility to work for changes in 12 3.67 0.89 10 4.50 0.71 17 4.12 0.78 F(2)=3.148 ,
Aboriginal health p=0.051
Total Carr score 12 49.9 6.49 10 51.3 5.12 15 50.5 5.89 F(2)=4.029,
(sum of constructs) p=0.027

NS, no significant difference. RCS, rural clinical school. SD, standard deviation.
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Academic staff were more likely to agree that they apply their
knowledge of Aboriginal health to provide culturally secure
care/workplaces (mean= 4.20, SD=0.63), (F(2)=4.001,
p=0.027) than university professional staff (mean
difference=0.906, 95%CI=0.24-1.58, p=0.010). They also
agreed more strongly that they have a good understanding of
the holistic concept of health (mean=4.50, SD=0.53),
(F(2)=4.891, p=0.013) than university professional staff
(mean difference =0.853, 95%CI=0.29—-1.41, p=0.004).

Future commitment to Aboriginal health

Within the future commitment construct there was no
significant difference between the groups (F(2)=2.008,
p=0.150). There was a lower level of agreement by clinicians
to having a social responsibility to work for changes in
Aboriginal  health (mean=3.67, SD=0.89). Although
ANOVA results did not reach statistical significance
(F(2)=3.148, p=0.051), posthoc comparisons using Fisher’s
LSD test indicated that clinicians had a lower score when
compared to academics (mean difference=—0.833,
95%CI= —1.51 to —0.16, p=0.017).

Discussion

Westwood and Westwood proposed that in order to increase
awareness of how culture impacts on health service delivery
and improves health outcomes for Aboriginal peoples it is
important that training be specific to local area and
community needs’. Intersectional frameworks recognise the
lived experience and assumptions that individuals bring to
their life and working environment. These frameworks posit
that individuals hold multiple social locations, which interact
with one another to uniquely shape the health views, needs
and experiences of the individuals from minority groupsls.
Intersectorial ~frameworks are heavily influenced by
socioeconomic  status, political influences, educational
outcomes and cultural norms. They provide a way of

exploring cultural identity. This theoretical perspective
P g Y persp

suggests that position within an organisation is an important
factor when considering meaning perspectives.

The authors hypothesised that clinicians, academics and
professional staff hold different educational, cultural and
political status within the RCS organisation and therefore may
experience and contribute to the cultural climate of the RCS
differently. Exploring collective understandings of the health
of Aboriginal people in clinician, academic and professional
staff groupings could discover important differences between
these groups, and allow tailored educational approaches to be
developed. Limitations of this study include that Carr’s
original tool is validated for an undergraduate medical and
dentistry program and is for curriculum evaluation. The
authors postulate, however, that it is valid to assess whether
the cultural climate of an RCS supports Aboriginal health
learning objectives within the medical curriculum, or
whether the cultural climate of the organisation represents a

hidden curriculum that needs to be addressed.
Implicationsfor clinicians

In comparison to the clinical academics studied, clinicians
were less prepared as a group to acknowledge differences
between Aboriginal and non-Aboriginal peoples. They did
not consistently recognise the influence of autonomy and
power differentials on the Aboriginal people’s health status or
their capacity to adhere to standardised medical advice. This
one-dimensional approach to illness may explain why
clinicians seemed less confident that they understood the
holistic concept of health in relation to Aboriginal patients,
and why they did not express being strongly driven by social
responsibility to work for changes in Aboriginal health.

One hypothesis for the one-dimensional approach to illness is
that the theory and practice of medicine has been dominated
by the positivist bioreductionist discourse of medical science
and that this professional culture can blind clinicians to how
the social determinants of health influence positional power
within the health system, and prevent a patient-centred
approach to the practice of medicine’. Racial non-

concordance has previously been demonstrated to negatively

© J Gladman, C Ryder, LK Walters, 2015. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au



The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Palicy

impact on doctors’ understanding of their paticntszo.
Challenges to patient-centred care of Aboriginal people may
be further accentuated for overseas-trained doctors providing
clinical care in this area of rural Australia — some may still be
grappling with the gap between the culture of their own
country and that of Australia.

Thackrah and Thompson state that ‘Attention of cultural
complexity, structural determinants of inequality and power
differentials within health care settings ... provides a more
expansive notion of cultural competence and a nuanced
understanding of the role of culture in the clinic’'.
Intersectional frameworks seck to provide a model to explore
how people’s capacity for self-determination is multi-
dimensional and includes education, political and cultural
factors'®. The authors have interpreted the clinician findings
as demonstrating the need to build on the culture of medicine
by focusing cultural safety training for clinicians on locally
specific social determinants of health, and the collaborative
partnership between patients and clinicians in achieving
health outcomes. A clinical focus such as using simulation
scenarios involving local community members as standardised
patients is proposed. This could provide clinicians with
opportunities to examine their own intersectionality, and
learn interviewing skills that will uncover patient
intersectionality specific to local Aboriginal pcoplcs7. Using
Mezirow’s Transformative Learning theory, the theoretical
foundation for this tailored approach to cross-cultural training
aims to facilitate participants to undergo a disorientating
dilemma so clinicians become more critically reflective of

. . 22
th01r own assumptlons .
Implications for academic staff

When compared to clinicians the academic staff in the RCS
central to this study demonstrated a more detailed
understanding of the complexities of culture and the impact
that this has on health outcomes. It is unclear if these
perspectives attracted clinicians to academic positions within
the RCS or whether the RCS organisational focus was
responsible for nurturing these views; however, higher

education institutions have traditionally engaged in critical

discourse around power. Academic clinicians recognised their
social responsibility to work toward ‘closing the gap’.
Academic staff still had a strong affiliation to their
professional norms, and have leadership roles within the
clinical setting with students and often more broadly within
the profession. They have a responsibility to hold the
profession to account for the health outcomes of Aboriginal
people, and need to be supported to facilitate critical
reflection in those they lead. The authors propose that
academic clinicians seek to develop dual roles of leadership
within the medical profession and follovvership23 within the
Aboriginal communities with which they work. Followership
is a complex skill perhaps best conceptualized as a dance
partner in a waltz: too strong and the partner takes the lead;
too weak and the leader is not supported in the dance. Using
Mezirow’s Transformative Learning theory, the authors
recognise that formal partnerships with local Aboriginal
community leaders or Aboriginal health workers would
provide good company, where these cultural experts could

coach and mentor clinical academics.
Implications for professional staff

Compared with the academic staff, professional staff in the
RCS were more neutral about preparedness and ability
questions such as ‘good understanding of holistic concept of
health” and ‘applying knowledge to promote secure
workplace’. This may be because RCS professional roles are
not directly clinical and there are a range of staff levels, with
fewer survey participants involved in leadership roles. This
survey did not capture professional staff activities including
local ~ Aboriginal community engagement and actively
supporting Aboriginal medical students. The authors propose
that professional staff can be supported to participate in
supported cultural immersion with local Aboriginal groups,
for example through participating annually in the annual
National Aboriginal and Islander Day Observance Committee
(NAIDOC) Week activities and regularly hosting the local
Aboriginal women’s group at the RCS. Mezirow’s
Transformative Learning theory offers the theoretical
perspective for this strategy by recognising the importance of

'trying on different selves' and renegotiating rclationshipsm.
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This study recognises the importance of fostering an
organisational climate that has cultural safety as a core
value. Mezirow’s Transformative Learning theory has a
preference for learning where students and professional
groups can question, challenge and rejuvenate their personal

24
values™.

Conclusions

Despite formal curricullum measures, medical students are
most likely to adopt the cultural attitudes of the people in the
environment around them. This study sought to measure the
cultural climate of clinicians, academics and professional staff
in a single RCS and develop tailored strategies to improve the
cultural safety of the organisation based on Mezirow’s
Transformative Learning theory. Only through tailored
approaches to cross-cultural training opportunities is it likely
that participants will be able to engage with the material and
reflect upon how cultural climate impacts on the health and

wellbeing outcomes of Aboriginal people.
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