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Abstract 

Background First Nations peoples in colonised countries often feel culturally unsafe in hospitals, leading to high 
self-discharge rates, psychological distress and premature death. To address racism in healthcare, institutions have 
promised to deliver cultural safety training but there is limited evidence on how to teach cultural safety. To that end, 
we created Ask the Specialist Plus: a training program that focuses on improving healthcare providers intercultural 
communication skills to improve cultural safety. Our aim is to describe training implementation and to evaluate 
the training according to participants.

Methods Inspired by cultural safety, Critical Race Theory and Freirean pedagogy, Ask the Specialist Plus was piloted 
at Royal Darwin Hospital in Australia’s Northern Territory in 2021. The format combined listening to an episode 
of a podcast called Ask the Specialist with weekly, one-hour face-to-face discussions with First Nations Specialists 
outside the clinical environment over 7 to 8 weeks. Weekly surveys evaluated teaching domains using five-point Likert 
scales and via free text comments. Quantitative data were collated in Excel and comments were collated in NVivo12. 
Results were presented following Kirkpatrick’s evaluation model.

Results Fifteen sessions of Ask the Specialist Plus training were delivered. 90% of participants found the training 
valuable. Attendees enjoyed the unique format including use of the podcast as a catalyst for discussions. Delivery 
over two months allowed for flexibility to accommodate clinical demands and shift work. Students through to sen-
ior staff learnt new skills, discussed institutionally racist systems and committed to behaviour change. Considering 
racism is commonly denied in healthcare, the receptiveness of staff to discussing racism was noteworthy. The pilot 
also contributed to evidence that cultural safety should be co-taught by educators who represent racial and gender 
differences.

Conclusion The Ask the Specialist Plus training program provides an effective model for cultural safety training 
with high potential to achieve behaviour change among diverse healthcare providers. The training provided practical 
information on how to improve communication and fostered critical consciousness among healthcare providers. The 
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program demonstrated that training delivered weekly over two months to clinical departments can lead to positive 
changes through cycles of learning, action, and reflection.

Keywords Cultural safety, Training, Racism, Healthcare, First Nations, Australia

 Over the last 5 decades or so, cultural awareness or 
cultural competency training has been offered to 
healthcare providers working in colonised countries. 
The training  aspires to provide healthcare providers 
with important foundational information about First 
Nations cultures with the aim of improving how care 
is delivered and consequently reducing health dispari-
ties [1–3]. However, culture-based training has been 
extensively criticised for its ethnocentric agenda which 
can perpetuate ‘othering’ and negative stereotypes 
[4–7]. An alternative approach to upskilling health 
professionals to deliver care that is free from racism is 
required.

Cultural safety has been offered as a solution; propo-
nents argue it can save lives [3, 8, 9]. While the term can 
easily be confused with the aforementioned training, cul-
tural safety requires a critical examination of the main-
stream institutions which were built to favour colonisers 
and places the onus for change on healthcare providers 
[10–12]. The urgent need to address these systemic issues 
came into sharp focus during the COVID-19 pandemic 
when First Nations peoples globally experienced high 
rates of infection and death [13, 14]. Cultural safety, 
developed in direct response to racism in healthcare 
can only be judged by patients, and is “about the analy-
sis of power and not the customs and habits of anybody” 
([8] p.181). Cultural safety should not be considered a 
moral imperative but instead recognised as a human 
right as envisaged by the World Health Organization 
constitution:

“The enjoyment of the highest attainable standard 
of health is one of the fundamental rights of every 
human being without distinction of race, religion, 
political belief, economic or social condition” [15]. 

Cultural safety requires providers and institutions 
to recognise and reflect on their own culture(s), and to 
ameliorate any actions which diminish, demean or dis-
empower the identity of patients [3, 8]. Culturally safe 
health care means a patient feels emotionally, spiritually 
and culturally strong in their identity. Historically, this 
has not been a focus for hospital-based health providers. 
Traditionally providers have attempted to address poorer 
health outcomes among marginalised people by focusing 
on clinical care to address individual behaviour [13, 16]. 
However this approach tends to problematise the patient 
and does not recognise that the social determinants of 

health account for up to 70% of health outcomes and 
clinical care around 20% [16–18]. This is of particular sig-
nificance in Australia’s Northern Territory (NT) where, 
due to colonisation and the related social determinants of 
health, First Nations peoples experience epidemic levels 
of chronic disease resulting in disproportionate rates of 
hospitalisation [7, 9, 19–21]. 

In Australia, First Nations peoples report feeling cul-
turally unsafe in hospitals [9, 22–26]. Patients’ experi-
ences of racism have contributed to high self-discharge 
rates, high levels of psychological distress, low rates of 
kidney transplantation, amputations without consent, 
and death [11, 25, 27–30]. Culturally unsafe care also 
contributes to healthcare providers experiencing burn-
out and professional dissatisfaction resulting in high staff 
turnover [31, 32]. In response, governments and medical 
colleges have committed to addressing racism in health-
care by ensuring care is culturally safe [33–35]. However, 
there is a lack of clarity on how to develop a workforce 
that can deliver culturally safe care hence policies have 
not translated into practice.

The practical application of cultural safety is twofold. 
One, healthcare providers must engage in critical self-
reflection to develop their critical consciousness, which 
is a concept articulated by Freire in the seminal work 
“Pedagogy of the Oppressed” [3, 36]. Critical conscious-
ness can be fostered when seemingly opposing parties 
engage in authentic conversations that challenge colo-
nising ways of thinking [36]. Freire believed that dia-
loguing is an “act of creation” ([36] p.89) which leads to 
a view of “total reality” that considers all perspectives 
not just those of the oppressor ([36] p.108). Through 
dialogue those who identify with the dominating cul-
ture can develop an awareness of how that culture has 
created the historical, social, and economic factors that 
perpetuate inequity [3, 36, 37]. Studies in Australia have 
demonstrated that healthcare providers engage in criti-
cal thinking about Whiteness and privilege when they 
are presented with narratives shared by First Nations 
peoples that challenge stereotypical thinking and encour-
age an examination of power [38–40]. A critically con-
scious healthcare provider is better able to consider the 
social determinants of health, which have been identified 
as “the root causes of health inequities” [16]. Addition-
ally, a critically conscious healthcare provider is willing 
to challenge their own position of power and privileged 
to change their practice and the systems they work in to 
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deliver equitable healthcare [41]. Second, cultural safety 
focuses on developing a communication style that is 
effective, respectful and free from bias which manifests 
as racism. As doctors progress through medical training, 
communication skills decline as they are taught to sup-
press empathy and exert power over the patient, to con-
trol the patient interaction [42]. Additionally, language 
used by nurses and others has been found to dehumanise 
patients [43]. Adopting a culturally safe approach to com-
munication means that healthcare providers reflect on 
their own learned communication practices and adjust to 
avoid demeaning patients [8, 44, 45]. By changing their 
communication style, healthcare providers can create an 
environment where power is shared between patient and 
provider, resulting in a culturally safe clinical consulta-
tion [44]. 

Understanding cultural safety praxis as described 
above we developed a communication and cultural safety 
training program called Ask the Specialist Plus. It is an 
8-week program based on the podcast ‘Ask the Special-
ist: Larrakia, Tiwi and Yolngu stories to inspire better 
healthcare’ [46]. The podcast consists of 7 episodes in 
which Larrakia, Tiwi and Yolngu leaders, referred to as 
the Specialists, answer hospital-based doctors’ questions 
about working with First Nations patients. Whilst the 
podcast was designed to be deliberately local, universal 
truths applicable beyond the NT and outside of health-
care were apparent [47]. An evaluation of the podcast 
found the Specialists ‘counterstories’ [37], which chal-
lenged stereotypes and asserted First Nations voices and 
perspectives on health, encouraged the development of 
critical consciousness among doctors who reported posi-
tive attitudinal and behavioural changes after listening 
to the podcast. The ‘Plus’ refers to facilitated discussion 
groups that build on podcast episodes. The design moves 
away from one-off training which is perceived to be an 
institutional tick-box exercise, to a model that encour-
ages healthcare providers to critically reflect on their own 
thoughts and practices through ongoing group discus-
sions [48]. 

Ask the Specialist Plus was piloted in the NT at RDH in 
2021. The aim of this study is to assess the feasibility and 
acceptability of the Ask the Specialist Plus pilot training 
program by analysing survey responses from participants 
who completed the program. This evaluation seeks to 
evaluate both the delivery mode and the content of the 
training program.

Methods
Study design
The development and evaluation of Ask the Special-
ist Plus was nested in a larger Participatory Action 
Research (PAR) [49] project called the Communicate 

Study Partnership [50]. The Study aimed to improve First 
Nations peoples experience of hospitals in the North-
ern Territory by exploring barriers and opportunities to 
support culturally safe communication practices. Philo-
sophically, the Communicate Study was shaped by the 
constructivist concepts of cultural safety, Critical Race 
Theory and Freirean pedagogy [8, 36, 37]. Cultural safety, 
CRT and Freirean philosophy focus on redressing the 
power imbalance between the hegemony and marginal-
ised peoples by encouraging perspective taking amongst 
the hegemony through dialogue. When implemented in 
the healthcare context in Australia, these decolonising 
philosophies support healthcare providers to develop 
critical consciousness by engaging in dialogue with mar-
ginalised peoples [51]. These decolonising philosophies 
advocate for elevating marginalised voices as a solution 
to racial disparity and recognise that the descendants of 
the coloniser and colonised share responsibility to dis-
mantle racism. These philosophies underpinned the 
design of the training, how the survey was constructed 
and the qualitative analysis.

Researcher backgrounds
Aunty Bilawara Lee is a Larrakia Elder, a healer and 
teacher with more than 50 years’ experience in educa-
tion, health and the community sector. Pirrawayingi 
Puruntatameri is a Tiwi Elder with 40 years’ experience 
working in health, education, justice and the community 
sector. Rarrtjiwuy Melanie Herdman is a Gälpu woman 
from the Yolŋu nation. Her work spans the health, envi-
ronmental, political and research sectors. Stuart Yiwarr 
McGrath is a Gumatj man from the Yolŋu nation; he is 
an Aboriginal Health Practitioner, a student of nursing 
and researcher. Shannon Daly, from Darwin, was trained 
as an Aboriginal Health Practitioner before becoming 
the Consumer and Cultural Consultant at RDH where 
she delivered cultural advice and training to staff. Vicki 
Kerrigan is an Australian born English speaking White 
researcher of Anglo-Celtic heritage, communication 
researcher and former radio broadcaster. Cassandra Doig 
is an Australian born English speaking junior doctor of 
Polish and Scottish heritage. Academic supervisors Anna 
Ralph and Marita Hefler are White researchers who have 
extensive history working collaboratively with Aboriginal 
peoples and organisations on health issues. Anna Ralph 
is also an infectious disease medical consultant at RDH.

Study setting
Conducted on Larrakia country, this pilot was embedded 
in a Participatory Action Research (PAR) [52, 53] project 
exploring opportunities to improve culturally safe com-
munication at RDH [54]. RDH is a 360-bed hospital man-
aged by NT Department of Health where approximately 
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70% of inpatients identify as First Nations and many 
speak English as a second language [33]. Highlighting the 
cultural and linguistic diversity, 15 Aboriginal languages 
were documented as being in use over 4 weeks in just one 
ward [22]. Less than 10% of NT health staff identify as 
First Nations; many RDH staff, from southern Australian 
states or overseas, come to Darwin for “a short time or a 
good time” [32]. This pilot training was offered in addi-
tion to standard RDH cultural awareness training which 
is offered to all new employees as either a one-day face-
to-face workshop or online modules. At the time of the 
pilot, the proportion of staff who had completed RDH 
cultural awareness training in a one day workshop or 
online modules was 10% and 20% respectively [55]. 

Training design
Ask the Specialist Plus was piloted in two departments: 
Obstetrics and Gynaecology (O and G) and Endocri-
nology (which primarily delivers diabetes treatment 
services). Departmental leaders requested the training 
after recognising the need. Hospitals are known to be 
resistant to change [56], hence leaders who can act as 
change agents are vital to the success of implement-
ing unique innovations [57]. Additionally when seek-
ing to support anti-racism praxis it is crucial and “also 
efficient to start with one’s own immediate spheres of 
influence” ([58] p.3).

Ask the Specialist Plus, offered during set weekly teach-
ing times, consisted of 8 × 1-hour discussions delivered 
over consecutive weeks to departments. Training embed-
ded in allocated teaching ensured staff had protected 
time away from clinical duties and showed staff that cul-
tural safety and communication training was valued by 
leaders as much as other clinical teaching. Participation 
was open to all members of each department with a cap 
of 25 participants per session to encourage sharing of 
ideas. Group sizes for each session are listed in Table 2. 
The number of sessions per participant varied. Because 
surveys were anonymous, we were unable to docu-
ment the consistency of attendance or collate responses 
according to individual. The podcast evaluation [47] 
revealed some doctors were confronted by some perspec-
tives shared by Specialists, hence facilitators worked to 
create a supportive teaching environment while keeping 
in mind that teaching cultural safety should be “uncom-
fortable but comfortable enough” to inspire growth [59]. 

The first session was an introduction to cultural safety 
which clarified the difference between cultural aware-
ness training and cultural safety training. In subsequent 
weeks staff were asked to listen to one podcast episode 
per week prior to each face-to-face session (Table  1), 
which was designed to be a catalyst for the discussion. 
Facilitators (VK, SD) prepared PowerPoint slides that 

included discussion prompts such as peer-reviewed 
publications, books and videos that supported perspec-
tives shared by the Specialists. The Specialists were 
Larrakia, Tiwi and Yolŋu leaders: Aunty Bilawara Lee, 
Pirrawayingi Puruntatameri, Rarrtjiwuy Melanie Herd-
man, and Stuart Yiwarr McGrath. Staff from the NT 
Aboriginal Interpreter Service also shared expertise.

Specialists changed each week: this was to ensure 
a diversity of perspectives and meant the burden 
of teaching was shared among Specialists who had 
extreme workloads. The training team included a White 
facilitator (VK) who attempted to model culturally safe 
communication. The diverse team model recognizes 
that racism is a relational issue that requires both the 
descendants of the colonisers and the colonised to col-
laborate in its dismantling [36]. It is not uncommon 
for White individuals to become defensive, disengage, 
and shift the responsibility for addressing inequities to 
those who experience racism. To overcome such chal-
lenges, a White facilitator can assist White students in 
managing their discomfort and a diverse team can also 
share the emotional and mental challenges involved in 
unpacking racism [60–62]. 

Survey data
Anonymous paper-based surveys were completed at 
the conclusion of each training session. Using five-
point Likert scales, participants ranked the quality 
of training across the following domains: clinical rel-
evance; relevance to Royal Darwin Hospital work; bias 
and stereotypes challenged; behaviour change inspired 
by the training; training format; facilitator style; and 
training duration. Surveys contained space for free text 
comments. Participants were asked to identify their 
professional role however some did not and therefore 
are referred to as ‘staff ’ or ‘attendee’ in the results. Age, 
gender and ethnicity data were not collected.

Table 1 ‘Ask the Specialist Plus’ training program weekly 
discussion topics

Week Topic Podcast Episode

1 Introduction to cultural safety N/A

2 Get to know your patient Episode 1

3 Communicating with your patient Episode 2

4 Communicating with interpreters Episode 3

5 Patient centred care Episode 4

6 Informed consent Episode 5

7 Recognising and addressing racism Episode 6

8 Perspectives on health and wellbeing Episode 7
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Data analysis
Data from each training session were collated by VK, 
scanned and saved on a secure server. CD entered data 
into an Excel spreadsheet, grouped by department and 
week. For each domain, the proportion of responses for 
each score (1 to 5) was calculated. The proportions were 
then averaged across all weeks within each department. 
Free text comments were collated in a Word document 
and grouped according to week. VK uploaded docu-
ments to NVivo12 to deductively analyse data following 
Kirkpatrick’s training evaluation model [63]. The model 
evaluates training across four levels: 1) reaction to train-
ing; 2) learning; 3) on the job behaviour change and; 4) 
observable organisational results. Data relating to level 4 
were not collected and therefore excluded from analysis. 
Preliminary analysis was reviewed by SYM, CD, BL and 
APR and results were further refined. A draft manuscript 
was presented to all coauthors who provided feedback 
which was incorporated into the final manuscript.

Ethical considerations
Approval to conduct the study was provided by the NT 
Department of Health and Menzies School of Health 
Research Ethics Committee. Training attendance and 
survey completion were voluntary.

Results
Fifteen Ask the Specialist Plus training sessions were 
delivered to the O and G and Endocrinology depart-
ments at RDH between March and October 2021. A total 
of 171 surveys from both groups were completed; 73% 
of participants across all sessions completed the survey. 
Participants included medical students, doctors (interns, 
registrars, consultants, locums), midwives, allied health 
professionals and nurses. Weekly participation numbers 

were relatively well sustained throughout delivery but 
with a slight downward trend over 8 weeks (Table 2).

Ranking teaching domains
The mean overall assessment score for the Ask the Spe-
cialist Plus was 4.5 out of 5 (range of means scores: 4.2 
[duration of sessions] to 4.7 [clinical relevance of ses-
sions]). Scores across the 7 teaching domains were high 
(Fig.  1) revealing attendees agreed or strongly agreed 
the training was relevant and inspiring. Two surveys 
appeared to have been completed inaccurately since 
scores of 1 (worst score) on the Likert scale was selected 
for all responses yet free text responses were positive, but 
results were included with the scores as shown.

Free text comments from surveys
Free text comments provided deeper insights into par-
ticipant experiences. Surveys contained 275 free text 
comments which ranged from single word answers to 
a 41-word paragraph. Due to the study design, results 
pertain mainly to Kirkpatrick’s level 1 and 2 categories. 
We have adapted level 3 to include feedback relating 
to planned or, in later weeks of the training, reported 
behaviour change, not observed behaviour change. 
Kirkpatrick’s levels are used to provide the structure to 
methodically present results.

Kirkpatrick’s Level 1 encompasses participant engage-
ment and satisfaction, responsiveness to the format and 
facilitator, interest in the subject matter and motivation 
to acquire knowledge.

Attendees reacted positively to the training, with 
many stating it was an unfulfilled need. After attend-
ing the introduction to cultural safety, one Endocrinol-
ogy attendee said they were grateful “something is being 
done” because “I have a lot to learn” and an allied health 

Table 2 Survey completion rate and number of attendees

a Due to impact of COVID-19 on hospital operations, training sessions “Communicating with patients” and “Communicating with patients and interpreters” were 
merged

Training topic Survey completion/No. attendees (%)

Obstetrics and Gynaecology dept. (O and G) 
17/3/21 − 5/6/21

Endocrinology 
dept. 25/8/21–
6/10/21

WK1: Introduction to cultural safety 16/20 (80%) 14/19 (74%)

WK2: Get to know your patient 8/11 (73%) 13/17 (76%)

WK3a: Communicating w/ patients 14/16 (88%) 11/19 (57%)

WK4a: Communicating w/ interpreters 6/8 (75%)

WK5: Patient centred care 13/14 (93%) 14/19 (74%)

WK6: Informed consent 12/15 (80%) 11/19 (58%)

WK7: Recognising and addressing racism 10/12 (83%) 7/15 (46%)

WK8: Perspectives on health and wellbeing 15/15 (100%) 11/16 (69%)
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professional said: “we can always do better”. Many also 
commented that they appreciated learning the difference 
between cultural awareness and cultural safety. Words 
used to describe the training included: inspiring, relat-
able, vital, thought-provoking, useful, practical, trans-
formative, and confronting.

Attendees enjoyed the format of listening to a podcast 
episode which primed attendees for a weekly 1-hour dis-
cussion. An endocrinologist described the podcast as 
“helpful and impactful” and an O and G medical student 
enjoyed the flexibility of the podcast which allowed them 
to listen and reflect “when I am walking/driving time”. 
However, three weeks into the 8-week course, one O and 
G registrar revealed “I haven’t listened to the podcast yet” 
which may indicate lack of interest, dislike of the format 
or lack of time. The 1-hour discussions over consecutive 
weeks were valued in comparison to online training. Free 
text comments supported the Likert responses: 19% of 
attendees ticked ‘neutral, disagree or strongly disagree’ 
when asked if the workshop duration was ‘perfect’. This 
was the highest neutral and negative response to any 
question. Attendees also enjoyed meeting weekly which 
allowed time for reflection, action and more reflection.

“I have found that in between the sessions I have 
thought more about these issues. I am deepening my 
understanding because of the opportunity to discuss 
and most importantly listen and feeling more ready 
to change my practice.” - O and G doctor, WK 7: Rec-
ognising and addressing racism

Facilitators were perceived as knowledgeable, sup-
portive, and engaging. After joining “Recognising and 
addressing racism”, an endocrinologist said the White 
facilitator and Specialists made them “feel safe talking 
about a difficult topic”. Attendees appreciated advice and 
practical tips from the Specialists who shared real-life 
examples and sometimes differing perspectives. An O 
and G doctor who attended 5/8 sessions wrote:

“Having face to face conversation with Elders and 
Mel and Stuart is INVALUABLE. You can’t get this 
transformative impact without meaningful discus-
sion and engagement.” – O and G doctor, WK 8: Per-
spectives on health and wellbeing

When asked to address a survey question regarding 
most impactful topic, the same O and G doctor wrote: “I 
can’t choose. They all changed the way I think, reflect and 
behave.” Most attendees said training should be delivered 
to all staff. In the final week of the endocrinology train-
ing, a consultant wrote:

“I would strongly recommend this being integrated 
into all areas of health – junior and senior staff. 
Incorporating reflective aspects of coming together 
weekly has been very powerful.” – Endocrinologist, 
WK 7: Perspectives on health and wellbeing

Some expressed concerns. An O and G medical stu-
dent, after attending a session on patient centred care 
wrote the session was “Confronting. Makes me think.” 

Fig. 1 Survey responses summarised for all training weeks, Obstetrics and Gynaecology and Endocrinology departments at RDH, 2021
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Also after attending a session on informed consent in 
which content included examples of failures to obtain 
informed consent, an O and G registrar suggested 
healthcare providers should be recognised for good 
intentions and content should focus on solutions:

“Majority of doctors/midwives (in our field at 
least) want patients to have the best communica-
tion, understanding but topics seem to focus only 
on the fault of the communication of the health 
professional, not practical solutions around the 
systems that prevent communication.” – O and G 
registrar, WK 6: Informed consent

Kirkpatrick’s Level 2 covers the development of new 
skills, the acquisition of knowledge, and the manifesta-
tion of a shift in attitude because of the training.

We found attitudes towards investing time with 
patients and families changed as attendees became 
aware that building trust by listening to patients talk 
about their social and cultural circumstances can 
improve health outcomes. An O and G obstetrician 
summarised how to create trust: “Introduce yourself. 
Learn language. Listen.” Attendees learnt techniques 
to establish rapport in the fast-paced hospital: be will-
ing to share something personal, give the patient time 
to share their story beyond the medical presentation 
and ask the patient to teach them a word or two in their 
language. Relating to the importance of attitudes, many 
attendees wrote down the words “be genuine” after 
listening to podcast episode 2 in which Specialist Pir-
rawayingi Puruntatameri said that a genuine attitude 
towards respectful interactions can improve communi-
cation. Over the course, attendees developed a deeper 
understanding of what one endocrinology attendee 
referred to as “reasons for non-compliance”. They learnt 
that the absence of Aboriginal Liaison Officers, inter-
preters and/or family members contributed to a “lack 
of trust” which can lead to patients disengaging. They 
also learnt about historical segregation policies which 
resulted in “native wards” for First Nations patients and 
how history contributes to intergenerational trauma 
and a distrust of health services. Indicating develop-
ment of critical consciousness, an O and G midwife 
said they will work to create a “less medicalised” envi-
ronment to reduce patients’ reluctance to come to hos-
pital because they now have a better understanding of 
“how patients feel coming into hospital”.

After attending the introductory session on cultural 
safety which explored the clash between hospital systems 
and culturally safe healthcare, an O and G doctor said the 
hospital operates like a “factory” which expects patients 
to “fit in” and committed to “allowing more time for talk-
ing”. Time pressure to move through patients quickly to 

satisfy hospital expectations was repeatedly mentioned as 
a barrier to culturally safe communication:

“Need more time to allow patient empowerment and 
time to talk and adequate informed consent. This is 
very difficult, we really struggle to find time to allo-
cate to patients and constantly take shortcuts with 
discussions.” – O and G doctor, WK 6: Informed con-
sent

The value of working with Aboriginal Liaison Officers 
and interpreters became apparent and many recognised 
both professional groups were undervalued and under-
used by healthcare providers. A consultant from O and 
G and another from Endocrinology assumed non-clinical 
First Nations professionals were “not needed” however 
after the training both committed to working with First 
Nations non-clinical staff. Another O and G consultant 
displayed a nuanced understanding of the need to col-
laborate with First Nations professionals whilst also rec-
ognising their workload:

“Draw on resources as appropriate but don’t over-
burden people with knowledge. Take the opportunity 
to further my own capabilities working with cultural 
safety”. – O and G consultant, WK 1: Introduction to 
cultural safety

Regarding communication, attendees learned that dif-
ferences in body language and eye contact is related 
to cultural norms and should not be misconstrued as 
rudeness or disengagement. Attendees developed a new 
appreciation for communicating with patients in their 
first languages and for the challenges patients face if 
they do not speak English as a first language. An O and 
G consultant reflected on “the complex cognitive pro-
cesses of speaking in 2nd language”. An endocrinology 
attendee said they realised “just how little patients under-
stand”. Another endocrinology staff member admitted 
they “rush through the day” and communication is “left 
behind”; henceforth they committed to “booking inter-
preters ahead of time.” Attendees learned practical skills 
such as how to book an interpreter and also learned that 
it is the healthcare provider, not the patient who requires 
the interpreter because the health provider does not 
speak the patient’s language. A medical student with the 
Endocrinology department indicated increased confi-
dence regarding how they could contribute to improv-
ing culturally safe communication: “From the start, try to 
arrange an interpreter for a patient rather than wait for a 
senior to suggest it”.

Attendees also learnt about the importance of respect-
ing perspectives on disease causation and cure that may 
not align with biomedicine. For example, the Specialists 
spoke about the importance of spiritual healing which 
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was new knowledge for many. In response to learning 
about the importance of a stillborn foetus being buried 
on country, an O and G registrar said: “I will explore the 
need for my patients to have their cultural needs met eg. 
returning pregnancy to them after termination”. Indicat-
ing a desire to learn more, an Endocrinologist wrote:

“Really important session today, would be useful to 
expand into additional cultural awareness train-
ing around different spiritual and cultural beliefs 
around the Top End.” – Endocrinologist, WK 7: Per-
spectives on health and wellbeing

Attendees were introduced to new concepts such as 
‘weathering’ (the cumulative effect of microaggressions) 
which can influence an individual’s capacity to trust 
healthcare providers. Subsequently an Endocrinologist 
said they had a “greater awareness of power imbalance 
and greater awareness of the potential numerous nega-
tive experiences that may be impacting the interaction.” 
Attendees learnt that to cope with racism, patients may 
appear to give consent even when confusion remains. As 
one endocrinology attendee said: “saying yes does not 
always mean the patient gives consent.” To overcome 
issues regarding uniformed consent, ‘teach back’ was 
discussed as a way to ensure effective communication. 
Reflecting on using ‘teach back’, an O and G consultant 
said:

“Aboriginal patients say “yes” to protect us from 
shame, not themselves. Aboriginal patients don’t 
complain or suggest feedback, making it more 
important to be proactive. Think ‘outside the box’ 
regarding problem and solution”. – O and G consult-
ant, WK 4: Communicating with interpreters

Attendees developed a better understanding of bias, 
White culture in healthcare, interpersonal racism and 
the power imbalance between patient and provider. After 
attending “Recognising and addressing racism” many 
committed to reflecting on stereotypical thinking and 
how it affects patient interactions. An O and G regis-
trar said they became aware of their “own mistakes that I 
wasn’t aware I was making before” such as assuming indi-
viduals from marginalised cultures can speak on behalf 
of their entire racial group. An O and G doctor who had 
attended 4 out of 7 available sessions wrote:

“Rather than feel guilty and impotent in addressing 
my white privilege and maleness, focus on address-
ing perceived power imbalances in my interactions” 
– O and G doctor, WK 7: Recognising and address-
ing racism

Only one attendee expressed confidence discussing rac-
ism. After attending “Recognising and addressing racism” 

an Endocrinology team staff member who had attended 
all previous training sessions wrote: “Been many years 
since I realised that I was a racist whilst studying this sub-
ject” and requested the training include “more examples 
of growing up as a racist”. Another attendee from Endo-
crinology wrote “This should be a compulsory education 
session for all the healthcare providers working/joining 
Top End health”. In contrast an O and G attendee said, 
“The discussion was thought provoking however I’m not 
sure of what changes I can make on a day-to-day basis in 
my interactions”.

Kirkpatrick’s Level 3 has been modified to include 
feedback relating to anticipated or reported behaviour 
change, not observed behaviour change as per Kirkpat-
rick’s original framework.

On training completion, consultants from both O and 
G and Endocrinology committed to incorporating cul-
turally safe communication practices into the standards 
of care. But an Endocrinologist also articulated that the 
“frustrations of working within an institutionally racist 
system” may hamper progress.

Working with interpreters was a popular option for 
intended behaviour change. Attendees committed to 
not using family as interpreters and booking interpret-
ers ahead of time when appropriate. An Endocrinologist 
said they will “work hard to improve systems to enable an 
interpreter to be present in my weekly telehealth clinic”. 
After attending the “informed consent” discussion, an O 
and G consultant planned to work with interpreters to 
record explanations of common procedures such as cae-
sarean sections to ensure consent was informed.

Individually, attendees committed to making small 
changes which they believed could have a big impact on 
patient experience. Many committed to wearing clothes 
with Indigenous prints to show they were an “ally”, using 
a map of NT languages as a visual tool to assist with 
language identification and learning a few words in the 
patient’s first language to build rapport. After reflect-
ing on the perception that stethoscopes can be con-
sidered a symbol of power, an Endocrinologist said: “I 
will think about the power imbalances when interact-
ing with patients. Practical things such as taking off my 
stethoscope!”.

To improve communication, attendees committed to 
changing some of the standard phrases used. After the 
session on “Communicating with interpreters” many 
said they would replace the phrase “Do you speak Eng-
lish?” with the alternative “What language do you speak 
at home?”. They learnt the latter is designed to encourage 
the patient to share their first language which may lead 
to engaging an interpreter. During the “patient centred 
care” discussion, staff workshopped alternatives to the 
closed question often asked at the end of consultations, 
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“Do you have any questions?”. As an alternative many 
committed to asking open ended questions to encour-
age discussion and clarify understanding. Although one 
O and G attendee expressed concern: “It is well ingrained 
in my practice to say at the end ‘Do you have any ques-
tions?’. I’m working hard not to”.

Ideas to improve training
Most said the “great” training should be mandatory and 
many requested “ongoing refreshers”. Every week one 
or more of the attendees requested longer sessions to 
allow for more discussion to encourage group reflec-
tion. An O and G medical student requested that the 
training provide: “More stories on moments of success/
failure in communication between HCP’s and patients 
from diverse cultures” (HCP = healthcare provider). Sec-
ondly, practical tips and resources to improve commu-
nication such as First Nations language maps and apps 
were requested. Thirdly, staff wanted to discuss real life 
case studies and one Endocrinology team member sug-
gested, “Bring a case that has worried us and discuss how 
we could have changed an outcome”. Another attendee 
from Endocrinology suggested “role play with volunteer 
Indigenous actors”.

Indicating a desire to critically reflect, one attendee 
from the Endocrinology department suggested “Pre intro 
questions about our thinking – so we can review our self-
reflections from time to time” and an O and G attendee 
wanted to be observed during patient interactions. 
Finally, O and G staff requested a podcast and discussion 
specifically about women’s health because as a registrar 
stated it is “Naturally an area where patients of all cul-
tures are vulnerable and emotive”.

Discussion
The Ask the Specialist Plus training aimed to support 
culturally safe communication by developing health-
care provider critical consciousness. Critical conscious-
ness was fostered by opportunities to converse with First 
Nations Specialists and facilitated discussions which 
encouraged attendees to critically reflect on their own 
attitudes and behaviour in the context of colonised Aus-
tralia. Quantitative results indicate 90% of participants 
agreed or strongly agreed the training was valuable 
across the seven domains assessed. Students through to 
senior staff learnt new skills, stereotypes were challenged, 
and individual bias and institutionally racist systems 
were discussed. Attendees recognised previous mistakes 
and expressed confidence regarding small but impact-
ful changes they could make to their own behaviour to 
create healthy environments for safe and effective com-
munication. Some senior staff also committed to address-
ing the institutional barriers that restrict individuals’ 

abilities to deliver culturally safe care. Some staff indi-
cated they were unable to attend every training session 
but comments still indicated growth in thinking during 
the 2 months. Delivering training over several weeks in 
which key concepts are reinforced meant that staff who 
needed to prioritise clinical demands or accommodate 
shift work could still participate in some of the program. 
We have provided evidence that training delivered during 
working hours to departmental teams, which included 
diverse professions and levels of experience over consec-
utive weeks, can encourage cycles of learning, action and 
reflection which leads to positive change.

Ask the Specialist Plus was piloted at RDH because of 
a commitment from departmental leaders. By collabo-
rating with middle management, our aim was to influ-
ence systems change because while systems are complex 
“they are people-made and people-run” and so can be 
transformed by people at all levels ([64] p.186). The 
health workforce can contribute to eliminating health 
inequities if they are supported by engaging training 
programs which take action towards racial equity [58]. 
While the training package was site specific because 
racism manifests differently according to geographical 
contexts [65, 66] the techniques used could be adopted 
in any jurisdiction. Issues regarding culturally unsafe 
care and poor communication are also experienced by 
minority populations and Indigenous peoples globally 
who are profiled by health systems built on White and/
or dominant culture norms [19, 67–70]. 

This evaluation of a pilot training program provides 
preliminary evidence of beneficial impact of cultural 
safety training. This fills an important gap highlighted 
in previous literature regarding the lack of evidence of 
impact of cultural safety training [1, 30, 71]. By listen-
ing to the Specialist counterstories, which challenged 
the deficit narrative by offering alternative perspectives 
which have been silenced by colonisers [72, 73], staff 
identified and critically reflected on the Eurocentric 
beliefs and practices that dominate healthcare. Health-
care providers who have capacity to adopt such cultural 
humility can contribute to reducing First Nations peo-
ples’ fear and avoidance of seeking timely healthcare 
services [9]. We have also contributed to evidence that 
racism is best cotaught by educators who represent racial 
and gender differences [74]. This ally-ship model over-
turns the assumption that tackling racism is the responsi-
bility of those who experience it: “racism is a relationship 
in which both groups are involved” ([75] p.64). The co-
facilitation model may also reduce the risk of harm and 
violence First Nations facilitators can experience when 
teaching cultural safety [62]. 

Two findings deserve specific attention. Firstly, health-
care professionals want more training to improve 
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culturally safe communication. This NT specific request 
is echoed globally by First Nations patients and staff and 
healthcare providers in other colonised countries who also 
recognise this need [6, 11, 22, 26, 76–79]. For most staff, 
attending Ask the Specialist Plus was the first time they 
had committed to, and connected with, training which 
was previously perceived as a tick-box exercise with no 
relevance to delivering clinically safe healthcare. In an era 
when online training modules are considered satisfac-
tory and economically prudent, we argue there is value 
in investing in pedagogical practices which contribute to 
positive change [80, 81]. Our research provided evidence 
that counterstories [37] from First Nations Elders, inter-
preters and leaders can disrupt the dominance of White-
ness in healthcare, thereby contributing to the creation 
of a culturally safe hospital service. The format increased 
opportunities for staff to have positive contact experiences 
with First Nations people outside of the stressful clinical 
environment. Increasing positive contact experiences, a 
key feature of anti-racism training, generated empathy and 
encouraged perspective taking which assisted healthcare 
providers to develop their critical consciousness: this is the 
personal development work required to address racism in 
healthcare [66, 82, 83]. We encourage cultural safety train-
ers to invest in training formats such as podcasts, videos, 
virtual reality experiences and face to face workshops. 
While managers consider didactic online training modules 
to be cost effective and time efficient, healthcare provid-
ers wishing to improve the delivery of culturally safe care 
perceive online training as an ineffective time-wasting 
exercise that contributes to loss of collegiality and merely 
ticks boxes for institutional reports [32, 47, 84, 85]. Good 
retention at Ask the Specialist Plus over the weeks of pro-
gram delivery, despite extreme pressures of clinical work 
compounded during the periods of delivery by COVID 
measures, attest to the level of interest and appeal of the 
program.

Secondly, the receptiveness of staff to discussing racism 
was noteworthy considering racism is commonly denied 
in healthcare [29, 81, 86]. Health staff who call out racism 
are often silenced, ignored or alienated [9]. Displays of 
White fragility and colour blind racism by White manag-
ers are used to justify inaction in the face of inequity [75, 
87]. Resistance to discussing racism also exists because 
individuals lack racial literacy [88, 89]. Through Ask the 
Specialist Plus, staff became aware of the everyday nature 
of racism, they learnt about White culture and how they 
can contribute to anti-racist practice in healthcare. Some 
displayed capacity to be ‘truth tellers’ willing to examine 
both interpersonal and institutional racism [90]. Improv-
ing racial literacy among healthcare providers may reduce 
bias when interacting with marginalised peoples [91]. 
Globally, as a result of anti- racism efforts and movements 

such as #BlackLivesMatter there has been a decline in 
overt manifestations of racism; however the “attitudes, 
behaviours and underlying institutional structures” that 
perpetuate racism remain [66]. To dismantle oppressive 
systems we must engage with and document experiences 
of racism amongst racial and ethnic groups [92]. We must 
also document projects such as this that offer solutions, 
small or large, to the seeming intractability of racism [93]. 
Racism mutates like a virus: it evolves according to politi-
cal, geographic, economic and social circumstances to 
ensure its survival [88, 94, 95]. While the instability of rac-
ism means it is challenging to define it also means it can 
be modified.

Regarding research limitations, we recognise that quan-
titative surveys can overestimate participant satisfaction, 
hence space for free text comments was added for each 
quantifiable question. We also recognise that free text 
comments can be unreliable: some have found that com-
ments in anonymous evaluation surveys tend to be more 
positive than negative whereas other research has found 
comments to be highly critical and counterproductive 
[96–98]. The surveys we received contained a higher 
number of positive comments. We have reported the full 
range of comments including negative feedback. Another 
limitation related to potentially incorrect scoring in 
which a mismatch with written comments was evident, 
which may have falsely reduced the reported scores. As 
the surveys were anonymous it was impossible to verify 
the participants’ intentions. We subsequently improved 
the survey to reduce the risk of inadvertent errors by 
including happy through to unhappy emoticons to illus-
trate the Likert scale. Additionally, observable behaviour 
change was not documented in this pilot project nor 
was any impact on organisational results as required by 
Kirkpatrick’s training evaluation categories. We note that 
surveys lack the conceptual richness of qualitative data. 
An upscaled version of Ask the Specialist Plus is cur-
rently being delivered to three NT hospitals: this ongo-
ing research program will be evaluated qualitatively with 
patient and healthcare provider interviews and observa-
tions and also quantitatively by monitoring self-discharge 
rates as a measure of cultural safety [25, 99]. 

Conclusion
The Ask the Specialist Plus training program has shown 
promising results in supporting culturally safe commu-
nication in healthcare by fostering critical conscious-
ness among healthcare providers. While there is still 
much work to be done to dismantle oppressive systems 
and improve racial literacy among healthcare providers, 
the Ask the Specialist Plus program has the potential to 
serve as a model for cultural safety and communication 
training for other jurisdictions. The program highlights 
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the value of investing in novel pedagogical practices, the 
importance of privileging First Nations knowledges, cul-
tures and voices and supports the premise that combat-
ing racism is a shared responsibility among racial groups. 
Results also highlighted that healthcare providers want to 
understand racism in healthcare so they can take action 
to dismantle it. By continuing to engage with and docu-
ment experiences of racism, we can work towards reduc-
ing bias in healthcare and ultimately eliminating health 
inequities. The program’s focus on personal development 
and critical reflection has the potential to promote cul-
tural inclusivity within healthcare settings, fostering a 
culturally safe hospital service, which is fundamental as 
a human right.

Abbreviations
NT  Northern Territory
O and G  Obstetrics and Gynaecology department
RDH  Royal Darwin Hospital
WK  Week

Acknowledgements
The authors would like to thank the anonymous NT health staff who partici-
pated in the pilot and shared their feedback. We also thank Professor Alan Cass 
from Menzies School of Health Research, the NT Aboriginal Interpreter Service 
especially training facilitator Mandy AhMat and RDH Obstetrics and Gynaecol-
ogy and Endocrinology department leads Dr Jeremy Chin and Dr Anna Wood 
for their support.

Authors’ contributions
VK conceived the pilot in consultation with SYM and SD. All authors contrib-
uted to study design and implementation. VK, CD and SD collected data. VK, 
SYM, CD, BL and APR conducted analysis. VK drafted the manuscript with 
input from SYM, MH and APR. CD and APR prepared Fig. 1. All authors read 
and approved the final transcript.

Funding
Vicki Kerrigan was supported by an Australian Government Research Training 
Program Scholarship and Improving Health Outcomes in the Tropical North: 
A multidisciplinary collaboration (HOT NORTH)’, (NHMRC GNT1131932). Stuart 
Yiwarr McGrath was supported by HOT NORTH Indigenous Development and 
Training Award (NHMRC GNT 113193). Anna P Ralph was supported by an 
NHMRC fellowship 1142011.

Availability of data and materials
Data from the study may be available from the corresponding author on 
reasonable request.

Declarations

Ethics approval and consent to participate
Approval to conduct the study was provided by the Northern Territory Depart-
ment of Health and Menzies School of Health Research Ethics Committee 
(HREC-2019-3295). The need for participant informed consent was waived by 
the committee Northern Territory Department of Health and Menzies School 
of Health Research Ethics Committee because survey forms were deidentified 
and audited retrospectively. The study conducted is in accordance with the 
Declaration of Helsinki guidelines.

Consent for publication
Not applicable.

Competing interests
At time of writing, Anna P Ralph was employed by Royal Darwin Hospital. Bila-
wara Lee was a member of the Top End Health Service Health Advisory Group 
and a member of the NT Health Ministers Advisory Committee. No competing 
interests were declared by other authors.

Author details
1 Menzies School of Health Research, Charles Darwin University, PO Box 41096, 
Casuarina, NT 0811, Australia. 2 Royal Darwin Hospital, Darwin, NT 0811, Aus-
tralia. 3 Charles Darwin University, PO Box 41096, Casuarina, NT 0811, Australia. 

Received: 25 May 2023   Accepted: 5 January 2024

References
 1. Shepherd SM. Cultural awareness workshops: limitations and practical 

consequences. BMC Med Educ. 2019;19(1):14.
 2. Downing R, Kowal E. A postcolonial analysis of indigenous cultural aware-

ness training for health workers. Health Sociol Rev. 2011;20(1):5–15.
 3. Curtis E, Jones R, Tipene-Leach D, Walker C, Loring B, Paine S-J, et al. Why 

cultural safety rather than cultural competency is required to achieve 
health equity: a literature review and recommended definition. Int J 
Equity Health. 2019;18(1):174.

 4. Downing R, Kowal E, Paradies Y. Indigenous cultural training for health 
workers in Australia. Int J Qual Health Care. 2011;23(3):247–57.

 5. Byrne A, Tanesini A. Instilling new habits: addressing implicit bias 
in healthcare professionals. Adv Health Sci Educ Theory Pract. 
2015;20(5):1255–62.

 6. Kerrigan V, Lewis N, Cass A, Hefler M, Ralph AP. How can I do more? Cul-
tural awareness training for hospital-based healthcare providers working 
with high Aboriginal caseload. BMC Med Educ. 2020;20(1):173.

 7. Berger JT, Miller DR. Health disparities, systemic racism, and failures of 
Cultural competence. Am J Bioeth. 2021;21(9):4–10.

 8. Ramsden IM. Cultural Safety and Nursing Education in Aotearoa and Te 
Waipounamu [Doctoral dissertation]. Wellington, New Zealand: Victoria 
University of Wellington; 2002.

 9. Gatwiri K, Rotumah D, Rix E. BlackLivesmatter in healthcare: racism 
and implications for health inequity among aboriginal and Torres 
Strait Islander Peoples in Australia. Int J Environ Res Public Health. 
2021;18(9):4399.

 10. Eckermann A-K. Binan Goonj: bridging cultures in Aboriginal health. 3rd 
ed. Sydney: Churchill Livingstone; 2010.

 11. Watego C, Singh D, Macoun A. Partnership for Justice in Health: scoping 
paper on race, racism and the Australian health system. Melbourne: The 
Lowitja Institute; 2021.

 12. Bashford A. Is White Australia possible?’ Race, colonialism and tropical 
medicine. Ethn Racial Stud. 2000;23(2):248–71.

 13. Tremblay MC. Cultural safety: a key concept for health promotion in 
times of Covid-19 and systemic racism ‘syndemic.’ Health Promot Int. 
2021;36(6):1517–20.

 14. Holden TM, Simon MA, Arnold DT, Halloway V, Gerardin J. Structural 
racism and COVID-19 response: higher risk of exposure drives disparate 
COVID-19 deaths among black and Hispanic/Latinx residents of Illinois, 
USA. BMC Public Health. 2022;22(1):312.

 15. World Health Organization. Constitution of the World Health Organiza-
tion. Geneva: World Health Organization; 1946.

 16. Windsor LC, Jemal A, Goffnett J, Smith DC, Sarol J. Linking critical 
consciousness and health: the utility of the critical reflection about 
social determinants of health scale (CR_SDH). SSM - population Health. 
2022;17:101034.

 17. Hood CM, Gennuso KP, Swain GR, Catlin BB. County Health rankings: 
relationships between determinant factors and Health outcomes. Am J 
Prev Med. 2016;50(2):129–35.

 18. World Health Organization. Social determinants of health. 2023. Available 
from: https:// www. who. int/ health- topics/ social- deter minan ts- of- health# 
tab= tab_1.

https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1


Page 12 of 13Kerrigan et al. BMC Health Services Research          (2024) 24:119 

 19. Selvarajah S, Corona Maioli S, Deivanayagam TA, de Morais Sato 
P, Devakumar D, Kim S-S, et al. Racism, xenophobia, and dis-
crimination: mapping pathways to health outcomes. The Lancet. 
2022;400(10368):2109–24.

 20. Mayes C. White Medicine, White Ethics: on the historical formation of 
racism in Australian Healthcare. J Australian Stud. 2020;44(3):287–302.

 21. Australian Government. Closing the gap, Annual Data Compilation 
Report. Canberra: Commonwealth of Australia; 2022.

 22. Kerrigan V, McGrath SY, Majoni SW, Walker M, Ahmat M, Lee B, et al. 
From stuck to satisfied: Aboriginal people’s experience of culturally safe 
care with interpreters in a Northern Territory hospital. BMC Health Serv 
Res. 2021;21(1):548.

 23. Brennan G. In: Australia Dept. of Aboriginal Affairs Research S, editor. 
The need for interpreting and translation services for Australian 
Aboriginals, with special reference to the Northern Territory: a research 
report. Canberra: Research Section, Dept. of Aboriginal Affairs; 1979.

 24. Devitt J, Anderson K, Cunningham J, Preece C, Snelling P, Cass A. Difficult 
conversations: Australian indigenous patients’ views on kidney transplan-
tation. BMC Nephrol. 2017;18(1):310.

 25. Askew DA, Foley W, Kirk C, Williamson D. I’m outta here! A qualitative 
investigation into why Aboriginal and non-aboriginal people self-dis-
charge from hospital. BMC Health Serv Res. 2021;21(1):907.

 26. Mithen V, Kerrigan V, Dhurrkay G, Morgan T, Keilor N, Castillon C, et al. 
Aboriginal patient and interpreter perspectives on the delivery of cultur-
ally safe hospital-based care. Health Promot J Austr. 2021;32(S1):155–65.

 27. NT Coroner Court. Inquest into the death of Henry George Wilson aka 
Albert George Wilson [2018] NTLC 022. Findings of Judge Greg Cavanagh. 
Darwin: Northern Territory; 2018.

 28. Kairuz CA, Casanelia LM, Bennett-Brook K, Coombes J, Yadav UN. Impact 
of racism and discrimination on physical and mental health among Abo-
riginal and Torres Strait islander peoples living in Australia: a systematic 
scoping review. BMC Public Health. 2021;21(1):1302.

 29. Bourke C, Truong M, Jones Y, Hunyor J, Lawton P. Addressing racism to 
improve healthcare outcomes for Aboriginal and Torres Strait Islander 
people: a case study in kidney care. Australia: Deeble Institute for Health 
Policy Research; ACT; 2020.

 30. Dudgeon P, Bray A, Walker R. Mitigating the impacts of racism on indig-
enous wellbeing through human rights, legislative and health policy 
reform. Med J Aust. 2023;218(5):203–5.

 31. Taylor K. Health care and Indigenous Australians: cultural safety in prac-
tice. 2nd ed. South Yarra: Palgrave Macmilla; 2014.

 32. Kerrigan V, McGrath SY, Majoni SW, Walker M, Ahmat M, Lee B, et al. The 
talking bit of medicine, that’s the most important bit: doctors and Abo-
riginal interpreters collaborate to transform culturally competent hospital 
care. Int J Equity Health. 2021;20(1):170.

 33. Northern Territory Government. NT Aboriginal Health Plan 2021–2031. 
Casuarina: NT Health; 2021.

 34. Australian Health Practitioner Regulation Agency. The National Scheme’s 
Aboriginal and Torres Strait Islander Health and Cultural Safety Strategy 
2020–2025. 2020.

 35. Australian Government. National Aboriginal and Torres Strait Islander 
Health Plan 2021– 2031. Canberra: Commonwealth of Australia; 2021.

 36. Freire P. Pedagogy of the oppressed. 30th Anniversary Edition ed. New 
York: The Continuum International Publishing Group; 1970.

 37. Delgado R, Stefancic J, Harris A. Critical Race Theory (Third Edition): An 
Introduction. 3rd ed. New York: New York University Press; 2017.

 38. Grogan J, Hollinsworth D, Carter J. Using videoed stories to convey 
indigenous ‘Voices’ in Indigenous studies. Aus J Indigenous Educ. 
2019;50(1):38–46.

 39. Sjorberg D, McDermott D. The deconstruction exercise: an assessment 
tool for enhancing critical thinking in cultural safety education. Int J Crit 
Indigenous Stud. 2016;9(1):28–48.

 40. Wain T, Sim M, Bessarab D, Mak D, Hayward C, Rudd C. Engaging Austral-
ian Aboriginal narratives to challenge attitudes and create empathy in 
health care: a methodological perspective. BMC Med Educ. 2016;16:156.

 41. Halman M, Baker L, Ng S. Using critical consciousness to inform 
health professions education: a literature review. Perspect Med Educ. 
2017;6(1):12–20.

 42. Kurtz SM, Draper J, Silverman J. Teaching and learning communication 
skills in medicine. 2nd ed. Oxford: Radcliffe Publishing; 2005.

 43. Truong M, Lazarus M, Ochoa GG, Brand G. Resisting and unlearning 
dehumanising language in nursing and healthcare practice, education 
and research: a call to action. Nurse Educ Today. 2022;116:105458.

 44. Jennings W, Bond C, Hill PS. The power of talk and power in talk: a 
systematic review of indigenous narratives of culturally safe healthcare 
communication. Aust J Prim Health. 2018;24(2):109–15.

 45. Armstrong E, Maypilama Ḻ, Bukulatjpi Y, Gapany D, Fasoli L, Ireland S, et al. 
Nhaltjan Dhu ḻarrum Ga dharaŋan dhuḏi-dhäwuw ŋunhi Limurr Dhu 
Gumurrbunanhamirr Ga waŋanhamirr, Yolŋu Ga Balanda: how we come 
together to explore and understand the deeper story of intercultural 
communication in a Yolŋu (First Nations Australian) community. AlterNa-
tive. 2023;0(0):11771801231169336.

 46. Menzies School of Health Research. Ask the specialist: a cultural educa-
tion podcast. Larrakia, Tiwi and Yolngu stories to inspire better healthcare. 
2020. https:// www. menzi es. edu. au/ page/ Resea rch/ Proje cts/ Prima ry_ 
health_ care/ Ask_ the_ Speci alist_a_ cultu ral_ educa tion_ podca st/.

 47. Kerrigan V, McGrath SY, Herdman RM, Puruntatameri P, Lee B, Cass A, 
Ralph AP, Hefler M. Evaluation of “Ask the Specialist": a cultural educa-
tion podcast to inspire improved healthcare for Aboriginal peoples in 
Northern Australia. Health Sociol Rev. (‘Yuwinbir’, a special issue of Health 
Sociology Review on Indigenous and sociological knowledges: Meeting 
points for health equity). 2022;31(2):139–57.

 48. Fredericks B, Bargallie D. An indigenous Australian Cultural competence 
course: talking culture, race and Power. In: Frawley J, Russell G, Sherwood 
J, editors. Cultural competence and the Higher Education Sector: Austral-
ian perspectives, policies and practice. Singapore: Springer Singapore; 
2020. p. 295–308.

 49. Baum F, MacDougall C, Smith D. Participatory action research. J Epidemiol 
Community Health. 2006;60(10):854.

 50. Ralph AP, McGrath SY, Armstrong E, Herdman RM, Ginnivan L, Lowell A, 
et al. Improving outcomes for hospitalised First Nations peoples though 
greater cultural safety and better communication: the Communicate 
Study Partnership study protocol. Implement Sci. 2023;18(1):23.

 51. Smith-Maddox R, Solórzano DG. Using critical race theory, Paulo Freire’s 
problem-posing method, and case study research to confront race and 
racism in education. Qualitative Inq. 2002;8(1):66–84.

 52. Hall B. Research, commitment and action: the role of participatory 
research. Int Rev Educ. 1985;30(3):289–99.

 53. Baum FE. Power and glory: applying participatory action research in 
public health. Gac Sanit. 2016;30(6):405–7.

 54. Kerrigan V. Batji-gum dilba (good talk medicine): improving culturally 
safe communication between doctors and Aboriginal patients in the 
Northern Territory of Australia. Darwin: Charles Darwin University; 2022.

 55. Northern Territory Government. Department of Health Annual Report 
2020–2021. Australia: Darwin; 2021.

 56. Bourke CJ, Marrie H, Marrie A. Transforming institutional racism at an 
Australian hospital. Aust Health Rev. 2019;43(6):611–8.

 57. Rogers EM. Diffusion of innovations. 5th ed. Rogers EM, editor. New York: 
Free Press; 2003.

 58. Peoples WA, Fleming PJ, Creary MS. Working toward health equity 
requires antiracist teaching. Am J Prev Med. 2023;64(4):604–8.

 59. McDermott DR. Can we educate out of racism? Med J Aust. 
2012;197(1):15.

 60. Ngounou GN, Gutiérrez NB. The value of interracial facilitation of racial 
equity training. Phi Delta Kappan. 2019;100(8):56–61.

 61. Curiel LO. Interracial team teaching in social work education. Adv Soc 
Work. 2021;21(2/3):730–49.

 62. Erb TL, Loppie C. The cost of indigenous cultural safety training: examin-
ing facilitator burnout and the impacts on health and wellness. AlterNa-
tive. 2023;19:11771801231168140.

 63. Kirkpatrick D. Great ideas revisited. Techniques for evaluating train-
ing programs. Revisiting Kirkpatrick’s four-level model. Train Dev. 
1996;50(1):54–9.

 64. Came H, Warbrick I, McCreanor T, Baker M. From Gorse to Ngahere: an 
emerging allegory for decolonising the New Zealand Health System. N Z 
Med J. 2020;133(1524):102–10.

 65. Essed P. Understanding Everyday Racism: an interdisciplinary theory. 
Thousand Oaks: SAGE Publications; 1991.

 66. Elias A, Mansouri F, Paradies Y. Countering racism: challenges and 
progress in anti-racism efforts. In: Racism in Australia today. Singapore: 
Springer Singapore; 2021. p. 319–51.

https://www.menzies.edu.au/page/Research/Projects/Primary_health_care/Ask_the_Specialist_a_cultural_education_podcast/
https://www.menzies.edu.au/page/Research/Projects/Primary_health_care/Ask_the_Specialist_a_cultural_education_podcast/


Page 13 of 13Kerrigan et al. BMC Health Services Research          (2024) 24:119  

 67. Jones CP. Levels of racism: a theoretic framework and a gardener’s tale. 
Am J Public Health. 2000;90(8):1212–5.

 68. Chokshi DA, Foote MMK, Morse ME. How to act upon racism—not race—
as a risk factor. JAMA Health Forum. 2022;3(2):e220548-e.

 69. Gau J, Nwora C, Eldakar-Hein ST, Goel MS, Lahey T, Repp AB. Things we do 
for no reason™: routine inclusion of race in the history of present illness. J 
Hosp Med. 2022;17:123–6.

 70. Came H, Griffith D. Tackling racism as a wicked public health problem: 
Enabling allies in anti-racism praxis. Soc Sci Med. 1982;2018(199):181–8.

 71. Lock M, Burmeister O, McMillan F, Whiteford G. Absence of rigorous 
evidence undermines cultural safety reforms. Aust J Rural Health. 
2020;28(1):4–5.

 72. Solórzano DG, Yosso TJ. Critical race methodology: counter-storytelling 
as an analytical framework for education research. Qualitative Inq. 
2016;8(1):23–44.

 73. Delgado R. Storytelling for oppositionists and others: a plea for narrative. 
Mich Law Rev. 1989;87(8):2411–41.

 74. Constance-Huggins M. Intersection of race, gender, and nationality in 
teaching about race and racism. Reflective Pract. 2018;19(1):81–8.

 75. DiAngelo R, Dyson ME. White Fragility: why it’s so hard for White people 
to talk about Racism. Boston: Beacon Press; 2018.

 76. Atkinson P, Baird M, Adams K. Aboriginal health consumers experiences 
of an aboriginal health curriculum framework. Australian Indigenous. 
Health Bull. 2021;2(3):3.

 77. Chadha N, Lim B, Kane M, Rowland B. Toward the abolition of Biological 
race in Medicine. UC Berkeley: Othering & Belonging Institute; 2020.

 78. Devakumar D, Selvarajah S, Abubakar I, Kim S-S, McKee M, Sabharwal 
NS, et al. Racism, xenophobia, discrimination, and the determination of 
health. The Lancet. 2022;400(10368):2097–108.

 79. Shankar M, Cox J, Baratta J, De Leon G, Shaw JG, Israni ST, et al. Nonmedi-
cal transdisciplinary perspectives of black and racially and ethnically 
diverse individuals about antiracism practices: a qualitative study. JAMA 
Netw Open. 2022;5(2):e2147835-e.

 80. Armstrong E, Gapany D, Maypilama Ḻ, Bukulatjpi Y, Fasoli L, Ireland S, 
et al. Räl-manapanmirr Ga dhä-manapanmirr - collaborating and con-
necting: creating an educational process and multimedia resources 
to facilitate intercultural communication. Int J Speech Lang Pathol. 
2022;24(5):533–46.

 81. Carrijo APB, de Moura A, Oliveira A, Rodrigues LV, de Oliveira J, de Castro 
TF, et al. Teaching of the black population’s health: anti-racist lenses for a 
paradigm shift to address racial inequities. Int J Environ Res Public Health. 
2022;19(24):16784.

 82. Allport GW. The nature of prejudice. Oxford, England: Addison-Wesley; 
1954. xviii, 537-xviii, p.

 83. Heke D, Came H, Birk M, Gambrell K. Exploring anti-racism within the con-
text of human resource management in the health sector in Aotearoa. Int 
J Crit Indigenous Stud. 2022;14(2):114–32.

 84. Byungura JC, Nyiringango G, Fors U, Forsberg E, Tumusiime DK. Online 
learning for continuous professional development of healthcare workers: 
an exploratory study on perceptions of healthcare managers in Rwanda. 
BMC Med Educ. 2022;22(1):851.

 85. Reeves S, Fletcher S, McLoughlin C, Yim A, Patel KD. Interprofessional 
online learning for primary healthcare: findings from a scoping review. 
BMJ Open. 2017;7(8):e016872.

 86. Yam EA, Silva M, Ranganathan M, White J, Hope TM, Ford CL. Time to take 
critical race theory seriously: moving beyond a colour-blind gender lens 
in global health. Lancet Glob Health. 2021;9(4):e389–90.

 87. Bonilla-Silva E. The structure of racism in color-blind, post-racial America. 
The American behavioral scientist. (Beverly Hills). 2015;59(11):1358–76.

 88. Bargallie D. Unmasking the racial contract: indigenous voices on racism 
in the Australian Public Service. Canberra: Aboriginal Studies Press; 2020. 
p. 256.

 89. Lentin A. Why race still matters. Cambridge, UK; Medford, MA: Polity Press; 
2020.

 90. Shahram SZ. Five ways ‘health scholars’ are complicit in upholding health 
inequities, and how to stop. Int J Equity Health. 2023;22(1):15.

 91. White-Davis T, Edgoose J, Brown Speights JS, Fraser K, Ring JM, Guh J, 
et al. Addressing racism in medical education an interactive training 
module. Fam Med. 2018;50(5):364–8.

 92. Geia L, Baird K, Bail K, Barclay L, Bennett J, Best O, et al. A unified call to 
action from Australian nursing and midwifery leaders: ensuring that black 
lives matter. 2020.

 93. Priest N, Slopen N, Woolford S, Philip JT, Singer D, Kauffman AD, et al. Ste-
reotyping across intersections of race and age: racial stereotyping among 
White adults working with children. PLoS ONE. 2018;13(9):e0201696.

 94. Kidd J, Came H, McCreanor T. Using vignettes about racism from health 
practice in Aotearoa to generate anti-racism interventions. Health Soc 
Care Community. 2022;30(6):e4020 7.

 95. Griffith D, Ford C. Te Tiriti Based Futures & Anti Racism: Interventions to 
mitigate, resist, or undo structural racism, YouTube. 2022. Accessed via: 
https:// www. youtu be. com/ watch?v= 9aDhX qWYY24.

 96. Stewart M. The language of praise and criticism in a student evaluation 
survey. Stud Educ Eval. 2015;45:1–9.

 97. Alhija FN, Fresko B. Student evaluation of instruction: what can be learned 
from students’ written comments? Stud Educ Eval. 2009;35(1):37–44.

 98. Riiskjær E, Ammentorp J, Kofoed P-E. The value of open-ended ques-
tions in surveys on patient experience: number of comments and 
perceived usefulness from a hospital perspective. Int J Qual Health Care. 
2012;24(5):509–16.

 99. Elvidge E, Paradies Y, Aldrich R, Holder C. Cultural safety in hospitals: vali-
dating an empirical measurement tool to capture the Aboriginal patient 
experience. Aust Health Rev. 2020;44(2):205–11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.youtube.com/watch?v=9aDhXqWYY24

	Evaluating the impact of ‘Ask the Specialist Plus’: a training program for improving cultural safety and communication in hospital-based healthcare
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Methods
	Study design
	Researcher backgrounds
	Study setting
	Training design
	Survey data
	Data analysis
	Ethical considerations

	Results
	Ranking teaching domains
	Free text comments from surveys
	Ideas to improve training

	Discussion
	Conclusion
	Acknowledgements
	References


