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 Thesis abstract  
 

Overview 
 

The program of research presented in this thesis was designed to increase understanding of 

the central issues related to Indigenous peoples’ hospitalisation experiences. Emphasis was given to 

Indigenous peoples’ cardiovascular health care.  This area was chosen because cardiovascular disease 

has been described as one of the major contributors to the health disparity between Indigenous and 

non-indigenous peoples in Australia. This was of interest to me because the main study setting is a 

cardiothoracic hospital. This hospital is the largest referral centre for cardiac conditions in Queensland, 

surrounding states, and neighbouring countries, including Papua New Guinea.  

 

This program of research comprised four studies. The first study, a metasynthesis, was undertaken to 

gather a worldwide perspective of Indigenous peoples’ experiences of acute care. In the second study, 

a narrative inquiry was undertaken. It focused on Indigenous Australians’ experiences of acute cardiac 

care. The third study was a systematic review. It adopted a broader perspective to investigate the 

effectiveness of Australian Indigenous cardiovascular health programs. The final study, an 

autoethnography, utilised reflective inquiry to examine issues related to researching with Indigenous 

people. 

Background 

There are many explanations given to explicate sources of health disparities for Indigenous 

people. Most of the factors have their roots in past colonialism and its policies. Past practices by 

former Australian governments devalued the Indigenous culture, tortured individuals both physically 

and psychologically, and effectively marginalised the Indigenous population. Indigenous people still 

experience elements of tacit and overt discriminatory practices within the healthcare system. A range 

of cultural and Indigenous-specific factors also impact Indigenous health in a negative way. As a result, 

Australian Indigenous people encounter noteworthy health inequalities when compared to non-

Indigenous Australians. In recognition and response to this disparity in health status, the Australian 

government launched a “Close the Gap” campaign in 2008. The campaign attempts to narrow the 

health differences and life expectancy, while also considering other factors that impact Indigenous 

health such as education and employment opportunities. 
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Coming to hospital is a challenge for most Indigenous Australians. In Australia, Indigenous 

people are often geographically isolated in scattered settlements, and living in relatively small 

communities, leading to fragmented services and support for health and social programs. They are 

isolated both geographically and culturally when they come to hospital. In most cases, they have to 

relocate in order to access the services they need. This experience can be overwhelming due to the 

different culture of hospital practices and world views of healthcare professionals, who are mainly 

from westernised backgrounds. In most healthcare settings, Indigenous peoples’ culture and views of 

health have not been integrated into mainstream health. In a way, Indigenous people are forced to 

leave their way of life at home and adapt to western culture when hospitalised. This can cause 

discomfort for Indigenous people in many ways. As a result, some avoid accessing health services even 

when such services are needed and are available to them.  

 

A few aspects of Indigenous culture may be presented in hospital settings but usually at 

tokenistic or symbolic levels. This includes items such as flags at the front of the hospital and 

Indigenous paintings on display. Health professionals’ attitudes, as well as the hospital policies that 

guide their practice, do not usually accommodate Indigenous values into practice. Bedside manners 

and ward practices have remained the same for many years – fashioned and practiced in the ways of 

the dominant culture.  

 

In Australia, cardiovascular disease is known to constitute one of the major single causes of ill 

health and death for Indigenous peoples. As a result, it contributes significantly to life expectancy 

differentials between this population and other Australians. Indigenous Australians suffer major gaps 

in health status even when compared with other Indigenous peoples in other first-class nations. This 

includes Indigenous peoples from Canada, New Zealand and the United States of America. Health 

practitioners, therefore, need to be aware and proactively act on the underlying causes of poor health 

outcomes among Indigenous people.  

 

Methods 

   

Four studies were conducted over the period of this program of research using qualitative and 

quantitative research methods. The first study was a metasynthesis of qualitative research studies. Its 

aim was to investigate current evidence of Indigenous peoples’ hospital experiences in order to 

summarise current knowledge. Systematic procedures were employed to retrieve studies from the 
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period between 2000 to 2016. The review process was conducted following Joanna Briggs Institute 

(2014) guidelines for conducting systematic review and synthesis of qualitative data. 

The second study utilised narrative inquiry, a qualitative methodology in which face to face 

interviews were used to enable participants to recount their experiences of hospitalisation. Narrative 

inquiry was selected specifically because it involves storytelling, which is culturally familiar to 

Indigenous people. The aim was to explore Indigenous peoples’ experiences of hospitalisation of acute 

cardiac care. To accomplish this, data were collected using a purposeful sample of Indigenous cardiac 

participants: all Indigenous patient participants had been hospitalised for acute cardiac care.  

 

The third study was a systematic review. Its aim was to investigate the effectiveness of 

cardiovascular health care programs designed for Indigenous Australians. Analysis of the strategies 

that were used to achieve successful outcomes was conducted. Studies that used experimental 

designs and reported interventions or programs explicitly aimed at improving Indigenous 

cardiovascular health were considered for inclusion. The search period was between 2008 to 2017. 

 

The fourth study was an autoethnography. This study involved use of personal diary-based 

data and reflective inquiry to present a researcher perspective of the experience of conducting 

research with Indigenous people. The aim was to share the experience to inform others of aspects for 

consideration when conducting research with Indigenous participants. The purpose was to offer a true 

picture of conducting research from my perspective. The study enabled examination of the interplay 

of my personal, social, professional life and how these impact on my clinical and research practice,  

 

Findings 

 

The metasynthesis revealed that overall, Indigenous peoples, worldwide, have remained in a 

disadvantaged position when it comes to their health and wellbeing. Several factors were identified 

that contribute to widespread inequality in Indigenous healthcare. It was increasingly clear that 

current healthcare systems are not effectively working well in addressing Indigenous peoples’ health 

needs.  

The findings of the narrative inquiry indicated that three themes characterised Indigenous 

peoples’ experiences of hospitalisation which were as follows: the impact of the past, reality of the 

present, and anticipating the future in Australia. Hospitalisation remains a challenge for Indigenous 
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peoples. This is due to a sense of dislocation and lack of cultural and spiritual aspects to care, as well 

as the persisting poor relational interactions encountered. 

Quantitative research studies that implemented interventions targeted for management of 

cardiac conditions among Indigenous population within Australia were included in the systematic 

review. The results revealed that there were limited published studies targeted specifically towards 

Indigenous Australians’ cardiac health improvement. However, positive outcomes were reported in 

terms of achieving clinical targets. Physical aspects such as blood pressure reduction, exercise 

attendance, and enhancing cardiac health knowledge in biomedical interventions for the Indigenous 

communities were the main focus. 

 

The autoethnography revealed that with adequate preparation and involvement of 

Indigenous people the research process can be made easier. Again, because of past experiences which 

have led Indigenous people to be over researched with little feedback to them; researching this 

population group is challenging. Most researchers in the past have conducted research that has not 

effectively benefited the community. In some cases, research outcomes have misrepresented 

participants through use of methodologies that are not appropriate for Indigenous peoples. It is not 

unusual for Indigenous peoples to view the word “research” as a “dirty” word that brings 

uncomfortable feelings. In some instances, Indigenous participants have not seen its benefits of the 

research or understood the outcomes.  

 

Conclusions 

 

In summary, the program of research appraised current evidence. Further, it presented new 

knowledge that can inform and support practitioners in their quest to progress Indigenous peoples’ 

healthiness and welfare. Highlighting issues from Indigenous peoples ’perspectives can facilitate 

development of a better understanding of issues that impact their experiences with healthcare 

institutions. Such revelations can help in the identification of limitations faced by health professionals 

or constraints they encounter in the delivery of healthcare among Indigenous people. This could assist 

in revealing issues that are barriers to being effective in designing and implementing effective 

strategies to improve Indigenous health and wellbeing. Further research is warranted to follow up on 

the issues identified in this research. 
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Glossary of key terms and abbreviations 

This section presents some key terms and abbreviations used in this thesis.  

Aboriginal and Torres Strait Islander people are Indigenous peoples of Australia, descended from 

nations that existed in Australia main land and surrounding islands before British colonisation. 

Aboriginal Health Workers are Indigenous Australiana who are employed, in an Indigenous identified 

position and who is willing or has undertaken some form of training or education, for the purpose of 

providing flexible, holistic, and culturally sensitive health services to indigenous clients and the 

community to achieve better health outcomes and better access to health services for Indigenous 

peoples. 

Acute care is the active short-term treatment or management for episodes of illness regarded critical, 

serious, severe or urgent requiring hospitalisation. 

Autoethnography refers to a qualitative research method that uses a researcher’s personal 

experience to describe and critique practices, beliefs, and experiences 

Cardiovascular disease (CVD) refers to the medical condition affecting the heart’s mechanical or 

electrical functions and its vasculature which may need medical, mechanical or surgical interventions. 

Closing the Gap is a government strategy that aims to reduce health disadvantage among Indigenous 

Australians with respect to indicators such as life expectancy, child mortality, education and 

employment outcomes. 

Credibility is a researcher's ability to demonstrate that the object of a study is accurately identified 

and described, based on the way in which the study was conducted   

Culture refers to the idea, customs, beliefs, views and social behaviours of a particular people or 

society which encompasses a range of phenomena involving physical expressions, social organisation, 

spiritual beliefs and other intangible cultural heritage. 

Interventions refers to action or process involvement used to intervene for the purpose of 

contributing positively towards improvement of a situation. 

Metasynthesis is a qualitative research approach involving systematic processes to synthesise data 

across qualitative studies. 

Narrative inquiry refers to the qualitative research approach and its processes that uses field text such 

as stories of experiences.  
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Purposive sampling is the selection of participants who have knowledge or experience of the area 

being investigated 

Rigour is the degree to which research methods are scrupulously and meticulously carried out to 

recognize important influences occurring in an experiment.   

Transferability is the ability to apply the results of research in one context to another similar context. 

Also, the extent to which a study invites readers to make connections between elements of the study 

and their own experiences.   

Triangulation is the process by which the area under investigation is looked at from different 

perspectives. These can include two or more methods, sample groups or investigators. Used to ensure 

that the understanding of an area is as complete as possible or to confirm interpretation through the 

comparison of different data sources. 
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Chapter one: Introduction and background 

 

 

         Program of research structure.  
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Introduction 

Thesis overview 

 

This thesis presents a program of research designed to understand the significance and 

meaning of Indigenous peoples’ experiences of health care. The purpose of the program of research 

was to explore Indigenous peoples’ stories of their experiences with health care from both an 

international and Australian context. This document of eight chapters is presented as a thesis with 

publication. Chapters three, four, five, and six are presented in final manuscript form of published and 

pending articles. Chapters one, two, seven and eight are presented in traditional thesis format. 

This research program involved four main studies. An initial metasynthesis investigated the 

worldwide status of Indigenous peoples’ experiences of hospitalisation (chapter three). This was 

followed by a study exploring Indigenous participants’ understanding of their hospitalisation 

experiences (chapter four), with a focus on cardiac health. A subsequent systematic review highlighted 

programs targeted to improve Indigenous cardiovascular health in Australia (chapter five). In 

recognition and acknowledgement of a story having multiple views, my own story of the experience I 

had in conducting the research program is presented as an autoethnography (chapter six). The project 

was designed to be understood in a holistic manner by considering historical, economic and socio-

political contexts of experience of healthcare by Indigenous peoples. Storytelling was used as a theme, 

throughout the program of research. This ensured that stories from the of four perspectives 

participants informed the understanding of the Indigenous experience of healthcare in a holistic 

manner. The approach enabled revelation of issues surrounding Indigenous experiences of healthcare 

from different perspectives and contexts. The result was a comprehensive Indigenous experience 

story. 

 

Thesis structure 
 

Chapter one introduces the research program by placing it within the context of Indigenous 

health issues. It provides an overview of Indigenous health in general, focusing on cardiovascular 

health. The chapter starts by providing a background to the research problem, including my own story. 

This is followed by a presentation of the significance, aims and objectives of the study and the research 

questions that guided the investigation. The research conceptual framework that underpins the 

approach to this investigation is introduced. The chapter concludes with a synopsis of the key points 

contained in this current chapter (pages 23-51). Chapter two presents the methodology and research 

design of the four studies of the program of research. Focus was placed on the aspect of the 

methodologies that were not included in the chapters of the published papers (pages 52-83).   
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Chapter three presents the first of the linked studies that forms this program of research: a 

metasynthesis of qualitative studies on Indigenous people’s experiences of hospitalisation. This 

chapter presents a detailed account of stories on Indigenous peoples’ hospital experiences worldwide 

(pages 84-97). Chapter four presents a study undertaken to explore current hospitalisation 

experiences of Indigenous people related to acute cardiac care. This study used a qualitative narrative 

inquiry approach. It employed storytelling to investigate the experiences of Indigenous patients and 

their relatives with acute cardiac care (pages 98-113).  Chapter five is a presentation of a systematic 

review conducted to evaluate the effectiveness of programs used for the management of 

cardiovascular health among Indigenous people in Australia (pages 104-133). Chapter six details the 

findings from the candidate’s autoethnography. The chapter details some of the essential and critical 

events that were encountered by the candidate while conducting the research program (pages 134-

157).  

In chapter seven a discussion of the findings from the overall program of research is offered. 

The chapter positions the program of research within the wider healthcare and political context. 

Further, the chapter highlights the issues investigated in this research program regarding Indigenous 

healthcare experiences (pages 158-181). Chapter eight presents conclusions from the program of 

research. It sheds light on the significance of the program of research. A summary of insights into 

Indigenous healthcare and new knowledge gained in this program is presented. The chapter concludes 

by providing recommendations for health services practice and future research (pages 182-199). 

 

Background 

Personal context relevant to research purpose 

 

I came from Zambia and commenced my nursing career in Australia in 1997. This was after 

completing a Master of Nursing program in primary health care. It was through this program of study 

that I was introduced to Indigenous health issues, primary health care principles, and the diversity of 

views of healthcare. Before then I had no idea of the difference in population groups in Australia and 

the profound impact this has on population health. I learned and discovered this through engaging 

with literature about the status of Indigenous health in Australia. My story and interest in Indigenous 

health started then.  

As part of the Master of Nursing program I conducted a project investigating how primary 

healthcare principles were being implemented in Community Controlled Health Centres in 

Queensland. Primary healthcare core principles include the following: accessible healthcare, 

appropriate technology, health promotion, cultural sensitivity and cultural safety, intersectoral 
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collaboration, and community participation (Clendon & Munns, 2019). These principles guide 

healthcare providers to work towards equitable healthcare provision. They are interconnected in such 

a way as to enable provision of culturally appropriate health care to individuals (Clendon & Munns 

2019).  

After completion of my Master of Nursing program, I was employed at a cardiothoracic 

referral centre in Queensland. In my work there, I have witnessed how clinical expertise, 

pharmacology and technology have improved the health of many that I have cared for as an intensive 

care nurse. However, questions occurred to me as to why there was such a difference in health status 

between people of the same country: Indigenous and non-Indigenous Australians. With regards to 

hospital, one notable fact I discovered was that Indigenous people were described as having been 

alienated to hospital care. This was for various reasons such as experiences of discrimination and lack 

of relevant cultural approaches to health care. It felt like this status of events was accepted as normal 

although it continued to contribute to disparity in healthcare between Indigenous people and the rest 

of the Australian population.  

My concern as a clinician about this ongoing disparity, which negatively affects the health of 

Indigenous people, ultimately led me to explore the issue further through a program of research. This 

thesis is the outcome of my inquisitiveness about Indigenous health issues. My longing to increase 

knowledge and understanding and provide information that can support transformation of health 

service delivery grew with time. My desire to provide information that can facilitate the work towards 

improvement of circumstances that Indigenous people experience on their hospital journey grew with 

time.  

Most literature presents Indigenous health issues at a global or societal level. I think this can 

sometimes distance the impact such factors have on the individuals experiencing the issues.  There is 

lack of evidence from Indigenous peoples’ perspectives that explains the causes of their poor 

experiences with healthcare. Consequently the health disparity has mainly been examined from 

mainstream views. The questions I asked myself included: What stories do Indigenous people hold 

about their experiences that influence formation of their perceptions about hospital, and healthcare in 

general? What actual issues from their perspective affect their healthcare experiences? These 

questions needed to be answered by gathering information from the people affected. Statistics, by 

contrast, have limits on how much can be explained and, in most cases, cannot tell the individual 

experiences Indigenous peoples have with healthcare institutions, such as the hospital.  

With current campaigns to practice patient-centred healthcare (Australian Commission on 

Safety and Quality in Healthcare, 2010; Delaney, 2018), it was important for me to elicit participant 



27 

 

perspectives in the ongoing search for a better healthcare experience for Indigenous Australians. I was 

looking for aspects of information that can have an impact on improved practices and health 

outcomes, especially within hospital settings. The starting point was, therefore, to ask Indigenous 

healthcare consumers or participants. It is from such a perspective that I hereby present the story of 

the experience of Indigenous peoples with healthcare in this thesis. I was able to look through 

different lenses that informed my understanding of the Indigenous experience, and my own story 

became intersected with theirs. I will continue to appreciate this story in my role as a health 

professional and in my personal life as a member of society. 

 

Research context  

Indigenous health  

 

Aboriginal and Torres Strait Islander people of Australia are known as Indigenous Australians, 

a term that has found acceptance since the 1980s (New South Wales [NSW] Department of Health, 

2004). The term “First peoples” is also currently increasingly being used to refer to Indigenous 

Australians (Australian Indigenous HealthInfoNet, 2018a). Indigenous Australians were the first people 

in Australia (Hampton & Toombs, 2013) and yet they account for only 3.3% of the Australian 

population (ABS, 2017a). Records indicate that depopulation of Indigenous Australians started with 

the arrival of Europeans who settled and brought with them diseases that were not familiar to 

Indigenous people, such as smallpox (Booth & Carroll, 2005; Burnette, Sanders, Butcher, & Salois, 

2011; Durey & Thomson, 2012; Eckermann, Dowd, Chong, Nixon, Gray, & Johnson, 2010). In addition, 

massacres by, and wars with, the new settlers contributed to further decimation of Indigenous people 

(Eckermann et al., 2010; King, Smith, & Gracey, 2009). Although relatively small in percentage, 

Indigenous Australians bear extremely poor health outcomes that justify a greater focus by the nation 

(Booth & Carroll, 2005; Taylor & Guerin, 2010; Vos, Barker, Begg, Stanley, & Lopez, 2009).  

Among the many causes of poor health outcomes for Indigenous peoples in Australia is the 

fact that the health of Indigenous Australians was neglected by colonial powers (Middleton, 1977). In 

fact, early colonialists wished for extermination of the Indigenous population (Harris, 2013). Until 

recent years in Australia, little attention was paid to Indigenous health by the colonising authorities, 

as well as by successive Australian governments of more recent eras (Middleton, 1977; Vos et al., 

2009). The struggles for justice started way back in the 1930s (Reconciliation Australia, 2016). 

However,  it was not until the 1960s and mainly in the 1970s that Australian authorities of the time 

became aware of or started to respond to Indigenous people’s deteriorating health status. Efforts 
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were started towards addressing this health problem (Gracey, 2007; Middleton, 1977), though mainly 

by use of paternalistic approaches. 

The magnitude of disparities in health among Australians is reflected in figures reported by 

the Australian Bureau of Statistics (ABS) and the Australian Institute of Health and Welfare (AIHW). 

For example, the life expectancy for Indigenous males was reported as 17.7 years less than non-

Indigenous Australian males and 19.4 years less for Indigenous females in the 2005 ABS report (ABS, 

2005). According to the ABS, these figures are equivalent to those of non-Indigenous Australians 

almost 100 years ago (ABS, 2005). Although the life expectancy gap has improved in 2018 reports to 

10.6 years and 9.5 years for men and women, respectively (ABS, 2017a; AIHW, 2018a), the gap is still 

unacceptable.  The difference is still far too high, especially in comparison to other first-class countries 

such as New Zealand, which has an overall estimated difference of 7.3 years (AIHW, 2011a; 2011b; 

Phillips, Daniels, Woodward, Blakely, Taylor, & Morrell, 2017).  

Morbidity and mortality are no strangers in Indigenous communities and cardiovascular 

disease is one of the major contributors to their burden of illness. The following section provides an 

overview of the impact of cardiovascular disease on Indigenous Australians. 

 

Indigenous people and cardiovascular disease  

 

Indigenous people are overrepresented in hospitalisation statistics, especially for acute 

coronary syndromes, in comparison with other Australians (AIHW, 2008; Brown, 2010).  They suffer 

death and disability at a disproportionally higher rate than that of the rest of the population (ABS, 

2006; ABS, 2017b; AIHW, 2017b). Chronic conditions have been identified as major contributors to 

the disparity that exists. The high incidence of chronic diseases, including cardiovascular disease 

(CVD), accounts for 75% of the life expectancy gap (Human Rights & Equal Opportunity Commission, 

2008; Brown, 2010).  

Globally, CVD as a single disease, has been identified as one of the main sources of disability 

and mortality, especially among Indigenous people (World Health Organisation [WHO], 2011). The 

disproportionally high level of CVD among Indigenous Australians is a matter of health concern. There 

is an urgent need to develop effective strategies for early diagnosis and reduction of barriers for 

Indigenous people to access healthcare (Walsh & Kangaharan, 2017). Strategies that will facilitate 

improved Indigenous cardiovascular health outcomes are required. CVD is recognised within the 

chronic disease spectrum as the most significant health issue contributing to Indigenous people’s 

mortality, accounting for 35% of deaths annually (ABS, 2005; ABS, 2017b; AIHW, 2017).  
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Indigenous Australians suffer from CVD at the rate of more than three times higher than other 

Australians, being over three times more likely to be hospitalised for CVD related issues (AIHW, 2017; 

Brown, Morrisey & Sherwood, 2006; Reading, 2015). CVD is, therefore, one of the main contributors 

to disproportion in health status between Indigenous people and non-Indigenous people. Indigenous 

Australians die out of hospital, from cardiac conditions such as coronary heart disease, at a rate of 1.4 

times more in comparison with other Australians. When admitted to hospital, they suffer more than 

double the in-hospital coronary heart disease death rate (AIHW, 2017; Randall, Jorm, Lujic, Eades, 

Churches, O’Loughlin, & Leyland, 2014). Table 1.1 presents statistics of deaths from CVD from 2011 to 

2015, suffered by Indigenous Australians. 

 

Table 1.1.  CVD deaths by Indigenous status 2011-2015 

Type of CVD  Indigenous Non-Indigenous Rate 
ratio 

% of total 
CVD deaths 

Age standardised 
rate (per 100,0000 

Age standardised  
rate (per 100,0000) 

Ischaemic heart disease 55 138 79 1.8 

Cerebrovascular disease 22 58 39 1.6 

Acute myocardial infarction 17 58 43 1.3 

Stroke 14 46 33 1.4 

Other heart diseases 17 45 34 1.3 

Rheumatic heart disease 3.4 6.4 1.4 4.7 

Hypertension 4.6 15 8.1 1.8 

Other circulatory disease 3.3 9.3 8.4 1.1 

Total CVD 100 271 173 1.6 

Source: Australian Institute of Health and Welfare (AIHW), 2017 

 

One explanation for this higher death rate is that Indigenous people shun hospitals and will 

delay presenting to the point of death or being too seriously ill to be saved (Brown, 2010). Post-acute 

care participation rates in cardiac rehabilitation are also low. This contributes to poor quality of life 

from lack of improvement in function, and contributes to low survival rates following a cardiac event 

(DiGiacomo, Davidson, Taylor, Smith, Dimer, Ali et al. 2010). Most Indigenous people have continued 

to face significant barriers to accessing and using health services. Although they have a higher number 

of hospitalisations and longer hospital stays than other Australians, the quality of care provided to 

them is behind the rest of population (Artuso et al., 2013; Roberts & Power, 2010). 
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Indigenous health disparity 

 

According to the WHO (2007), healthcare is a human right and every citizen of a country 

should be able to access appropriate healthcare. However, in reality, there are disparities experienced 

by population groups within and across countries, especially for Indigenous people (AIHW, 2016a; 

King, Smith, & Gracey, 2009; Vos et al., 2009). Disparities are seen more between Indigenous and non-

Indigenous people in countries that have a history of colonisation, such as Australia, Canada, New 

Zealand and the United States of America (Australian Human Rights Commission, 2008; King, Smith, & 

Gracey, 2009). The disparity is a matter of public concern (AIHW, 2018a; Genger, 2018).  

 

Various programs have been implemented to tackle this health gap. One of the developments 

was the establishment of community controlled medical services in 1971 to allow for culturally safe 

environments for Indigenous people (Aboriginal Health & Medical Research Council, 2015). The 

definition of cultural safety refers to a holistic view of health care encounters where there is provision 

of “an environment that is spiritually, socially and emotionally safe, as well as physically safe for 

people; where there is no assault challenge or denial of their identity, of who they are and what they 

need. It is about shared respect, shared meaning, shared knowledge and experience of learning 

together” (Williams, 1999, p.213). This concept calls for understanding of the cultural belief systems 

of individuals and then development of skills that enable health practitioners to deliver such care to a 

diversity of population groups (Duke, Connor & McEldowney, 2009), which include Indigenous 

peoples. This thesis represents an attempt to highlight and address cultural safety in an acute hospital 

environment. 

 

The latest nationwide strategy is the current ongoing Closing the Gap campaign which was 

launched in 2008 (Australian Human Rights Commission, 2008; Commonwealth of Australia, 2017). 

This indicates that improving Indigenous health has become a key priority for the Australian 

government (Australian Human Rights Commission, 2008; Commonwealth of Australia, 2013; 

Commonwealth of Australia, 2017). The following section attempts to explain why such a strategy is 

needed when the Indigenous health disparity has been recognised for so long. 

 

The main factors for this health disparity are rooted in the history of colonisation and its 

policies that discriminated against Indigenous Australians at many levels, including healthcare (Dell, 

Firestone, Smylie, & Vaillancourt, 2016; Durey & Thompson, 2012; Eckermann et al., 2010). 

Colonisation superimposed its foreign values, such as healthcare models, culture, values, language, 
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food types, political, economic and spiritual beliefs. These affected every aspect of the way of life for 

Indigenous people (Eckermann et al., 2010; Genger, 2018; MacDonald & Steenbeek, 2015; Smith, 

2012;). These superimposed values have hardly changed in that most health issues are viewed from 

mainstream perspectives. The dominance of the biomedical approach to healthcare still remains 

(Durey & Thompson, 2012). In order to increase understanding and provide insights for improvement, 

this program of research explored health care experience from Indigenous people’s perspectives.  

 

Colonisation 

 

It is undeniable that colonisation has had a devastating impact on Indigenous people 

worldwide. Resources, such as land and food sources, were taken away from Indigenous peoples. This 

left them desolate and dependent (Eckermann et al., 2010; Smith, 2012). Colonisation policies 

discriminated against Indigenous people who were refused free access to many community venues 

and services, including hospitals (MacDonald & Steenbeek, 2015). A single, uniform White Australian 

culture was sought by the 1960s Australian government. Through assimilation policies, further 

devastation befell Indigenous people by prohibiting them from practicing their beliefs, traditions and 

values, including use of their own languages (Arthur, 1961; Harris, 2013; Jones, 2009). As a result, 

colonisation and its policies controlled every aspect of their lives (MacDonald & Steenbeek, 2015; 

Whitney, 1997). 

 In many ways Indigenous people were asked to abandon who they were as a people in 

preference for foreign cultures and values; an expectation that has continued (Eckermann et al., 

2010). In hospital settings, insistence on these foreign cultures is still dominant and demonstrated 

through policies, practices, procedures, and processes that are used in the delivery of care. 

Expectations and ways of communication, even language is different from the normal interactions 

used in Indigenous communities (Eckermann et al., 2010; Li, 2017; Valeggia & Snoodgrass, 2015).  

It is not only the technical biomedical aspects of health that have affected Indigenous health 

in Australia. Lifestyle, work, and other social aspects of living have also had an impact on health. This 

is coupled with issues such as discrimination, racism, cultural disconnection, and a lack of economic 

power (Eckermann et al., 2010; Henry, Houston & Mooney, 2004; Paradies, Harris, & Anderson, 2008). 

Indigenous Australians continue to struggle with health issues, and mainstream Australian culture has 

a role in the deterioration of their health through neglect and sidelining of Indigenous views and voices 

(Eckermann et al., 2010; Middleton, 1977; Sherwood and Edwards, 2006). Strangers who came into 
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their lands systematically disempowered Aboriginal and Torres Strait Islanders and took control of 

their everyday lives (Eckermann et al., 2010; Genger, 2018; Gracey & King, 2009; Henry et al., 2004). 

Australian political history involves a clash of cultures in which Indigenous ways of life were 

changed at many levels (Eckermann et al., 2010). The experiences encountered have left Indigenous 

people traumatised with little trust in government institutions, even in settings such as hospitals. The 

past colonial experiences effectively oppressed their way of life and disregarded what they valued 

(Eckermann et al., 2010; Genger, 2018). The remnants of that paternalism, racism and disregard for 

Indigenous values have remained. These are displayed in subtle ways, such as the way the dominant 

culture still pervades policy and practice and is seen as the norm in mainstream health, such as use of 

English language, and a lack of outdoor environments and food types that meet Indigenous people’s 

cultural needs (Durey & Thompson, 2012; Eckermann et al., 2010; Li, 2017; Sherwood & Edwards, 

2006).  

 

Acute hospital care 

 

Hospitals are essential in the Australian health system because they are the major health 

service providers for the majority of the population. According to the 2018 Australia’s Health report, 

Australians access hospital for births (97% births in 2015) through to management of chronic 

conditions (37% of hospitalisations), with a daily average of about almost 300,000 presentations 

(AIHW, 2018b). Hospitals are, therefore, essential because they provide a concentration of specialty 

health services for acutely ill patients (Hirshon, Risko, Calvello, Ramirez, Narayan, Theodosis & O’Neill, 

2013). However, Indigenous Australians are more likely to report difficulty in accessing affordable 

health services that are nearby than non-Indigenous Australians (AIHW, 2018a).  With regards to 

Indigenous people’s hospitalisation rates, the report indicates a rate of 1:3 when compared to non-

Indigenous people. This is with the exclusion of admission related to dialysis treatments (AIHW, 2018a; 

2018b).  

The people who use health services expect provision of effective and safe health services, 

especially those admitted to hospital.  Provision of timely and appropriate preventive health services 

may reduce potentially preventable admissions (Li, Gray, Guthridge, Pircher, Wang, & Zhao, 2009; Li, 

2017). With reference to renal disease, for example, early detection is vital to prevent late diagnosis, 

slow disease progression, and holds the potential to avoid dialysis altogether (Rix et al., 2015). For 

Indigenous people, healthcare service environments have not been culturally safe for them, so they 

will sometimes delay presenting until it is too late (Li, 2017).   
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Late presentation among the Indigenous population may have contributed to higher 

admissions at a rate of up to 3 times higher than the non-Indigenous population for potentially 

preventable hospitalisations (AIHW, 2018b). In 2017-2018 about 6.7% of emergency department 

presentations were for Indigenous Australians (AIWH, 2018b). For many Indigenous people, going to 

hospital is a stressful situation due to the added aspect of the historical experience of abuse (Dell et 

al., 2016).   

Indeed, Indigenous people have had such poor experiences of hospitalisation that a significant 

proportion of them leave hospital against medical advice (Utz & Sheahan, 2014). Some will present to 

hospital in late stages of illness because of fear of coming into hospital (Shahid et al, 2009). Others 

leave hospital with unmet health needs and dissatisfaction with the care they received 

(Katzenellenbogen et al., 2013). The rate of self-discharge ranges from 2.4 to 4.5 times higher 

(Katzenellenbogen et al., 2013; State of Queensland, 2018) among Indigenous people in comparison 

to non-Indigenous counterparts.  

There is more to be done to improve hospital journeys for Indigenous Australians. Cultural safety of 

Indigenous people within hospital settings is a challenge because of limited understanding of 

Indigenous beliefs and a history that has left the power differential between the patient and 

healthcare provider (Dell et al., 2016). The striking social, economic, and cultural trauma experienced 

throughout a collective history (Eckermann et al., 2010) still has an impact on them in contemporary 

times. Providing opportunities for Indigenous people to tell their stories may assist in gaining 

information that can assist in implementing changes in practice for better experiences for Indigenous 

people. 

 

Unique healthcare challenges  

Hospital journeys 

 

A journey to the hospital has remained an uncomfortable experience for Indigenous people 

of Australia (Artuso, Cargo, Brown, Daniel, 2013; Brown, 2010). Government institutions, including 

hospitals, have been agents of discrimination and a source of pain and disadvantage for Indigenous 

people in many ways, including taking children away from their mothers and experiencing painful 

procedures and deaths (Eckermann et al., 2010; Henry et al., 2004). Institutional racism exists through 

lack of integration of Indigenous values in healthcare. In hospitals, institutional racism represents one 

of the greatest barriers to better healthcare for Indigenous people (Henry et al., 2004). Hospitals have 

an oppressive nature towards Indigenous beliefs and culture in their practices. Racism in health 
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institutions is demonstrated in many ways, including the building of a health system around values 

and beliefs that discriminate against the minority, such as lack of recognition of language barriers 

(Henry et al., 2004; Li, 2017).  

Although hospitals are important health institutions, the domination and continued exclusive 

use of a biomedical model to deliver healthcare has limited the ability to consider other aspects of 

health, such as psychosocial factors. Deacon (2013) indicates that even though psychosocial factors 

are acknowledged by medical professionals, with the biomedical model as the centre of practice, there 

seems to be little consideration made for these aspects of health (Reading, 2016). The emphasis is on 

physical treatment, especially given that patients largely present to hospital with physical disorders. 

Despite the fact that spiritual care has been recognised as a significant aspect of health care provision 

(Holmes, 2018), there are limited interventions to that effect.  

For Indigenous people, healthcare requires a holistic approach, in which the body, mind, spirit, 

land, environment, customs, and socioeconomic status are incorporated into care (Australian Nursing 

Federation, 2009; Booth & Carroll, 2005). Concentration on the dominant paternalistic approach to 

health makes services culturally inappropriate. In the Indigenous context, health cannot be 

determined by physical abnormalities alone, and, as a result of the shortcomings of the biomedical 

approaches, they struggle with negotiating their way through hospital culture and its expectation, 

procedures and therapeutic relationships that occurs in hospital settings (Li, 2017). It has been 

previously suggested that factors such as social determinants of illness and empowerment of families 

and individuals should be strengthened within the healthcare system (Dwyer et al., 2004; Markiewicz, 

2012; Marmot, 2011). For Indigenous peoples, patient-centred care means considering their beliefs 

and values (Araki, 2019; Delaney, 2018; Queensland Health, 2014). Provision of health care therefore 

must evolve from a paternalistic approach to a patient-centred care approach (Green, Anderson, 

Griffiths, Garvey & Cunningham, 2018), and the development of partnerships between healthcare and 

health consumers (Araki, 2019; Delaney, 2018). Likewise, there is a need to shift from total 

dependence on the dominant western approach, with its linear spectrum of illness and disease, to 

give voice to Indigenous people and their views (Sherwood & Edwards, 2006) and exercising flexibility 

to accommodate patients’ beliefs and values that promote their health (Delaney, 2018). 

Clinical settings, such as intensive care environments, face unique challenges.  Healthcare 

providers attempt to deliver care that is acceptable and appropriate to various populations and 

individuals. This is done while competing with a fast-paced curative approach to care in order to 

achieve survival of the patient (Kelleher, 2006). Expectations can be overwhelming. Constraints in 

terms of knowledge, resources, workload, stress, and time continually impede advancement to 
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practice patient-centred care in an environment that is based on biomedical approaches (Davidson, 

Powers, Hedayat, Tieszen, Kon, Sherpard, Spuhler et al., 2007; DeWalt, Callahan, Hawk, Broucksou, & 

Hink, 2010; Jakimowicz et al., 2017; Tuckett, Winters-Chang, Bogossian, & Wood, 2015).   

 

There are many competing priorities in the clinical setting that make it impossible at times to 

work outside the box of biomedical processes to incorporate various cultural aspects while remaining 

consistent with professional demands (DeWalt et al., 2010; Jakimowicz et al., 2017; Kelleher, 2006; 

Tuckett et al., 2015). With standardised care being promoted in hospital settings, it is harder to provide 

care that is individualised, especially for marginalised populations. The pressure of everyday practices 

that are tailored toward demonstrable outcomes and efficacy means that attempts to comply with 

difference may remain elusive (DeWalt et al., 2010; Jakimowicz et al., 2017; Kelleher, 2006; Tuckett et 

al., 2015). Despite patient-centred care being advocated to address the issue (Sharp, Mcallister & 

Broadbent, 2018), implementation of such an approach is challenging. Understanding from an 

Indigenous people’s perspective can illuminate what is priority from their perspectives. This can then 

facilitate the design, development, and implementation of more effective models of care. Most 

importantly, achievement of the promotion of individualised treatment for patients and their families 

that is reflective of Indigenous values.   

 

Differences in worldviews and its impacts on health 

 

As reflected in the long-standing definition presented by the WHO (1946), “health is a state of 

complete physical, mental and social well-being and not merely the absence of disease or infirmity” 

(p. 2). However, health is defined differently by different population groups based on a diversity of 

backgrounds such as cultures, religions, traditions, languages and histories worldwide (Helman, 2007). 

Each community, therefore, emphasises certain aspects of well-being to explain their health status. 

The different views are further influenced by education, experiences and other ethnic customs a 

person or community is exposed to (DeWalt et al., 2010; Marmot, 2011).  

In Australia, therefore, another issue that may be ignored is the fact that Indigenous 

Australians do not belong to two groups of people. Aboriginal Australians and Torres Strait Islanders 

are further divided into countries, communities and language groups with diverse cultures (Australian 

Institute of Aboriginal and Torres Strait Islander Studies, 2019). It is, therefore, not appropriate to 

assume that they are all one group with same cultural beliefs and values. These differences need to 

be understood and taken into consideration when caring for Indigenous people. 
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A biomedical view dominates western medicine while other cultures may value psychosocial 

well-being (Sharp et al., 2018; Li, 2017). This diversity is not acknowledged by mainstream health 

services when Indigenous people present to access healthcare, in terms that are satisfactory to them 

(Li, 2017; Markiewicz, 2012). As far as Indigenous Australians are concerned, good health is more than 

the absence of physical ailment or illness, therefore, it is a perception that embraces physical, 

communal, emotional, cultural, spiritual and environmental wellbeing, mutually for the individual and 

the public (National Aboriginal Health Strategy Working Party, 1989). This Indigenous view of the 

concept of health emphasises the connectedness that exists between individuals, community, and the 

universe, and goes beyond viewing body, mind, and society as separate entities. This view recognises 

the impact that each aspect of life, be it social, psychological or cultural, has as a determinant of health 

(Marmot, 2011; WHO, 2007).  

Despite studies focusing on population health, mainstream health services have paid little 

attention to the different perceptions of health by promoting standardised care models, which has 

contributed to the marginalisation of Indigenous groups worldwide (DeWalt et al., 2010; McBain-Rigg 

& Veitch, 2011). By involving individual experiences, this program of research can highlight 

individualised concerns and reveal issues that cannot be counted or observed but only felt and 

perceived at individual level. Healthcare is, after all, provided at the individual level and its quality 

should also be evaluated at individual level by those who receive the care.  

 

Indigenous views of health  

 

There are limited data that explore Indigenous views of the healthcare they receive. Most 

studies focus on providers’ views. Those that do address the Indigenous population are mainly 

observational and epidemiological in nature, which may deny the real Indigenous voice. Spiritual and 

emotional wellbeing are described as being at the heart of Indigenous cultures (Dudgeon, Milroy & 

Walker, 2014; McMahon et al., 2010).  

Discovering the manner in which Indigenous people, present and relate with the healthcare 

systems on the whole can facilitate understanding of their views on healthcare. It has been suggested 

that Indigenous people exhibit a significant mistrust and decreased satisfaction for health systems in 

comparison to the mainstream population (Gerlach, Browne & Greenwood, 2017; Health Council of 

Canada, 2011). The possible reasons for this are due to different worldviews on the issues pertaining 

to health and health care (Carjuzaa & Ruff, 2010).  

Most healthcare providers are non-Indigenous. This causes an experience that induces 

anxiety, fear and loneliness for Indigenous patients (Watson, 2002). There are limited studies that 
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specifically address Indigenous people’s perspectives that can provide understanding and insights on 

how to improve care for Indigenous people. These are essential for transactional and relational facets 

of health services that hold values for the patient and their families. 

 

Cultural influences on health (family, community, relationships, country-identity, and values) 

 

Ethnic identity offers group membership with a sense of belonging as a result of individuals 

having a common ancestry, history, traditions, language, beliefs, and values (Cokley, 2007). Existing 

studies reveal that ethnic identity is a construct that is linked to strength within a people of the same 

ethnic background (Smith & Silva, 2011). In this study’s conceptualisation, ethnic identity comprises 

primarily a sense of attachment or belonging to one’s ethnic group, and identifying and engaging with 

its practices (Cokley, 2007).  

In this program of research, culture is viewed as a shared system of values in not only 

behaviours and mindset learned and embodied through shared experiences, lives, and stories, but 

inclusive of political, economic, legal, ethical and moral practices (Napier et al., 2014). There is full 

recognition for much needed culturally appropriate healthcare because cultural differences impact 

greatly on health care. To continue neglecting Indigenous views or imposing foreign views on 

Indigenous people will only increase their disadvantage and continue to hurt this population group 

(Dudgeon et al, 2014). The differences cause a significant divide between individuals and the 

healthcare system. This is more so when patients are admitted to hospital where they encounter a 

different culture with which they are not familiar.  

The disconnect between Indigenous and non-Indigenous healthcare is mainly as a result of a 

lack of significant involvement and governance by Indigenous people themselves through systematic 

exclusion by mainstream systems (Farmer, Kim, Kleinman & Basilico, 2013). As cultural barriers impact 

the care Indigenous people receive (Li, 2017), health providers are being encouraged to practice 

patient centred care which empowers the person/patient and their family. It recognises their cultural 

identity and their input (Browne et al., 2016; Green, et al., 2018).  

Further, respect for a patient’s background by considering integration of their culture may 

contribute to better care experiences (Freeman et al, 2014) for Indigenous peoples. Although there is 

emphasis on respect, this must be understood within cultures, and ultimately between individuals. 

Acts of respect are mostly recognised by individuals when enacted in clinical interactions. This can, be 

during hands on delivery of care or conduct of research.  It has to do with how the concept is defined 

by the individual receiving it (Flickinger et al., 2016; Paternotte, Dulmen, Lee, Scherpbier & Scheele, 

2015).  
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In addition, respect can be endorsed by intentionally recruiting Indigenous healthcare 

professionals through a systems level policy and practice. Such an approach is demonstrated in 

projects by Daws and colleagues (2014) and Taylor and colleagues (2009) in which Indigenous health 

workers were included as part of the treating team. Currently, Indigenous artworks displayed around 

hospital walls also communicates a commitment of respect that ensures representation. However, 

these symbols are not enough to communicate respect when other cultural views are ignored either 

at the bedside or organisational level through practice of appropriate cultural procedures.  

 

Socioeconomics and Indigenous health  

 

The relationship between social factors and health is well recognised (Anderson et al., 2016; 

Booth & Carroll, 2008). Respectful health is associated with a multifaceted set of fundamental 

influences that comprise behaviours, access to, and utilisation of available health services and health 

inheritance (AIHW, 2016a; Booth & Carroll, 2008). Although health disproportions faced in healthcare 

are the consequence of influences and processes that fall external to the straight forward domains of 

health (Shepherd, Li, & Zubrick, 2012), it is vital for health services to be designed in such a way that 

they reflect the community needs and that they respond appropriately through modification of 

standard approaches.  

According to AIHW (2016a), “human health is sensitive to social environment’’ and elements 

such as income, education, conditions of employment, power and social support act to strengthen or 

undermine the health of individuals and communities’ (p. 1). For Indigenous Australians, social 

determinants that impact health include factors such as cultural distinctiveness, family, and access to 

land (AIHW, 2018a; McMahon et al., 2010). These social elements reflect and are determined by 

broader societal and political situations (AIHW, 2018a; McMahon et al., 2010).  

Factors such as social exclusion and financial inadequacy due to unemployment, low 

education, and inadequate salary can lead to inadequate resources to meet daily needs such as 

nutrition, (McMahon et al., 2010). These have an impact on Indigenous health due to lack of choice 

(AIHW, 2016a; 2016b). It is well known that due to the past government policies, Indigenous people 

were disempowered and remained with limited authority to influence these factors that impact on 

their lives and wellbeing (Eckermann et al., 2010).  

Apart from experiencing a disproportionate burden of illness, Indigenous people are also 

socioeconomically underprivileged and marginalised (Gorman, 2017; Hajizadeh, Hu, Bombay & Asada, 

2018). Colonisation is implicated in many of these problems including the socioeconomic 

consequences faced by Indigenous people (Hajizadeh et al., 2018). Examples of the disparities in this 
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instance are revealed in the gaps in income, educational attainment, employment, and levels of 

participation in policy making (Gorman, 2017; Shepherd, Li, & Zubrick, 2012). 

Healthcare is a social event because different parties interact in order to address health issues 

(Kappas, Gross, & Kelleher, 2012). At the clinical interface, for example, individual sensitivities of 

prejudgment are usually linked to poorer results for preventative health behaviours (Helman, 2007). 

In Australia, there has been a growing recognition that health disparities experienced by Indigenous 

people are largely as a result of socioeconomic and political dispositions (Booth & Carroll, 2008).  

The socioeconomic disparity in Australia is evidenced by education and income statistics 

(AIHW, 2016a; 2016b). The monitoring of socioeconomic differences in health plays a significant role 

in assessment of development in the direction towards achievement of obligations by government 

(Booth & Carroll, 2008). On the other hand, it highlights issues faced by the population in terms of 

hardships resulting in poor lifestyles, particularly to explain health disparities (Booth & Carroll, 2008). 

Identifying factors that account for socioeconomic inequalities in health can enable implementation 

of effective interventions and policies to address health issues associated with it (Valeggia & 

Snodgrass, 2015). The significance of addressing these differences can progress not only quality of life 

and reduction of the burden of illness but promote economic and justice-based care for Indigenous 

Australians (Anderson, Robson, Connolly et al., 2016; Kirmayer, 2016).  

Socioeconomic status disparities produce disease because of their effect on self-esteem and 

effects of discrimination which negatively impact on health (Anderson et al., 2016; McMahon et al., 

2010). The effects of discrimination on health are underrated because of a failure to precisely quantify 

collective effects of trauma based on acute and/or chronic discrimination. It is impossible to assess or 

quantify the impact of blocked opportunities as a result of racism and other discriminatory acts such 

as stereotyping and prejudice (Helman, 2007; Wylie, & McConkey, 2017). The multidimensional state 

of discrimination creates a barrier to correctly measuring this concept (Hausmann, Jeong, Bost & 

Ibram, 2008; Shavers et al., 2012).  

Further research is suggested into these elusive factors that have a stronghold on Indigenous 

peoples’ health outcomes. Patient satisfaction has been related directly to interpersonal interactions. 

This includes the honesty and respect displayed by health providers, how much patients and family 

are involved in treatment plans, and how they are provided with suitable information (Calabro, Raval, 

& Rothstein, 2018; Chen, Zou & Shuster, 2017).  Although at a clinical level economic issues may not 

be the priority for the healthcare professional, these may be the key issue that may impact individual 

patients or their relatives in managing their health (AIHW, 2016a; 2016b). 
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Power differences 
 

Power can be defined as something that enables a person or a group to achieve goals; giving 

individuals or groups the potential for changing attitudes and the behaviours of others (Luthans, 

Luthans, & Luthans, 2015). Power is always present in all person to person interactions (O’Leary, 

2013). Power is therefore, present in all interactions without exceptions within healthcare (Luthans, 

Luthans, & Luthans, 2015; Sepasi, Abbaszadeh, Borhani, Rafiei, 2016). Although this is the level that 

most individuals accessing healthcare experience power differences, organisational power relations 

matter and have major influences on how healthcare processes and procedures are carried out 

(Eckermann, et al., 2010; Wright, Lin, & O’Connell, 2016).  

Healthcare institutions should make Indigenous health issues a priority in order to improve 

their health outcomes. Power is a complex and extensive concept in healthcare settings and can have 

positive or negative effects depending on how it is exercised. This can be at both individual and 

institutional levels (Nimmon & Stenfors-Hayes, 2016; Sepasi et al., 2016). Organisations and 

government agencies, such as those that deliver health services, educational providers, or policy 

makers must, therefore, work in partnership with Indigenous people. This can progress strategies that 

inform and empower staff to practice culturally safe healthcare and make Indigenous people feel 

welcome (Hunter, et al., 2013). Institutions must work towards strengthening the contribution of 

Indigenous leaders in the development of policy and practice affecting Indigenous people. The 

recognition and acceptance of Indigenous peoples’ cultures and perspectives of health and wellbeing 

must remain high on the agenda of healthcare reform (Dudgeon et al. 2014) at all health system levels. 

Indigenous people have been marginalised in many ways and have been left in a powerless 

position (Alfred, 2009; Eckermann et al., 2010) causing power differentials at every level. This has an 

impact on their independence and autonomy that affects their wellbeing (Sepasi et al., 2016). In 

healthcare delivery it was acceptable to segregate Indigenous people and practice paternalistic 

ideologies which widened the power differences. Health professionals, such as nurses, accepted the 

practice (Forsyth, 2007; Hayman, White & Spurling, 2009) and incorporated the policies into their 

practices.  

Paternalism was the underlying philosophy of protection policies, reinforced by prevailing 

attitudes that Indigenous peoples were childlike, and dependent. Although colonialism’s obvious 

marginalisation and domination is seen as a thing of the past (Forsyth, 2007), remnants of it continue 

to yield silent messages that perhaps are as destructive as unconcealed subjugation (Alfred, 2009; 

Eckermann et al., 2010; Forsyth, 2007). It is not uncommon to experience communication which 



41 

 

privileges health professionals and not patients (Eliassen, 2015; Koeck, 2014). In most cases the 

information provided by patients gets disregarded, undervalued, and is not effectively utilised in the 

pursuit for management directions suitable to that patient (Koeck, 2014). This state of affairs is worse 

among Indigenous patients because of widespread stereotyping against them (Wylie, & McConkey, 

2017). 

Indigenous clients value storytelling and yarning to influence fostering of relationships that 

are based on faith, to reinforce engagement, and facilitate yielding of helpful conclusions in their 

experiences with healthcare (Jennings, Bond & Hill, 2018). Yarning can be formal or informal 

conversation that occurs between people with a purpose of conveying or receiving information 

(Bessarab & Ng’andu, 2010; Geia, et al., 2013). Yarning is a special way of communication and is used 

“in the telling and sharing of stories and information” and “can entail the sharing and exchange of 

information between two or more people socially or more formally” (Bessarab & Ng’andu, 2010, p. 

38). Yarning is a two-way communication between speakers and provides a dialogical process that is 

reciprocal and mutual. Storytelling on the other hand has a storyteller and a listener to that story. In 

this situation the storyteller has the information which is transferred to the listener for purposes of 

teaching, informing, sharing knowledge, expressing and validating experiences (Iseke, 2013). Yarning 

and storytelling are used interchangeably although differences between the two terms can be drawn 

(Geia, Hayes & Usher, 2013). 

 

An interaction between health service providers and Indigenous patients can strengthen 

helplessness, through condemnatory down-talk, use of medical jargon, or concealment of 

information. It can also empower patients, through good talk, delivered at the patient’s level of 

understanding (Alfred, 2009; Jennings, Bond & Hill, 2018; Wilson, Kelly, Magarey, Jones & Mackean, 

2016). Effective communication is, therefore, an essential element to improving Indigenous 

engagement with healthcare services (Browne et al., 2012). Effective communication has the ability 

to minimise the power gaps between Indigenous clients and the healthcare system (Jennings et al., 

2018).  

Hospital settings are the best places where close encounters are experienced by patients and 

their healthcare professionals. Communication, verbal or non-verbal, can build or break the 

therapeutic relationship between healthcare and Indigenous people seeking healthcare (Browne et 

al., 2012). The problems and barriers as a result of cultural differences within healthcare are described 

repetitively across clinical settings. This is more so when dealing with Indigenous people due the 

history with government institutions, as well as difference in health views (Eckermann et al., 2010). 

Clinicians exert their influence through their positions, use of jargon words, corporal position, 
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knowledge, and familiarity with hospital processes. These issues are often above most patients’ 

positions in this context (Browne et al., 2012; Koeck, 2014). Power differentials matter in delivery of 

healthcare to Indigenous people and need to be considered.  

 

Both clinical and institutional leadership is key to identification of areas of care that are 

exemplary or requiring additional resources. Such changes are more likely to be effective when clinical 

leaders and senior members of the healthcare teams promote and foster these changes (Hoffmann, 

Bennett, & Del Mar, 2017). Clear, unambiguous and explicit role modelling and direction from these 

leaders may encourage and promote changes to practice. An implementation of teams of role models 

and mentors throughout the health system is vital for sustainability of impact of changes in the 

organisation (Melnyk & Fine-Overholt, 2019). Change that is aimed towards improved healthcare 

provision to Indigenous peoples is essential. Outcome measures of quality and best practice in 

providing culturally safe healthcare need to be developed. These can include implementation of 

continuous quality improvement; creating culturally welcoming environments for Indigenous people 

and their families. Implementation of compulsory cultural competency for all health professionals and 

staff could be a start (Ewen, Paul, & Bloom, 2012; Gwynne & Lincoln, 2017). 

 

Researching with Indigenous people 
 

Researching with Indigenous people has been a challenge due to past research activities that were not 

sensitive to Indigenous people’s ways (Fredericks, 2008; Smith, 2012). Earlier research studies among 

Indigenous people have been described as being full of abuse, and that they focused on researching 

the participants rather than with the participants. These activities disregarded their views as a 

community (Fredericks, 2008; Rigney, 1999; Wilson & Neville, 2009). Thus, some research outcomes 

were not of any benefit to the participants or their communities.  

Indigenous Australians have been widely researched by non-Indigenous researchers (Bond, Foley, & 

Askew, 2016; Fredericks, 2008). On many occasions research has resulted in the misuse of Indigenous 

knowledge and the use of culturally insensitive and inappropriate research methods (Fredericks, 

2008). Incorporating the voices of Indigenous people is an important link in promoting culturally 

appropriate and safe healthcare, including research and policies. Their stories and voices need to be 

heard. 
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Current strategies  
 

From a social and political perspective, it has been recognised that for significant 

improvement in the health disparities between Indigenous and non-Indigenous Australians to occur, 

a process of reconciliation needs to be adopted (Davis, 2014; Jackson & Ward, 1999).  The Australian 

government has continued with efforts to find a common ground for its people in terms of uniting the 

two cultures for the benefit of all (Reconciliation Australia, 2016). Colonialism stripped Indigenous 

Australians of everything by devaluing their identity and what they stand for as a people (Eckermann 

et al., 2010; Smith, 2012). Their health was neglected until the late 1970s (Middleton, 1977), but the 

journey for justice and equitable health service provision for Indigenous people continues 

(Reconciliation Australia, 2016).  

Some interesting landmarks of this journey for justice have been noted; starting from the 1932 

petition calling for the preservation of the Indigenous race from extinction to current campaigns 

towards constitutional recognition of Indigenous Australia (Reconciliation Australia, 2016). The 

Closing the Gap campaign launched in 2008 (Australian Human Rights Commission, 2008; 

Commonwealth of Australia, 2017) makes a strategy that is inclusive of many aspects that impact 

health. Appendix 1 has some details of events that have taken place so far.  
An apology was delivered to the Stolen Generation and their families, in 2008 which indicated 

the fact that the government acknowledged and owned past injustices and recognised them as bad 

policies that had negative outcomes for Indigenous people (Australian Human Rights Commission, 

2008; Commonwealth of Australia, 2017). The sorry speech by the then Prime Minister of Australia, 

Kevin Rudd, formally acknowledged the hurt Indigenous Australian experiences as a result of past 

government policies especially the assimilation policy and forced child removal from their homes 

(Reconciliation Australia, 2016). A national Sorry Day is an annual event that commemorates the 

history of forced removal and its continued effects (Reconciliation Australia, 2016). 

Acknowledgement of Indigenous people as equal citizens with a right to vote and be included 

in decision making marked acceptance of Indigenous people’s identities and in a way respect for them 

as a people (Reconciliation Australia, 2016). Reconciliation Australia has led in advancing issues for 

development of unity between Indigenous and non-Indigenous people at many levels including 

campaigns such as “Recognise”. Reconciliation affects health service delivery in terms of its 

importance towards overcoming barriers to healthcare experienced by Indigenous people, such as 

racism (Reconciliation Australia, 2016; Reconciliation Australia, 2018). Reconciliation as a process 

acknowledges the past in the light of the present and needs to be adopted across all sectors of society, 
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including the healthcare sector (Jackson & Ward, 1999). A lot of activities and campaigns continue but 

in most cases healthcare services appear to fall short of interventions to reflect incorporation of 

Indigenous culture into practice. 

As a result of such efforts, the Australian healthcare has continued to show interest in 

demonstrating health equity for Indigenous peoples. Recent work continues on activities or programs 

that address equity in Indigenous health including introduction of compulsory competence 

training/education for all staff (Ewen, Paul, & Bloom, 2012; Gwynne & Lincoln, 2017), development of 

guidelines such as the National Safety and Quality Health Service Standards Users Guide for Aboriginal 

and Torres Strait Islander Health (ACQS) and growth in research interest addressing Indigenous 

peoples’ experiences of healthcare services (Anderson, Cunningham, Devitt, Preece, & Cass, 2012; 

Artuso, Cargo, Brown, & Daniel, 2013; Green, et al., 2018, McGrath, 2006; McGrath & Rawson, 2013; 

Worrell-Carter et al., 2016).  

The Community Controlled Medical services initiatives have remained strong since initiation 

in the 1970s (Aboriginal Health & Medical Research Council, 2015).  The only limitation is that cultural 

concepts that have made these institutions popular have not been integrated effectively within 

mainstream health services. In addition, the services are only at the primary health care level with 

none that are community controlled at the tertiary level of care.  

Other reported programs demonstrate commitment by communities to improve Indigenous 

health (Australians for Native Title & Reconciliation, 2007; Tibby et al., 2010). The only limitations are 

that such programs lack evaluation to demonstrate effectiveness. Some lack processes and means to 

publish the success stories witnessed by local programs as they work to improve Indigenous peoples’ 

experiences within healthcare.  

 Conceptual framework 

 

The conceptualisation of Indigenous health as holistic has been the underpinning principle in 

the design of this program of research. According to Indigenous health views, every aspect of life is 

interconnected with no demarcations (body, spirit, emotional, social, cultural, personal and 

community aspects of an individual work together), because health is traditionally a holistic concept 

(Dudgeon, Milroy & Walker, 2014; McMahon et al., 2010; Queensland Health, 2014).  Smith (2012) 

states that Indigenous people have stories that represent another perspective to that of mainstream 

health perspectives.  

A conceptual framework assisted in the identification of the research focus and the lens 

through which the problem at hand is being explored (Creswell & Poth, 2018). It is a representation 



45 

 

of the researcher’s synthesis of literature on how to explain the issues under investigation (Regoniel, 

2015). It maps out the actions required in the course of the study. This was in view of previous 

knowledge of other researchers’ points of view and observations on the subject of research. As stated 

by Maxwell (2005), a conceptual framework is not found but constructed.  

Through use of a storytelling method, participants have an opportunity to tell their story in 

ways that privilege their worldviews (Smith, 2012). This program of research recognises that 

Indigenous culture is dynamic and considers culture as a set of both objective and personal values, 

resulting in continuity of human diversity in society (Napier et al., 2014). Storytelling enables renewal 

of cultural concepts and redefinition of viewpoints to enable adaptation to the present. 

The overarching direction and focus of this study is value based and considers the values that 

Indigenous people place on health experiences. The perspective through which this investigation was 

viewed is based on constructing an understanding of Indigenous people’s assumptions and beliefs.   It 

was important for the program of research to incorporate the values and ethics regarding researching 

with Indigenous people which include: “reciprocity, respect, equality, responsibility, survival and 

protection”, and “spirit and integrity” (Australian Institute of Aboriginal and Torres Strait Islanders 

Studies [AIATSIS], 2012; National Health and Medical Research Council [NHMRC], 2018a; NHMRC, 

2003). These values are the result of progress that has been made to protect Indigenous people and 

their interests and needs during the planning and conduct of research through to research outputs. 

The imperative  to protect Indigenous people and their culture, interests and needs throughout the 

research process underpinned this program of research through creation of a culturally safe 

environment.  Use of storytelling provided that safe environment and empowerment for participants. 

There must be a genuine commitment by healthcare providers to not compromise the cultural 

rights, values, expectations, and practices of Indigenous people. They need to construct and provide 

culturally appropriate health services that are acceptable to them. The core values, although 

addressing research practice, are transferable to any health care situation, whether clinical or policy 

making. These values point to the fact that healthcare should focus not only on procedural rules but 

on values and relationships (Laycock, Walker, Harrison, & Brands, 2011).  

The core values are central to the conceptual framework because as individuals encounter 

experiences, they share them through storytelling, and these become a collective story from which to 

engage others to understand Indigenous distinctive cultural identity (Fig. 1.1). Individuals share what 

they experience in reference to their beliefs and values. In using storytelling the storyteller reflects 

these values and drives the narrative in their own voices, creating knowledge and about Indigenous 
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peoples’ views (Geia, et al., 2013). The following section explain the values and represents how 

storytelling and the standards work together in the conceptualising of this program of research. 

 

Figure 1.1.  Conceptual Framework: Storytelling. 

 

Spirituality and integrity 
 

For Indigenous people there is always a link between ancient, contemporary and upcoming 

ways of living and beliefs within Indigenous beliefs (Poroch, Arabena, Tongs, Larkin, Fisher & 

Henderson, 2009). Every aspect is connected, living or non-living, and all have an impact on health. 
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Aspects such as smoking ceremonies, welcome to country ceremonies and paintings are all an 

expression of spirituality (AIATSIS, 2012; Laycock et al., 2011; NHMRC, 2018; Poroch et al., 2009). It is 

a respectful and honourable behaviour to hold together the values and cultures that make up their 

communities and lives. This means that healthcare providers are required to recognise and respect 

this belief and practice. Decisions made in the process of receiving treatment must be consistent with 

values held by individuals and their communities (Laycock et al., 2011).  Progressions must respect the 

fullness and honour of the cultural inheritance of past, present and upcoming generations and of the 

associations that bind the generations together (Laycock et al., 2011).  Spirituality and integrity of 

Indigenous people must, therefore, be considered along with physical treatment (AIATSIS, 2012; 

Laycock et al., 2011; NHMRC, 2018). 

 

Reciprocity 

 

For Indigenous people, reciprocity is significant because it influences relationships with other 

people (Poroch et al., 2009). Reciprocity involve sharing benefits to keep relationships strong. There 

is a mutual obligation in maintaining health for Indigenous peoples which calls for inclusion. 

Engagements must be equitable and respectful. Focus should be placed on advancing the interest 

voiced by Indigenous people and their communities who are part of a service or research project 

(Markiewicz, 2012).  

Reciprocity can be achieved through active listening to priorities stated by Indigenous people. 

This may call for clinicians or researchers to be willing to change their approach in order to respond 

relevantly to individual or community values and aspirations (Markiewicz, 2012). Reciprocity also 

addresses issues such as being transparent in sharing information about the patient’s condition, plan 

of treatment or research results so that participants can appreciate outcomes and be equally engaged. 

This communicates care for the individual or community. (AIATSIS, 2012; Laycock et al., 2011; NHMRC, 

2018). 

 

Respect 

 

A respectful rapport inspires faith and co-operation in those involved. Durable values and 

acceptable ways of dealing with each other in any relationship are built on respect and trust (Laycock 

et al., 2011). Such a solid attitude towards one another encourages dignity and recognition of the 

importance of their views, beliefs and way of life (Markiewicz, 2012).  This approach offers a 

considerate and sharing atmosphere that results in therapeutic outcomes (Laycock et al., 2011). 
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Respectful relationships acknowledge and uphold the rights of people to have diverse principles, 

standards and ambitions (Markiewicz, 2012).  

Respect for somebody is regarding them, and their background, and keeping an open mind 

about how they view life. It involves recognising and acknowledging in actions that we are all different 

and no one knows everything. Accepting that their opinions on issues, as individuals, though different, 

matter (Markiewicz, 2012). Such an attitude may even reveal new aspects that can be beneficial to 

arriving at a new understanding (AIATSIS, 2012; Laycock et al., 2011; NHMRC, 2018). Respect helps in 

creating a healthy relationship and environment in which Indigenous people feel cared for, engaged, 

and experience collaborative service. 

 

Survival and protection 

 

It is important to protect Indigenous peoples’ cultures and identity because this contributes 

to the strengthening of shared values. Survival and protection means being considerate and taking 

into account how vital values-based cohesion is to Indigenous people (AIATSIS, 2012; Laycock et al., 

2011). Indigenous people have a strong social cohesion which builds special personal and collective 

bonds within their families and communities. They need to be in a safe environment that is free from 

discrimination or negativity in order for them to enjoy their cultural distinctiveness (AIATSIS, 2012; 

Laycock et al., 2011). a balance of individual and collective identity is critical. Indigenous peoples are 

not homogenous, and it is important to counter the negative stereotypes often depicted within 

general society (AIATSIS, 2012; Laycock et al., 2011; NHMRC, 2018).  

 

Responsibility 

 

Indigenous communities’ responsibilities involve issues such as land and its forms, family 

relationship ties and consideration for other people. The preservation of traditional obligations, and 

having a divine responsiveness is central (AIATSIS, 2012). It is their belief to harm no one or any place, 

and this is in addition to other shared responsibilities. In health, as in the general public, no harm 

should be done to individuals and this is especially central within the traditional and societal extents 

of Indigenous life (Markiewicz, 2012). Clinicians and researchers need to be open and take steps to 

explain and maintain communication with patients or participants to minimise consequences of lack 

of information which might brew into mistrust and misrepresentation (AIATSIS, 2012; Laycock et al., 

2011; Markiewicz, 2012; NHMRC, 2018).It is the responsibility of all healthcare professionals and their 

organisations to uphold and support Indigenous patients and their families. 
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Clinical problem 
 

The main problem, providing the impetus for this program of research is that although records 

indicate higher rates of hospital admissions for heart disease, Indigenous people still have poorer 

health outcomes in comparison to other Australians (Queensland Health, 2017). There is limited 

information for use by clinicians on how to address the problem of health disparity between 

Indigenous Australians and other Australians. One observation is that there is a lack of Indigenous 

voices to inform healthcare services about what Indigenous peoples see as their needs, and how they 

experience healthcare. Clinicians want to know: what interventions or strategies can be employed to 

address the gap in health that disadvantage Indigenous people? The central questions were: How is it 

that Australia is failing to address health problems of a very small population percentage? Can 

Indigenous peoples themselves provide the answer to enhance understanding for healthcare services? 

There are unacceptable levels of health disparity between Indigenous Australians and other 

Australians, and cardiovascular disease is one of the main contributors to morbidity and mortality. 

Indigenous people are more likely to receive fewer suitable hospital treatments for CVD (Queensland 

Health, 2017) because many find it hard to access healthcare and follow management plans. This is 

due to various reasons, such as lack of appropriate information for them to understand processes, 

lack of monetary ability to afford the cost, encountering issues that contradict their cultural values, 

and factors regarding the physical distance to health service centres (Queensland Health, 2017). The 

problem of being able to provide health services that are acceptable and culturally appropriate to 

Indigenous Australians has continued to challenge health service providers. This program of research 

investigated the Indigenous experience through listening to their stories, with an aim to extend 

knowledge and to better understand their experiences from their perspectives. 

 

Research rationale 

This program of research was designed to use storytelling to better understand how 

Indigenous people experience healthcare. Although patients in general may have a dislike of hospitals, 

Indigenous people have a history of traumatic experiences with hospitals and other government 

institutions because of different cultures and previous stressful encounters. Investigating how 

Indigenous people experience the hospital journey is a suitable purpose for gaining insights into how 

to design and deliver appropriate and effective health care for the Indigenous population. The focus 

is on what might be learned from specific narratives of their experiences. Through such an 

understanding, more effective ways to engage and work with indigenous peoples may be identified 

and implemented into practice (Markiewicz, 2012). 
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The impact of the problem is seen in the fact that many Indigenous people die before they 

reach hospital, or present late to hospital. For those who reach hospital, a significant number die in 

hospital or they discharge themselves against medical advice. Discharge against medical advice rates 

are higher for Indigenous people than other Australians (ABS, 2012). While, it is beyond the scope of 

this study to understand whether those who make it to hospital are different from those who do not, 

it  could be that those who do not make it are part of the group that discharge themselves against 

medical advice. Regardless of the causes of delay to present or dying on country, all of these events 

have been associated with fear of hospitals. Significantly, some Indigenous people choose to die at 

home rather than be treated in hospital (Eckermann, et al., 2010). Therefore, investigation into 

hospitalisation experiences of Indigenous Australians is crucial to inform improvement of their 

hospital experiences and their access to hospital services. 

It is crucial for healthcare providers, whether in the clinical setting, education or research, to 

appreciate the factors hindering Indigenous people from having improved health care experiences 

that would contribute to better health outcomes for them. Patient-centred care is one of the pillars 

of quality healthcare and is important to patients’ experiences (Australian Commission on Safety and 

Quality in Healthcare, 2010; Delaney, 2018). In-depth data from participants may inform development 

of care models that are effective, safe and appropriate to Indigenous patients and their families. Thus, 

the rationale and motivation for the program of research arose from the need to increase 

understanding of Indigenous people’s experiences of healthcare. This was in order to make 

recommendations for development and improvement of health services, and to promote research 

into Indigenous healthcare. Development of effective strategies that may go a long way in achieving 

improved health outcomes for Indigenous people is essential. In this context of investigating 

healthcare experience, several informal research questions were considered:  

• What is the perception of Indigenous people of their hospitalisation experiences worldwide?  

• What are the challenges that Indigenous people face during healthcare encounters? 

• What do Indigenous people value in health care and how can their experience be improved?  

• What are the better aspects of their experiences and specific issues that need to be promoted?  

The purpose of asking questions like these was to enable the program to elicit Indigenous 

voices and enhance understanding for healthcare providers. In the face of the need to improve 

healthcare for Indigenous patients and support health outcomes, the research presented in this thesis 

is particularly significant. It is relevant to health services provision, Indigenous communities, health 

professionals, educators, and researchers. From these informal questions an overarching research 

question was developed. 
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Research question 
 

What are Indigenous people’s experiences of acute health care? 

 

Aim  

 

The overall aim of this program of research was to explore experiences via participants’ stories of 

acute healthcare with a focus on cardiac health from the perspectives of Indigenous people to gain 

understanding and insights to inform future health service developments and improvements. 

 

Objectives 

This was achieved by: 

• Designing a program of research to address the question 

• Appraising current evidence on Indigenous peoples’ experiences of acute care 

• Exploring current hospitalisation experiences of Indigenous peoples related to acute cardiac care 

• Investigating the effectiveness of current programs designed for improvement of cardiovascular 

health of Indigenous Australians 

• Reflecting on the experience of researching with Indigenous peoples 

• Providing recommendations for practice. 

+ 

Chapter summary 

 

This chapter has presented an overview of issues surrounding Indigenous people and 

healthcare concepts. The research focus has been outlined to point to the basis for the investigation 

in this thesis. An explanation of the research significance, aims and research questions that will be 

addressed in this thesis has been presented. A conceptual framework based on Indigenous values and 

the studies that make up the program of research have also been introduced. 

The rest of the thesis continues to tell the story of Indigenous people’s experiences of 

healthcare in detail. Each chapter is arranged to address objectives that have been introduced in this 

chapter, and to reflect the progression of the story contained within this thesis.  The chapter that 

immediate follow presents the plan and strategies on how the story collection will take place and flow, 

to ensure rich and significant data that represent the Indigenous experience of acute health care. 
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Chapter two: Methodology  
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Introduction 

Chapter overview 

 

This chapter presents the overall research approach and design utilised in this program of 

research. The research problem and contextual background has been presented in Chapter one. The 

program of research presented in this thesis was designed to address the aim and objectives 

developed from the identified research problem. The four studies in this program of research have 

used different approaches to investigate the issues of interest, and each study has contributed to the 

construction of an Indigenous story of healthcare experiences. While the details of research designs 

and the methods used have been presented in published studies, included as Chapters three to five, 

and a submitted manuscript in chapter six, this chapter provides an overview of the research 

approaches and adds any further details which were not included in the manuscripts, thus cross-

referencing to following chapters is used. It should be noted that the program of research has a major 

qualitative focus because of the nature of the question being investigated. 

This chapter explains the guiding concepts, planning, and implementation of the program of research 

(Burns & Grove, 2011; Liamputtong, 2013). It was important to choose an appropriate methodological 

approach that would enable the obtaining of appropriate answers to suit the type of research question 

for this program of research (Liamputtong, 2013). Further, the methodology chosen provided a 

systematic way to address the research question within each study addressing a specific research 

objective in a methodological way, in terms of data collection methods, the data analysis techniques 

used, synthesis of findings and why these choices were made (Liamputtong, 2013). This chapter 

commences with a reminder of the research question and proceeds to present the four 

methodological approaches used in the program of research.  

Research question 

What are Indigenous people’s experiences of acute health care? 

 

Aim  

 

The overall aim of this program of research was to explore experiences via participants’ stories of 

acute healthcare, with a focus on cardiac health, from the perspectives of Indigenous peoples to gain 

understanding and insights to inform future health service developments and improvements.  
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Objectives 

 

This was achieved by: 

1. Designing a program of research to address the question 

2. Appraising current evidence on Indigenous peoples’ experiences of acute care 

3. Exploring current hospitalisation experiences of Indigenous peoples related to acute cardiac 

care 

4. Investigating the effectiveness of current programs designed for improvement of 

cardiovascular health of Indigenous Australians 

5. Reflecting on the experience of researching with Indigenous people 

6. Providing recommendations for practice. 

 

The focus of this chapter is on how this program of research was designed to address the 

overall research question, and addresses the uncovering objective, which is to design a program 

of research. It, therefore, presents how the case of the Indigenous acute health experience story 

was planned.  

 

Methodology 
 

Research Design 

 

Qualitative approach 

 

 

This program of research is mainly informed by a qualitative approach, because of its 

emphasis on personal perspective from the standpoint of participants (Hammarberg, Kirkman, & de 

Lacey, 2016). It is an approach used to answer questions about experience, meaning and perspective 

(Burns & Grove, 2011; Hammarberg et al., 2016; Holloway & Galvin, 2017), therefore, fits with the 

research question. In recognition that each individual experiences the world in essentially distinctive 

ways (Peck & Mummery, 2018), qualitative approaches seek to investigate issues through a person’s 

perspective within a specific context (Denzin & Lincoln, 2005; Holloway & Galvin, 2017). The special 

aspect of qualitative research is that it offers an invitation to researchers to inquire about the human 

condition by allowing exploration of the meaning of experiences and making it possible for change to 

occur by acquiring a new awareness on issues, and driving the desire for purposeful action (Taylor, 

2013a). Since a quantitative research approach cannot capture the unique elements of experiences, 
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lives, thoughts, and feeling of individuals, this heralded the need to mainly utilise a qualitative research 

approach for this program of research (Peck & Mummery, 2018).  As qualitative methods are used to 

observe, analyse, and interpret what people do and make, and how they describe and enact their 

cultures, these fit with research relating to health care experiences of Indigenous people. 

There are a variety of research approaches that come under the term of qualitative inquiry 

such, ethnography, grounded theory, narrative research, and phenomenology (Creswell & Poth, 2018; 

Denzin & Lincoln, 2018; Holloway & Galvin, 2017; Holloway & Wheeler, 2010; Taylor, 2013a). These 

qualitative research approaches, although different, share some common characteristics (Holloway & 

Galvin, 2017), including: primacy of data; context bound research; thick descriptions; participant-

researcher close relationship; and explicit stance of the researcher through reflexivity (Holloway & 

Galvin, 2017). Qualitative research is personal (Patton, 2015), both for the researcher and researched, 

because what moves the researcher to engage in certain matters in research is mainly personal 

interest and values, while the participants tell what their personal experiences/perspectives are on 

the matter, and together they co-construct outputs that reveal shared understandings that influence 

future actions (Patton, 2015).  

Research participants hold an important presence in qualitative research (Bhattacharya, 2016; 

Holloway & Galvin, 2017), as by presenting their perspectives, understanding is developed that can 

influence transformation in the larger societal structures and principles surrounding the research 

problem (Bhattacharya, 2016). It is through the personal stories of people’s experiences and the 

perceptions, therefore, that society gets shaped by individual stories (Bhattacharya, 2016; Petty, 

Jarvis, & Thomas, 2018). Experience and meaning are considered to be crucial concepts for reaching a 

deeper understanding of participants’ perspectives (Bhattacharya, 2016; Holloway & Galvin, 2017; 

Gergen, 2001). This facilitates improved comprehension of the cultural, physical, psychological and 

social aspects of the subject being studied (Holloway & Galvin, 2017). When researching with 

Indigenous people, these issues cannot be viewed as separate units without being interrelated to the 

whole (Australian Indigenous Doctors' Association [AIDA], 2010).  

A contemporary Indigenous model of holistic health should include cultural, spiritual, social, 

emotional physical and psychological dimensions (AIDA, 2010). Thus, this program of research takes 

the understanding that experiences and their meanings are always embodied in a person and 

interwoven in their everyday lives. Use of a storytelling strategy enabled a holistic outlook of the 

Indigenous experience of acute healthcare. This way, the research interest was not only on the 

physical events or behaviours that take place in participants’ experiences, but on how they make sense 

of every aspect, and how their understanding then influences their behaviours (Holloway & Wheeler, 



56 

 

2010; Maxwell, 2013). As a result of all these characteristics and qualities of qualitative research, it is 

described as a form of social inquiry, mainly because of its focus on the way people interpret their 

experiences and issues surroundings their lives (Holloway & Wheeler, 2010). Qualitative research uses 

an inquiry process, based on interpretivism and constructionism (Creswell & Poth, 2018; Guba & 

Lincoln, 1994), focusing on the interpretation and meaning of human experiences (Holloway & Galvin, 

2017; Pope & Mays, 2006). Qualitative approaches allow the question to inform the choice of method 

in the study. The next section presents an overall ontological and epistemological underpinning   

aligned with this program of research.   

 

Underpinning philosophies 

Research approaches exist to assist in acquiring knowledge to answer questions that perplex 

humans and an ever-present question is how that knowledge is generated and the nature of its 

existence (Roberts & Taylor, 2002). The philosophical foundations of research are the belief system 

and assumptions about development of knowledge (Liamputtong, 2013). Ontology and epistemology 

are the two main ways of seeing a study’s viewpoint (Pernecky, 2017; Polit & Beck, 2012; Roberts & 

Taylor, 2002). At the start of the program of research, these issues were considered because an 

approach to research is not only about procedures such as sampling, data collection or data analysis. 

An underpinning philosophy explains how the study deliberations should be viewed with regards to a 

belief system that is used to view the nature of reality (ontology), and source of information 

(epistemology). Researchers identify with particular viewpoints to guide choice of approaches and 

procedures that are most likely to gather the type of information essential for the study. It is the 

ontological and epistemological assumptions that shape how the question is formulated, methods 

chosen and how findings are interpreted (Polit & Beck, 2012; Taylor, 2013a). 

Ontology  

 

Every approach is rooted in particular ideas about the world and the nature of knowledge 

about social reality (Holloway & Wheeler, 2010; Polit & Beck, 2012; Taylor 2013a). “Ontology refers to 

the question of whether or not there is a single objective reality” (Liamputtong, 2013, p. 10). The 

researcher for this program of research adopts a research approach that enables gaining of 

understanding of experiences of other people.  In so doing the researcher acknowledges subjectivities 

in belief, values, emotions and general perspectives of individuals (Liamputtong, 2013). This research 

was thus guided by the recognition of multiple realities and acknowledgement that people’s 
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experiences and perspectives differ according to where they are positioned, thus, “…all tenable 

statements about existence depends on a worldview and no worldview is uniquely determined by 

empirical or sense data about the world”    (Patton, 2015, p. 112), but that it is all relative. In this 

program of research, the view that different experiences of people are interrelated and can be 

obtained to inform understanding was adopted.  

 

Epistemology 

Epistemology focuses on the nature of information and how knowledge is obtained 

(Liamputtong, 2013), thus, defining what knowledge is possible and legitimate (Roberts & Taylor, 

2002). Further, epistemology provides understanding and explanation about how and what is known 

(Roberts & Taylor,2002). This program of research is supported by a constructionist epistemology.  

A constructionist epistemology is appropriate for this study as it contends that reality and 

sense are not objective, but created from engagement with the world (Creswell, 2012; Karnilowicz, 

Ali, & Phillimore, 2014; Patton, 2015). Further, the investigator is also part of the exploration process 

and is not objective (Patton, 2015). A constructionist view points to the fact that our unique individual 

experiences are influenced by the culture in which we grow up (Creswell& Poth, 2018; Patton, 2015). 

Therefore, within the constructionist epistemology, an interpretivism approach was adopted to 

enable generation of knowledge that would inform understanding of the Indigenous experience of 

acute healthcare.  In this case, how Indigenous people interpret the world has been informed by their 

cultures and through social interactions with society (Karnilowicz, Ali, & Phillimore, 2014; 

Liamputtong, 2013). Therefore, the constructionist view expects that every individual participant will 

have had different experiences and perceptions of healthcare. By capturing these differences and 

examining them, a new understanding and insight will be gained (Liamputtong, 2013). From within a 

constructionist epistemology, the interpretive approach to research was adopted. This was founded 

on the principle that social connections between humans and context are foundational for knowledge 

generation (Karnilowicz, Ali, & Phillimore, 2014).  

 

This program of research aimed to facilitate transformation of acute health experiences for 

Indigenous people. By gaining improved understanding and insights from Indigenous people’s 

perspectives on their health care experiences, better strategies may be developed to integrate their 

needs and improve their experiences. The ontological and epistemological views were merged to co-

create findings of the inquiry. 

Study designs 
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For this program of research, four specific studies were designed to address each of the 

research objectives stated in the introduction. Each study required a specific research approach; thus, 

a multimethod design was used, with an overarching qualitative focus. Figure 2.1 represents the 

research design of this program of research that was used to gather evidence to build up the story of 

the Indigenous experience of acute healthcare. The underpinning philosophies of the researchers and 

participants informed the data gathering methods, which, in turn, influenced the choice of research 

design and methods (Figure 2.1). Completing this design addressed the first objective of the program 

of research.  

A qualitative metasynthesis was undertaken for Study One to ascertain current knowledge of 

Indigenous peoples’ hospitalisation experiences worldwide, addressing the second objective of the 

program of research. A desire to include participants and use interviews to draw out people’s 

experiences led to the use of a qualitative methodology, narrative enquiry, for Study Two, addressing 

the third research objective. To explore the effectiveness of Indigenous cardiovascular health 

programs in Study Three, a systematic review was used to address the fourth research objective. 

Informed by the underlying principles and immersed in the research, a fourth study was planned as 

an autoethnography to address the fifth research objective. The sixth objective was achieved through 

identification of the new understanding and provision of recommendations for practice. The different 

approaches used in this program of research enriched the story of Indigenous experiences of 

healthcare, and the issues impact their experiences. This program of research was planned to use 

different approaches to address the research question to ensure provision of a holistic and 

comprehensive perspective that can enrich and facilitate a deeper understanding of the issues and 

provide insights on which to base recommendations. 
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Figure 2.1. Research design 

The structure of the program of research 

 

The studies conducted for this program of research were undertaken firstly from an 

international Indigenous peoples’ perspective, then from an Australian Indigenous peoples’ 

perspective (Figure 2.2). Following this, a local perspective was explored with experiences from the 

researchers’ own hospital and then the researcher’s own auto-ethnographical exploration. This 

journey of exploration is represented in Figure 2.2 and specifics for each study are detailed in the 

following sections.  
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 Figure 2.2. The structure and sequence of the research explored 

 

Study one design- metasynthesis 
 

Indigenous peoples’ experiences and perceptions of hospitalisation for acute care: A 

metasynthesis of qualitative studies (Chapter three). 

 

The patient perspective of health care has been recognised as a vital aspect to the delivery of 

quality care (Australian Commission on Safety and Quality in Healthcare, 2010; Delaney, 2018; Greaves 

et al., 2013; Grondahl et al., 2013; Tsianakas et al., 2012). Therefore, understanding the needs and 

values of Indigenous patients and their relatives is crucial for the delivery of high-quality healthcare. 

It is imperative to investigate what Indigenous patients and families encounter while in hospital, in 

order to provide effective care that addresses their unique needs and supports positive health 

outcomes. Stories influence our understanding of central matters associated with Indigenous peoples’ 

health care experiences and can positively impact their health practices as well as healthcare practice 

(Bhattacharya, 2016). It was thus important to determine if there already are published stories of 

Indigenous patient experiences that could inform this program of research. The purpose of this first 

study then was to seek answers from the literature for the research question: How do Indigenous 
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patients and their relatives experience hospitalisation or acute care? Given that there are Indigenous 

peoples’ worldwide, this study was designed to explore this question from a global perspective (Figure 

3.1). As well, given that stories were being sought, the review focused on literature that addressed 

qualitative studies of Indigenous people’s experiences (stories) of acute care. A systematic way of 

reviewing literature was planned to ensure quality of appraisal to address the second research 

objective for this program of research. Thus, the main aim of Study One was to conduct a qualitative 

metasynthesis of Indigenous peoples’ experiences of hospitalisation to facilitate an understanding of 

their perceptions, beliefs, and expectations at an international level.  

Metasynthesis allows for integration of individually conducted research study findings (Walsh 

& Downe, 2005), which provides an improved understanding of the experiences that different settings 

provide to Indigenous people and their families. A metasynthesis was used as a way of isolating issues 

that are encountered in different health environments within and across countries (Finfgeld, 2003). 

The use of a worldwide lens on the issues that impact Indigenous peoples’ experiences and how this 

informs the formation of their collective stories about healthcare enables revelation of important 

influences in the experience of healthcare by Indigenous people. This provides an extended 

understanding of and insights from a worldwide perspective and the identification of issues that are 

common overall.   

 

Metasynthesis methodology  

 

The purpose of using metasynthesis for this study was to gather evidence of Indigenous 

peoples’ experiences of acute healthcare from a worldwide perspective. Metasynthesis is an analytical 

process of synthesising findings of qualitative research on specific issues (Thorne, Jensen, Kearney, 

Noblit, & Sandelowski, 2004). Synthesis of primary research allows the transmission of accumulated 

knowledge in an area (Sandelowski, Docherty & Emden, 1997). Through metasynthesis, individual 

qualitative research results, which otherwise might be isolated and have little impact on practice 

(Finfgeld, 2003), are made accessible and user friendly for practice. Specific experiences investigated 

by numerous authors are merged into a meaningful whole (Thorne et al., 2004). Synthesis of multiple 

study findings makes the results more accessible for use by health providers, such as clinicians, policy 

makers, researchers, and also enables theory building, theory clarification, and clearer understanding 

of the issues under consideration (Finfgeld, 2003).  

One of the main issues for metasynthesis is to ensure the quality of the studies that are 

included in the review (Walsh & Downe, 2005). Use of quality markers is said to be crucial for the 

credibility of a metasynthesis study (Cooke, Smith, & Booth, 2012; Walsh & Downe, 2005). On the 



62 

 

other hand, other scholars believe that controlled judgement, by use of a formal appraisal tool, of the 

studies to be included in a metasynthesis may not offer reliable benefits (Dixon-Woods, Agarwal, 

Jones, Young &, & Sutton,2005). They state that parameters of the appraisal tool may prevent 

important and relevant findings from being included (Dixon-Wood et al., 2005; Sandelowski & Barroso, 

2007). This is because most quality tools are designed in line with quantitative views and may 

disregard or miss details of qualitative aspects of research, which are targeted for interpretive 

synthesis, in contrast to quantitative statistical amalgamation (Cooke et al., 2012; Dixon-Woods, 

Sutton, Shaw, Miller, Smith, Young, Bonas, Booth, & Jones, 2007). 

Since there is no consensus about the issue of quality, it is up to the researcher to follow 

numerous tactics concerning the choice of key studies that meet the criteria and the quality level 

(Barnett-Page & Thomas, 2009; Walsh & Downe, 2005). Several factors influence the choices that a 

researcher makes and these mainly address the overall purpose of the synthesis, and anticipated 

outcomes from the process (Barnett-Page & Thomas, 2009; Dixon-Woods et al., 2007). Nonetheless, 

the use of prescribed evaluation criteria or specifications is advised to enhance validity and reliability 

of the appraisal process (Cooke et al., 2012; Walsh & Downe, 2005). Therefore, this study used a 

formal checklist, the Critical Appraisal Skills Programme (CASP, 2013) to assess the quality of studies 

to be included.   

 

Methods 

 

Specific methods for this study are located in Chapter Three, including the search strategy and 

search terms (Section 2.2, p. 88), study selection and appraisal (Section 2.3, p. 88) and metasynthesis 

approach (2.4, p. 88). Further details not included in Chapter Three are provided here. 

 

Search Strategy 

 

Data were collected by identifying published studies relevant to the topic and using the 

findings from these studies as data. A search of electronic databases was conducted over a nine-month 

period and the search strategy is detailed in chapter three (p. 87). The search trail was kept using the 

search flow chart of studies. This involved recording of total number of citation hits from searches, 

number of those rejected, number of full text articles that were assessed, how many were excluded, 

and, finally, how many studies were appraised and included in the synthesis study. The Preferred 

Reporting Items for Systematic Review and Meta-Analyses (PRISMA) flow chart was used to facilitate 
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the process of transparency and good reporting (Liberati, Altman, Tetzlaff, Mulrow, Gotzsche, 

Loannidis, Clarke et al., 2009), as presented in Chapter Three (p. 88). 

 

Study Selection and Appraisal 

Details of the selection process is presented in chapter three (p. 88). Studies were limited to 

those published on Indigenous patients, and their families’ experiences. The studies had to be in a 

peer reviewed journals, available in English, and most of all, be qualitative or with a significant 

qualitative component. The purpose of the study had to be an interpretive explanation and not 

prediction; therefore, the sample had to be purposive rather than exhaustive (Barnett-Page & 

Thomas, 2009; Cooke et al., 2012; Dixon-Woods et al., 2007). Attention was placed on original 

qualitative research studies focused on Indigenous people’s hospital or acute care experience, use of 

individual interviews to emphasise individual experiences, Indigenous participants, and care provided 

within hospital or acute care settings. Search terms included hospital experiences for Indigenous 

patients. On the other hand, quantitative studies, literature reviews, and studies focusing on 

professionals’ perspectives were excluded. Further, community focused studies, such as those 

addressing primary health care were also excluded.  

 

The studies included in the metasynthesis were assessed for reasonable quality in terms of 

transferability, dependability, conformability and credibility. The Critical Appraisal Skills Programme 

(CASP, 2013) checklist was used for appraising the research papers prior to being included in the study. 

This tool contains a list of questions to assist in the consideration of specifying what the results are, 

whether the results are valid, and whether they are useful. Ten screening questions with prompts are 

listed to assist in making sense of the studies. The questions address issues which include 

demonstration of aims of the research, design, methods, recruitment strategies, data collection, 

researcher/participant relationship, ethical considerations, data analysis, findings, and how valuable 

the research is (CASP, 2013) (Appendix 2). The CASP was found to be suitable because it is 

comprehensive and sufficiently generic to be applicable to different qualitative methods (Masood, 

Thaliath, Bower, & Newton, 2011). Details of the quality appraisal results are presented in chapter 

three (p. 83). 

 

Metasynthesis 

The metasynthesis was informed by the procedures presented by Thomas and Harden (2008) 

as detailed in Chapter Three (p. 85). The process involved use of a thematic approach to analyse and 
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synthesise the data into new concepts (Jensen & Allen, 1996; Sandelowski & Barroso, 2007). As stated 

by Jensen and Allen (1996), the process of synthesis started following data retrieval. Focus was on 

portraying all relevant individual findings through paying extensive attention to details of each 

individual account and comparing and contrasting these individual study findings in order to construct 

new concepts in which there is consensus, while maintaining the central concepts of each account in 

related to other accounts (Jensen & Allen, 1996). The process of reciprocal translation ensures 

achievement of holistic interpretation (Jensen & Allen, 1996). Initial concepts were refined to come 

up with final themes to represent original individual descriptions. Themes isolated across the studies 

were finally presented (chapter three, p. 91). 

Study Two Design: Narrative inquiry 

 

Indigenous Cardiac patients’ and relatives’ experiences of hospitalisation: A narrative inquiry 

(Chapter Four).  

 

The hospital is an environment that is filled with complexities, hopes, dreams and intentions 

for those who journey through it.  Accounts of patients’ and their relatives’ experiences are important 

to ensure continuous improvement in response to their needs and expectations. The depth of focus 

of the study query required a method that emphasised co-construction and interpretation of the 

experiences within hospitalisation context. Through a qualitative approach, the study was intended to 

capture the interpretive essence of the hospital experience of the participants in order to reveal the 

hidden issues which are not normally obvious to clinical practitioners and the healthcare service as a 

whole; the participants’ perspectives (Barton, 2004; Green & Thorogood, 2009; Maxwell, 2013). 

 

 This approach is used in studies that aim to understand more about the phenomenon rather 

than measure it (Green & Thorogood, 2009). The study used a narrative method in which participants 

were invited to take part by telling their story about their hospital experience. Narrating one’s story is 

a great technique for communicating about one’s own personal values and identity perceptions to 

someone else (Larson and Sjoblom, 2010; Petty, Jarvis, & Thomas, 2018). The narrator imparts 

knowledge to the listener and no assumption is made that stories are told as they really happened. 

The narrator holds the power to represent how their world came to be in regard to the subject under 

study. The approach was suitable for this study because of the ability to put emphasis on the 

participants and their views (Larson and Sjoblom, 2010; Taylor, 2013b). 

Study Two addressed research objective three, which is the exploration of current 

hospitalisation experiences of Indigenous people in relation to acute cardiac care. This study was 
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conducted using a qualitative research approach to develop a holistic understanding of the issues 

faced by Indigenous people while hospitalised for acute cardiac care.  Narrative inquiry was used to 

explore the specific experiences of Indigenous patients and their families during admission to hospital 

for acute cardiac care. Storytelling is one of the oldest communication styles and has been widely 

accepted as a method for sharing experiences (Iseke, 2013; Larson and Sjoblom, 2010). “Indigenous 

peoples engage in oral traditions, historical/ancestral knowledges, and cultural resources to examine 

current events and Indigenous understandings in ways consistent with traditional worldviews …” 

(Iseke, 2013, p. 559). Therefore, unstructured face to face interviews were used to ask participants to 

tell their stories of health care experiences. Storytelling is an important approach because it is flexible 

and nurtures relationships and provides opportunities for sharing knowledge, teaching lifelong 

lessons, counselling, and teaching culture (Iseke & Brennus, 2011; Kovach, 2009).  

 

Narrative Inquiry Methodology 

 

Narrative inquiry is the study of everyday experiences (Clandinin & Connelly, 2000; Larson and 

Sjoblom, 2010). Stories or narratives are reflections of people’s experiences and the meanings those 

experiences have for them, therefore, inquiring into people’s narratives is a useful way of gaining 

access to participants’ feelings, thoughts and beliefs (Holloway & Wheeler, 2010). The story, the teller 

and the listener are all important in narrative inquiry because they encompass narrated life 

experiences from which to learn about human knowledge and existence (Taylor, 2013b). The telling 

of narratives is empowering because it allows participants to construct who they are and how they 

want to be known and the researcher becomes the listener (Taylor, 2013b). To explore experiences of 

hospitalisation for the participants of this current study, it was vital to empower the participants to 

exercise their choice of content and approach to their stories of their experiences. Through stories, 

people can depict the ways they experience the world, which enables others to have insights into 

understanding other people (Larson and Sjoblom, 2010; Taylor, 2013b).  

 

Narrative inquiry does not seek to answer questions; rather it adds understanding of a 

phenomenon within a specific context (Duffy, 2012; Larson and Sjoblom, 2010). Thus, the aim of Study 

Four was to gain understanding of hospitalisation experience from the participants’ perspectives. It 

was anticipated that the understanding gained through this study would enable stakeholders in 

Indigenous health to review issues in a different way that will enhance designing and implementation 

of effective healthcare provision. Agius and Hamer (2003) describe the narrative approach as “holistic” 

because it works with all aspects of a person’s experience, including how all characteristics of the 
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individual’s story interconnect (Stock, Mares & Robinson, 2012). In this case, spiritual meanings, 

physical indicators, family and community hopes and emotional responses can all be brought together 

in a story (Stock et al., 2012).  Further, Indigenous people are rooted in traditions of storytelling, both 

in everyday societal life and in the rearing and provision of instructions to their young family members 

(Agius & Hamer, 2003; Stock et al., 2012). Information is transmitted from one generation to another 

through stories.  

 

Despite the positive comments about a narrative approach, it has also been criticised as 

lacking rigour or having some omissions in the details of the method (Bird, Wiles, Okalik, Kilabuk, & 

Egeland, 2009). This is because critics attempt to adopt the same evaluation tools as those used in 

positivist approaches (Morse, 2012). Morse (2012) believes that such misuse of evaluation tools, such 

as the Cochrane criteria, impede qualitative health research. This criticism of narrative inquiry carries 

weight only if viewed with the lens of quantitative orientation. For example, positivists and post-

positivists refer to bias in research, while in the context of narrative, this concept is redundant, 

because narrative inquiry embraces subjectivity (Bird et al., 2009; Lather, 1986; Vezeau, 1994). In that 

case, interest-free knowledge is logically impossible, and, therefore, attempts to produce value-free 

science are increasingly being abandoned (Lather, 1986). In terms of narrative rigour, assessment is 

based on the question of when a story is a story and not the determination of whether a story is 

truthful (Vezeau, 1994). Narrative research should be seen considering its strength to enable co-

construction of information that builds respect between the investigator and the participant (Galbin, 

2014; Taylor, 2013b). 

 

As Sandelowski (1991) explains, narrative truth is different from the truths obtained through 

prescribed and conventional science methods because its focus is on the life-like, understandable, and 

believable story. Further, Sandelowski (1991) clarifies that stories should be anticipated to evolve with 

time and from telling to telling, and therefore, the concept of confirming them empirically is totally 

unfamiliar within narrative truth. Storytelling invites the teller to not only include personal knowledge, 

but to base their whole story on personal knowledge. According to Vezeau (1994 p.59), “storytelling, 

by definition, is personal”. Thus, a “true” story relates obvious facts and themes, but its meaning will 

always be individually interpreted and valid (Duffy, 2012; Petty, Jarvis, & Thomas, 2018; Sandelowski, 

1991; Vezeau, 1994). Particularly within the context of Indigenous knowledge and power, the concept 

of “understanding” merits exploration.  Therefore, with narrative, there will always be multiplicity of 

interpretations, and narratives should always be able to stimulate debate, and thus engender 

disagreement or agreement among readers (Patton, 2015). By including their individual voices, 
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Indigenous patients and their relatives are placed in a position of power to influence knowledge 

development that could benefit them and their communities. 

 

In this study, data collection was conducted using face to face interviews to elicit stories from 

participants about their hospital experiences. Storytelling was chosen on the premise that it is the 

basic mode of human interaction and a familiar way of exchanging information. Healthcare has used 

storytelling in various ways, such as for health education, promoting better-quality clinical care, and 

community health efforts (Tsui & Starecheski, 2018). Stories, when placed in the context of one’s life 

experience, allow others to see what influences individual experience and the connections to the 

larger community’s past, communal, cultural and structural forces that impact their everyday life (Tsui 

& Starecheski, 2018). Storytelling facilitates refinement of experience into focused and shareable 

information (Briant, Halter, Marchello, Escareno, & Thompson, 2016; Njeru et al., 2015; Tsui & 

Starecheski, 2018). Stories are dynamic, and they change as experiences and perceptions evolve with 

passage of time and acquisition of new insights. 

 

Study Two framework  

 

This study resonates with a social constructionist stance – reflecting the fact that reality is 

socially constructed (Galbin, 2014; Gergen, 2001; Patton, 2015). Each person creates their story from 

perceptions of the actual world (Galbin 2014). Further, a constructionist view acknowledges a 

multiplicity of meanings (Hair & Fine, 2012; Walker, 2015), focuses on relationships and maintains the 

person’s position in the social construction of realities (Galbin, 2014). The experiences of the 

participants become alive due to the interactions and relationships they encountered in the process 

of receiving health care within the hospital confines, as well as everyday life encounters; thereby 

valuing many voices (Hair & Fine, 2012). Individual stories are told which become collective stories 

and when these are shared, an identity or recognition of particulars is validated, elevating story to the 

primary technique of understanding the lived world (Lewis, 2011).  

 

The connection between the investigator and participants also facilitates the capturing and 

description of lived experiences of participants (Chase, 2017). The shared understanding between the 

investigator and those participating in the study develops, which enables co-construction of research 

outcomes (Chase, 2017; Chase 2005). Knowledge production is, therefore, viewed as a collective 

process and each party’s worldview influences the way meanings and understanding is constructed 

(Gergen, 2001). As a result, narratives produce multiple understandings and the focus is not to reach 
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a correct explanation of the story told but an understanding of the world of lived experiences from 

the viewpoints of persons who live it (Bhattacharya, 2016; Walker, 2015). Narrative investigation 

involves exploring different traditions of knowing with an open mind because truths are viewed as 

subjective and only shared meanings and understandings can be achieved (Bhattacharya, 2016). 

Knowledge in this case is positioned in the context of the investigator and the participants in the study, 

with both owning a degree of influence over how the narrative is formed, organised, and represented 

(Bhattacharya, 2016).  The sanctity of narratives is in the association that storytellers make between 

historical, contemporary, and impending events (Bhattacharya, 2016).  

 

Justification of method 

 

Qualitative approaches to research enable strengthening and broadening the types of 

evidence to inform practices. Healthcare research has usually been dominated with inquiry into 

effectiveness of interventions because of its focus on biomedical approach. However, health systems 

are complex and create challenges for both clinicians and consumers of health services (Lewin & 

Glenton, 2018; Miller et al., 2010). It is important to seek the best type of evidence on which to inform 

decisions on how to move forward and provide effective and acceptable health service to all. Enquiries 

regarding impact of healthcare, patients’ perspectives, appropriateness of interventions, and how 

patients and their family value different outcomes are better addressed using qualitative approaches 

to research (Lewin & Glenton, 2018; Miller, 2010). Without integration of qualitative research 

outcomes, major information gaps will persist in understanding the setting and opportunities for 

healthcare systems and translation of knowledge (Lewin & Glenton, 2018; Mihalicza et al., 2018; 

Miller, 2010). Narrative research allows sharing of perspectives which enables creation of new 

understanding and information (Barton, 2004). Since this program of research aims to gain deep 

understanding and meaning embedded in the participants’ first-person stories (Holloway & 

Freshwater, 2007), the narrative methodology has been chosen as a suitable approach. It is an 

interpretive research method that allows participants to voice their ideas on issues under study (Duffy, 

2012; Holloway & Freshwater, 2007). It is a legitimate interpretive research method, which is gaining 

increased recognition (Duffy, 2012), and, with regards to healthcare, it has been of interest to 

psychologists for many years (McCance et al., 2001).  

 

Use of narrative research methods opens opportunities to co-constructing and co-

participation in ways that are respectful because the participants’ perspectives are preserved. It is 

known as a relational approach to research because recollection of stories makes it possible to 
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discover historical, cognitive and ethical aspects of participants’ experiences through conversation 

with another (Barton, 2004; Bhattacharya, 2016). These communications are valuable because they 

facilitate highlighting of understanding and insight through the individual and societal experiences 

that are shared, and they provide prospects for immediate interpretation of the presented issues in 

the stories (Barton, 2004). The method also promotes maintenance of a holistic nature of issues that 

participants are experiencing (Barton, 2004) because the narrative research approach enables 

recognition of insights, fundamental aspects, and the quality that accompany each person’s principles 

and cultural expressions and desires (Barton, 2004). These characteristics make the narrative research 

approach appropriate for use in Indigenous research. 

 

Stories were used as data because the method was found to be a traditionally affirming 

approach which is fitting when working with Indigenous peoples (Gorman & Toombs, 2009). Australian 

Indigenous cultures value storytelling and it is used to pass on important information from one 

generation to the next in a way that is conducive for them due to their use of culturally familiar 

methodology of information sharing (Gorman & Toombs, 2009). Barton (2004) supports the use of 

narrative research because it is congruent with Indigenous epistemology. Story, in this case, is a special 

kind of narrative that is a mode of knowing by connecting qualities of lives, making them sources of 

knowledge (Barton, 2004; Bhattacharya, 2016; Duffy, 2012). Patients and their families are 

stakeholders in the health service. Human beings have capacity to narrate their own experiences. They 

gain enthusiasm from telling as well as listening to stories, sustain a sense of community, and they are 

also encouraged to act by stories that give optimism (Block & Weatherford, 2013). For patients and 

their relatives, it is vital to provide them with an opportunity to contribute to discussions about their 

care and general experience while receiving the care. Healthcare providers must be motivated to act 

in ways that promote care.  

 

The significance of using narrative research in this study lies in the value that is placed on 

involving key players in the creation of evidence (Bird et al., 2009; Duffy, 2012). To ensure non-

directive participation, the study participants were asked to tell the story of their hospital experience 

without using pre-determined research questions and this positioned power with the participants 

(Block & Weatherford, 2013). In so doing, the method gives respect to the individuality of experience. 

It also provides the means to individualise therapeutic responses because participants are given the 

opportunity to express themselves (Block & Weatherford, 2013). A partnership is developed between 

researcher and participants through the interpretive activities which result in a deeper understanding 

of the experience (Barton, 2004). A narrative approach to research respects the ethics of justice and 
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supports the potential to include Indigenous people as genuine contributors in the construction and 

distribution of information (Bird et al., 2009).  

 

Research trustworthiness 

 

Rigour is an important issue in the practice of research and the ability to demonstrate that the 

research presented is trustworthy and, therefore, meaningful (Morse, Barrett, Mayan, Olsen, & Spiers, 

2002). The notion of trustworthiness continues to be discussed in relation to qualitative enquiry, but 

the main view that influenced this study was that rigour is critical to research because it demonstrates 

the quality of being thorough and accurate in the conduction of research (Maxwell, 2013). Qualitative 

research carries different criteria for evaluating rigour or quality to those used in quantitative research 

approaches. Quantitative approaches achieve this through use of standardised measures and 

statistical analysis, and qualitative researchers, on the other hand, establish trustworthiness of their 

work through development of confirmability, credibility, dependability, and transferability of their 

research process and resultant product in form of findings and conclusions drawn (Lincoln & Guba, 

1985). This is referred to as trustworthiness, and is a concept that describes quality and authenticity, 

in relation to the confidence readers may have in the findings of the study (Cypress, 2017).  

To achieve rigour of this study some objectives were considered, and these included: 

• Ensuring transparency 

• Ensuring rigorous research procedures 

• Adherence to evidence. 

 

Ensuring transparency 

 

Qualitative approaches depend on organisation, description, and interpretation of textual, 

verbal or visual data, and, due to the subjectivity that is inherent in qualitative research (Cypress, 

2017), demonstration of rigour was seen as a vital aspect to this study. Being transparent in the study 

processes creates a dependability because consumers of the research findings are able to evaluate 

and judge the study and how it was conducted (Cypress, 2017). Presentations to peers and other 

external agencies was conducted to provide for constructive feedback on the research procedures 

followed, and interpretations and conclusions reached. Participants’ quotes were used in the 

presentation of findings (Houghton, Casey, Shaw & Murphy, 2013; Maxwell, 2009). Use of participants’ 

quotes enables the participating population and readers to recognise and identify with the 

experiences described in the study (Koch, 1994). Specific processes are presented in chapter four.  
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Ensuring rigorous research procedures  

 

The research process was adhered to as presented in the research proposal that underwent 

ethics review. The strength of the selected strategy and its suitability to answer the posed question 

was described, and this strengthened the rigour of the study (Cypress, 2017). Data were processed 

systematically from data gathering, data examination and final synthesis of data and presentation 

(Creswell, 2009). Descriptions of the population group under study, procedures for data collection and 

analysis, and the context of the study enabled the possibility of transferability of findings to other 

appropriate situations (Koch, 1994). The descriptions further provided for confirmability by describing 

the research processes followed in the study. This study used purposive sampling and provides thick 

description, which enhances transferability of findings (Cypress, 2017).  

 

Adherence to evidence 

 

To adhere to evidence, the original transcripts were kept for reference to guarantee 

consistency of findings with the data (Koch, 1994). Verbatim transcripts of the interviews were used 

to enable storage of the transcripts in their original state (Maxwell, 2013). This study was conducted 

using a team of investigators (research supervisors) and this provided triangulation, which 

strengthened credibility of the evidence presented by confirming the data and ensuring that data was 

complete (Houghton, Casey, Shaw & Murphy, 2013). The process of cross checking of the data was 

achieved by having the team of three researchers. Participants’ voices in words were used in the 

presentation of findings as a way of adhering to evidence. To provide further credibility, presentations 

were made to Indigenous audiences at Indigenous health-specific conferences and positive feedback 

was that the findings were compatible with the perceptions of the population group under study. This 

provided an external peer debriefing to support credibility of the findings (Houghton et al., 2013). The 

researcher ensured that findings were compatible with the perceptions of the participants (Holloway 

& Gavin 2017), in order to establish relevance and credibility of the study.  

 

Further, seven months were spent interacting with various participants as they gave their 

story. The prolonged engagement with the participating population provided credibility to the study 

(Cypress, 2017), by providing opportunities to collect different kinds of data; rich data which enabled 

confirmation of observations and inferences of the study findings (Maxwell, 2013). Peer review in 

terms of conference presentations, seminars, and article publication process was planned into the 
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research process (Houghton et al., 2013; Shenton, 2004). Throughout conduction of this research 

program staff from the Indigenous Unit at the research site were involved through meetings and 

discussions to allow questions and critique of the research process and its findings. Summary of how 

rigour was achieved in this program of research is presented in Table 2.1. Further description of rigour 

is presented in chapter four (4.6, p. 98) 

 

Study Two Methods 

 

Setting 

 

The setting for this study was The Prince Charles Hospital (TPCH), which is part of the Metro 

North Hospital and Health Service, in Queensland. Ethical approval (Appendix 3) and site-specific 

approval (Appendix 4), was obtained from TPCH Human Research Ethics Committee, and this was 

registered with the Australian Catholic University Human Research Ethics Committee (Appendix 5). 

 

 The Prince Charles Hospital is the largest cardiac referral centre in Queensland and the 

leading cardiac service provider for Queensland and northern New South Wales. This hospital offers 

health programs in intricate interventional cardiology, structural cardiac ailments, heart 

electrophysiology and adult congenital heart disease (Queensland Health, 2019; The Prince Charles 

Hospital Foundation, 2018). Although the hospital offers other services, such as general surgery and 

general medicine, its core business is cardiothoracic health services with a unique position as a 

cardiothoracic referral centre for the state, interstate and overseas. 

 

 Further, it is also the centre of one of Australia's heart imaging services, the Queensland Heart 

Failure and Transplant Unit (QHFTU), and the base for a statewide Indigenous Cardiac Outreach 

Program (ICOP) (Queensland Health, 2019). As a result, Indigenous patients and their families often 

leave their communities to access healthcare for their cardiac condition at this hospital and may have 

follow up management through ICOP. Thus, this is an appropriate site to conduct such a study because 

the hospital offers a variety of cardiac procedures and management options to cardiovascular patients 

and serves a large Queensland state-wide population of Indigenous people, as well as those from the 

northern New South Wales area. Further information on the study setting is presented in chapter four 

(4.2, p. 102). 
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Table 2. 1. Ensuring rigour of the program of research 

Source: Cypress, 2017; Houghton et al., 2013; Maxwell, 2013 

 CRITERIA MEANING TECHNIQUES ACHIEVED 

1 Credibility The findings make sense. 
To create assurance that the results (from the 
standpoint of the participants) are accurate, 
trustworthy and authentic. 

Prolonged time in the field. 
Triangulation. 
Peer debriefing. 

Practiced interviewing before commencing study 
Interviews were done for over 7 months 
One interviewer used to collect data and was 
familiar with process 
Debriefing meetings with supervising team 
regularly 
Conference /seminar/in-service/publication of 
results 
Use of multimethod/team of researchers 
Publication of results 

2 Dependability The research has been conducted in a dependable 
way that can be audited. To ensure the 
conclusions of this qualitative investigation are 
repeatable if the investigation happened within 
the similar settings. 

Audit trail of decision 
making throughout the 
research process. 
Rich descriptions 

Prepared detailed study protocol 
Rich description used in the reports 
Interviews transcribed verbatim and kept as 
reference 
Peer reviews 
 
 

3 Transferability There is potential for findings to be transferred to 
another setting. To extend the degree to which 
the results can be transferred to other situations 
or locations. 

Use of purposive sampling 
Rich description of the 
setting and participants 

Purposive sampling was used 
Rich descriptions of participants and settings 
Use of worldwide, national and local data/ settings 

4 Confirmability Confirmation of the researcher’s position and 
influence. To range the assurance that the results 
would be confirmed or validated by other 
investigators. 

Reflexivity – reflective 
journal 

Use of multimethod to collect data 
Use of a team of researchers  
Presentation at conferences and seminars for peer 
briefing 
Researcher reflective process used to be 
transparent of researcher assumptions 
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Sample 

Indigenous patients admitted to the hospital for management of cardiovascular problems and their 

relatives were invited to participate in the study. The exclusion and inclusion criteria were as follows: 

 

Inclusion criteria 

All Indigenous cardiac patients and their relatives aged 18 years and above were potential participants. 

The patient must have been admitted to hospital, able to speak in English and able to narrate their 

experiences. All adult Indigenous cardiac patients and their relatives who met the inclusion criteria 

were invited to take part. 

 

Exclusion criteria 

Non-Indigenous patients and their relatives, non-cardiac patients and their relatives, and those under 

18 years of age or with cognitive impairment were excluded from participating. Further information 

on sample is presented in chapter four (4.3, p. 102). 

 

Recruitment 

 

Recruitment and consenting of participants’ commenced following ethical approval (detailed 

in Chapter Four, (p. 102). Following identification through the admission process, participants were 

approached by the researcher. The Hospital Indigenous Liaison Officer was present for the initial 

contact to provide an introduction as well as provide a sense of cultural safety for the participants. 

The NHMRC (2007) and AIATSIS (2012) guidelines were followed with regard to recruitment.  

 

An invitation package containing a letter inviting eligible participants, information about the 

study and consent forms was provided. A Plain English Statement and consent form, based upon the 

AIATSIS (2012) template, was used to facilitate understanding of what the study was about, and the 

role the participants were to play. Participants were advised of their right of choice to withdraw from 

the study, if they wished, at any stage of the project process without jeopardising their health care. 

Enough time was given to participants to familiarise themselves with the study by reading and 

understanding the information provided. Written consent was obtained from all participants as 

recommended (NHMRC, 2007). Details of the sample recruited are included in Chapter Four (p. 102). 
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Sample size 

 

Samples for qualitative research are generally much smaller than those used in quantitative 

studies, but this contributes to more meaning and in-depth understanding (Holloway & Freshwater, 

2007). The guiding principle for sample size in qualitative inquiry is usually the concept of saturation, 

though this is still debatable (Boddy, 2016). The determination of sample size for Study Two was 

contextual (Boddy, 2016); since the sample included two groups, patients and relatives, it was 

important to get perspectives from both groups and a sample that would be representative of the two 

groups. Further, the participants came from a variety of regions and it was considered important to 

represent these regions to gain further understanding. As result, the sample size in this study was on 

the higher side of the qualitative approach (Boddy, 2016; Mason, 2010). 

 

A total of 33 participants were recruited of which 24 were patients and 9 were relatives. The 

high number allocated to participants allowed for multiple relatives to participate in the study. A study 

by Mason (2010) revealed a mean sample size of 31 for PhD studies using a qualitative research 

approach and qualitative interviews as a method of data collection. Researchers are aware that larger 

samples are labour intensive, time consuming, and may not be practical (Mason, 2010). Since Study 

Two is about a collective of stories, the higher number was chosen in order to facilitate inclusion of 

diversity in participants.  

 

Ethical considerations 

 

Ethical approval for Study Two was obtained from The Prince Charles Hospital Human 

Research and Ethics Committees (HREC/13/QPCH/316) and registered with that of the Australian 

Catholic University (201477N). Since there have been past problems with researching on instead of 

with Indigenous people, the research process was governed according to the Australian Institute for 

Aboriginal and Torres Strait Islander (AIATSIS) Guidelines for Ethical Research in Indigenous Studies 

(AIATSIS, 2012). These guidelines are based on fundamental principles of rights, respect and 

reciprocity, as well as mutual understanding, participation and partnership among other principles 

(AIATSIS, 2012). The process was also informed by the Values and Ethics: Guidelines for ethical conduct 

in Aboriginal and Torres Strait Islander Health Research as outlined by the National Health and Medical 

Research Council (NHMRC) (2003, updated 2018). Further information was obtained from the 

Australian Code for the responsible conduct of research (NHMRC, 2007), and the National Statement 

on Ethical Conduct in Human Research (NHMRC, 2007 (updated in 2018).   
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Participation was voluntary, and participants gave written consent to tell their stories. The 

benefit to participants was an opportunity to be able to tell how they understand and perceive 

hospital care from their experiences. The researcher was aware that some participants may 

experience emotional discomfort in revisiting their unpleasant moments of their stories. The benefits 

of telling the story, however, were considered to outweigh the potential for discomfort. According to 

Pennebaker and Seagal (1999) storytelling can be therapeutic because it provides an opportunity for 

one’s voice to be heard, thus there is value in encouraging people to express themselves. 

 

Data collection 

 

Unstructured qualitative interviews were chosen as a suitable method to collect data for this 

study to enable gaining of the views, attitudes, and feelings from the participants’ perspective 

(Brinkmann, 2018; Green & Thorogood, 2009). Participants were encouraged to talk freely and be 

flexible and responsive to their own standpoints, which was achieved through limited use of open-

ended questions (Kim, 2016; Morse, 2012). Interviews lasted between 10 to 45 minutes, which is usual 

for qualitative studies, although in some studies interviews have lasted between 60 to 80 minutes 

(Liamputtong, 2013). The interview schedule was unstructured, and the investigator’s role was to be 

listener to the story of the participants (Brinkmann, 2018; Kim, 2016). To keep the researcher’s 

influence to a minimum, no set of directive questions were prepared, but a few prompting questions 

were used for the purpose of sustaining the storytelling (Kim, 2016). An opening question to this study 

was:   

Can you please tell me about your experience while you have been in hospital?  

Supportive and encouraging questions were used including:  

• What happened next? 

• How has it been for you?  

• What things do you remember?  

 

Interviews were arranged one to two days before discharge from hospital and were scheduled 

during quiet periods of the ward, between 1500-1700 hours. The times were planned in consultation 

with the ward staff and negotiated with the participants in order to avoid disruption to their treatment 

activities and care. A private room was used for most of the interviews to provide privacy during the 

interviews to ensure confidentiality and a relaxed environment (Green & Thorogood, 2009). An 

arrangement with the ward was made prior to conducting interviews on the day, to ensure availability 

of the room and prevent disruption of the interviews. 
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Interviews were conducted in English and digitally recorded then transcribed verbatim. Notes 

were made immediately following the interview for later referral. These notes were to capture first 

impressions of the interview and were not taken during the interview to reduce disruptions (Kim, 

2016). Personal notes were recorded as reflections throughout the program of research process. 

These personal reflections have been used in the autoethnography study, which is the fourth study in 

this program of research. 

Data analysis 

 

The aim of data analysis in narrative inquiry is to represent participants’ narratives in a 

coherent and meaningful way, and the process is ongoing from the first data collected through to the 

last (Kim, 2016). Stories are unplanned and informal and require additional theoretical and operational 

progression to become narratives (Boje, 2001; Petty, Jarvis, & Thomas, 2018; Wiltshire, 1995). People 

are always in the middle of living their storied lives (Boje, 2001). In the telling of the story, the 

storytellers necessarily organise the story in a way, which for them, makes sense (Boje, 2001 Petty, 

Jarvis, & Thomas, 2018). Thus, narrative inquiry transforms events into historical facts that function 

as elements of a complete story (Hayler & Edmonds, 2013), with an opening, a central and a finishing 

aspect, giving it coherence (Boje, 2001). A narrative requires a plot to make it meaningful 

(Czarniawska, 1997) and part of the work of developing coherence in narrative inquiry is to construct 

a sequence of events in time (Vezeau, 1994).  

 

Data analysis draws upon ideas from different writers. The focus for analysis was to use 

individual stories to understand collective and shared meanings of hospital care experience for 

participants (Holloway & Freshwater, 2007). Initial analysis is guided by the approach presented by 

Murray (2003), where the story form is highlighted in the three parts; beginning, middle and end. 

Further analysis is guided by structural approaches suggested by Labov and Waletsky (1967), as 

presented by Riesman (2008), in order to highlight what is happening in the story and provide 

sequence. Analysis involves construction of a sequence of events that make up the story of 

participants’ hospital experiences (Duffy, 2012; Vezeau 1994). Further analysis involves emplotment 

as presented by Polkinghorne (1988). Plots were identified across the stories which demonstrated the 

essential and significant parts of the stories collected and main themes were identified, as detailed in 

chapter four (p. 99). 
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Study Three design: Systematic review 

 

Effectiveness of programs to promote cardiovascular health of Indigenous Australians: a 

systematic review (Chapter Five). 

 

To meet research objective four and further increase understanding of issues in relation to 

Indigenous people’s health care experiences, the effectiveness of current programs designed for 

Indigenous cardiovascular health was explored by systematic review. This review was designed to 

enhance understanding of current program interventions and identify issues that influence program 

success, as well as identify barriers and facilitators in the delivery of healthcare services to Indigenous 

people. Given that results from program studies are mostly quantitative, a quantitative method of 

review was used. Nonetheless, a story line was maintained to locate and identify issues that impact 

Indigenous people’s experiences of health care.  

 

Systematic review methodology 

 

A systematic review design was used to conduct a review which sought to find scholarly work 

within literature that was peer reviewed and focused on application of strategies targeted explicitly 

for Indigenous Australians and intended for heart health.  Gough, Oliver and Thomas (2017) extol the 

sense of gathering and examining what is already identified from current investigations. A systemic 

review method allows use of rigorous approaches to synthesise prior investigation data in a 

systematically comprehensive way, by preparation of a question to address; outlining of procedures 

to find, choose, critically evaluate, extract and analyse data; and presentation of combined 

conclusions of the studies that are included in the review (Gough et al., 2012; Liamputtong, 2013; The 

Cochrane Collaboration, 2005). The bringing together and analysing of what is already known from 

research, through a systematic process, allows us to know what is already known and assists in the 

planning of what more needs to be done (Gough et al., 2017). The study protocol for this review is 

registered with Prospero International (number CRD42016046688). The protocol enabled adherence 

to a scientific process in the methodological approach (Liamputtong, 2013). 

 

A systematic review facilitates the determination of what is known and is a powerful tool for 

determining knowledge gaps in literature. Identified gaps can be used to design future research, 

clinical interventions or formulation of policies; therefore, systematic reviews are “described as the 

most reliable source of evidence to guide clinical practice” (Clarke, 2011, p. 64). Having collected 
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stories from a worldwide perspective and local Australian contexts, it was essential to appraise 

literature to determine what is already known about the effectiveness of health service delivery 

through programs that were designed specifically for cardiovascular health improvement among 

Indigenous Australians. A systematic review was chosen for its systematic and rigorous approach, in 

comparison to use of a traditional or narrative literature review (Clarke, 2011; Gough et al, 2017).  

The systematic process for this study involved activities, such as formulation of a question, 

focusing the study by creating eligibility criteria, designing a search strategy, preparation of a study 

protocol, study selection, quality appraisal through to data extraction and synthesis of the selected 

study findings (Clarke, 2011). Gough et al. (2017, p.4) group the review activities into four stages:  

• Clarifying the question being asked  

• Identifying and describing the relevant research (mapping the research) 

• Critically appraising research reports in a systematic manner, bringing together the findings into a 

coherent statement known as synthesis  

• Establishing what evidence claims can be made from the research   

The specific methods used in this review are detailed in Chapter Five (p. 117-119). 

Study Four design: Autoethnography 

Researching with Indigenous people: An autoethnography (Chapter Six) 

 

Researcher engagement 

 

Study Four, which is presented in chapter six, addresses research objective five, which was to 

reflect on my experience of researching with Indigenous people. As a researcher across a program of 

research with Indigenous people, I chose to explore my own subjective experiences to bring to the 

research insights that I had learnt that may have otherwise remained silent. This was an opportunity 

to draw directly from my inner conversation or dialogue as I critically attempted to understand my 

position as a clinician, researcher and co-participant in this program of research, and the impact I had 

on the research process and on Indigenous people’s experiences of acute healthcare, and how I was 

impacted by the process. The aim was to shed some light on how my personal experience was 

connected to the study. This was a demonstration of my attachment to the research, and my 

engagement with the question I had planned to investigate. 

 

This study details assumptions held prior to undertaking the program of research and the 

learning that took place after completion of each and all studies. Humans are the tools of choice for 
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qualitative research because they have the capacity to interrelate with the situation (Patton, 2015) 

even without saying a word. In this program of research, I played the role of researcher, which 

included tasks such as preparation and submission of research protocol for ethics approval, 

preparation of protocols for systematic reviews, obtaining consent from participants, data collection, 

analysis, compiling of findings, through to presentation of the research findings through oral 

presentations and journal publications. Throughout the processes I was involved in making decisions 

and also critiquing the way issues were handled regarding Indigenous health, and the care they 

received in acute settings, research projects and other venues. I reflected on my own assumptions and 

influences that drive my perspective, beliefs, culture and approaches to my practice with regards to 

Indigenous healthcare and its outcomes. The journey was both challenging and enlightening at the 

same time.   

In the beginning my assumption was narrow in that I assumed that my job would be complete 

if I carried out the set tasks of collecting data, analysing and preparation of research reports. It was up 

to the readers then to change their behaviour and consider appropriate ways of providing health care 

to Indigenous people. After going through the research process, it had an impact on me that motivated 

me to share my experience. This was to make the program of research story complete by including my 

own story in which I narrate how I brought my own biases into the research program, and how the 

lesson learned on my research journey have enriched my personal and professional story. I am a co-

participant in this program of research (Wang, 2016), and the fact that I am one of the health 

professionals with direct contact with patients in the clinical area, made the stories I was told real and 

the impact on me was powerful. I planned to use the autoethnographic approach because of its focus 

on personal experience as data (Jones, Adams, & Ellis, 2016). 

 

Study Four design 

 

Autoethnography 

 

Autoethnography comes under the umbrella of qualitative research. Approach. It enables 

examination of an investigator’s subjective and embodied experiences (Chang, 2016; Hokkanen, 

2017). The autoethnography was based on my (the research candidate) personal narratives in relation 

to my research experience with Indigenous people. Autoethnography accepts and accommodates 

subjectivity, emotionality, and the investigator's effect on the inquiry, rather than hiding from these 

matters or being presumptuous that they can be set aside as if they do not exist (Wang, 2016). Within 

this method the researcher is given authority to be the designer and implementer of the research 
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process (Chang, 2016; Creswell, 2012). I reflected on what I observed, and how my personal being was 

affected by the participants and the research process. I became aware that I was an integral part of 

the investigation process, as well as the practice that is carried out in both research and clinical areas. 

My values as an individual, my judgements, feelings, identity, and actions affect the research process 

and the way I practice. I decided to use journal and field notes I had kept as I listened to Indigenous 

stories about their hospital experiences, as data. I realised that I needed to critique my perspective 

reflexively to enable sharing of insights from this process.  

Autoethnography has been described as a research method that has three parts; auto (self), 

ethno (culture), and graphy (research process) (Chang, 2016). Therefore, autoethnography is a 

research method focused on investigating how the person is situated in the world by viewing it within 

a culture they are experiencing (Grant, 2010). Autoethnography enables focusing externally on social 

and cultural aspects of a researcher’s individual experience and then inward to expose a susceptible 

individuality that is stimulated by cultural interpretations (Duffy, 2012; Winkler, 2018). This connects 

the self with the social (Chang, 2016). A balance between self and culture is maintained by 

emphasising the extent to which the cultural setting and the self-accounts are linked (Winkler, 2018). 

It involves sharing the stories that individuals generate with other connections of the social setting to 

enable such stories to go beyond the self (Hayler & Edmond, 2013) because without that aspect, then 

the accounts are but autobiographic stories (Winkler, 2018).  It is vital, therefore, to always question 

to what degree a personal story empowers the researcher and the readers to understand culture 

(Winkler, 2018). According to Hayler and Edmond (2013, p. 5), we are encouraged to “imagine 

autoethnography as a particular collection of tools within the qualitative research workshop which 

focus upon the memories of events, feelings, thoughts and emotions which contribute through varying 

methods of recall, collection and analysis, towards different types of systematic introspection in order 

to illuminate and to facilitate understanding”.   

There are two ways to approach autoethnography, and these are the evocative and analytic 

views (Chang, 2016; Colyar, 2013; McIlveen et al., 2010). The difference between the two approaches 

lies in the degree by which emphasis is put on either self (auto) or culture(ethno). The analytic 

approach has more emphasis on culture, whilst evocative approach leans more towards self (Chang, 

2016). The evocative approach concentrates more on the “auto” element by focusing on storytelling 

than elements of culture and research process (Chang, 2016; Colyar, 2013). However, evocative and 

analytic approaches to autoethnography are not mutually exclusive (Hayler & Edmond, 2013). The 

separation comes about to define the emphasis with which the study can be designed.  In this program 

of research, emphasis was on storytelling, but within the culture that participants experienced health 
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care and within which the researcher experienced the research process, with the aim of developing 

an improved understanding. The balance of self and culture was appropriate, presenting a primarily 

evocative approach to present my story with purpose. Sharing of the stories was in acknowledgement 

and recognition that everyone lives a connected to each other, in various community groups, such as 

professional, family or social groups that share common norms (Hayler & Edmond, 2013; Muncey, 

2010). A sociocultural point of view was adopted in recognition of the importance of sociocultural 

aspects in knowledge building and implementation of real-world strategies to understand and 

appreciate Indigenous health experiences of healthcare and research (Banks, 2012; Chang, 2016; Fox, 

Thayer, & Wadhwa, 2017). 

Use of a reflexive process prompts the investigator to be observant and mindful of the culture, 

political, societal, language and philosophical roots of their standpoint and voice in relation to those 

being interviewed, therefore it involves reflection in a deeper sense that is systematic in approach 

(Patton, 2015). While constantly being aware of how I influenced the research process, I was also 

attentive to how the investigation progression affected me. Autoethnography enabled me to use my 

personal experience and personal writing to critique practices, make contribution to existing research, 

embrace vulnerability with purpose or to make an attempt at creating reciprocal relationship with an 

audience for the purpose of providing insights that could compel a reaction or response (Jones et al., 

2013). The process offered me an opportunity to review my own assumptions and expectations 

(Woodthorpe, 2009).  

Listening to stories that inform a program of research entails knowledge co-construction 

(Barkhuizen, 2011; Duffy, 2012), and an ongoing sharing of the story between researcher and 

participants develops. A caring relationship develops that enables participants to feel safe to disclose 

their story (Lee, Hunter, & Franken, 2013). In this way, the research process becomes a collaborative 

inquiry between researcher and participants involving mutual storytelling and re-storying (Lee et al., 

2013). My values and assumptions developed a link with those of the participants that influenced the 

shaping of this program of research. 

 The reflective process is another avenue for me as a researcher to situate myself within the 

study, demonstrating the bidirectional association that I experienced taking part in the program of 

research. By disclosing self, I reinforced the notion of intersubjectivity and reciprocity which are vital 

in a researcher-participant relationship and I acknowledged my respect for my participants by 

researching with instead of researching on my participants. A transparency was established by 

including my voice. Various forms of data were sourced to conduct this autoethnography, including 

field notes, diary entries, memory recall, comments and reflections drawn from the data. The major 

part of the data was reflections and insights gained from the research experience (Winkler, 2018) and 
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I present the study in a storytelling format (Lewis, 2011). Further details of the research methods and 

process are presented in Study Four in Chapter Six (p. 141-144). 

 

Chapter Summary 

 

In this chapter, an overview of the methodology used in this program of research has been 

presented. The research design, methodology and methods used in the four studies have been 

identified and summarised and cross-referenced to appropriate chapters where details are presented 

in published articles. The assumption for using this combination of methods was that the stories by 

participants and researcher reflections would be made visible, thereby revealing an understanding 

that can impact practice. The proceeding four chapters detail the four specific studies conducted in 

this program of research. 

The next chapter is the beginning of the Indigenous experience story form a worldwide 

perspective. This will lead to other formats of stories that will contribute to a collective story of how 

Indigenous people experience acute health care, as told from their perspectives. 
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Chapter three: Metasynthesis – study one 
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Chapter overview 

 Chapter one introduced the program of research by providing a context for the studies and 

the concepts that inform this program, and chapter two provided the methodological context in which 

this study sits. This chapter presents a qualitative systematic appraisal of literature on Indigenous 

peoples’ hospitalisation experiences. This was partly to achieve the first objective, which was to 

appraise current evidence on Indigenous peoples’ hospitalisation experiences. It is presented in an 

article format and permission was sought to include this in this thesis (Appendix 6). 

 

The overall goal was to evaluate previous research on hospitalisation experiences of 

Indigenous people. Evaluation of previous research enables identification of gaps in knowledge as well 

as providing rationale for the program of research. The following pages (85-96) present the published 

version of the metasynthesis verbatim, hence it is in the style of the journal in which it was published. 

 

Journal metrics: International Journal of Nursing Studies [Scimago Q1, Impact Factor 3.570, 

SJR ranking: 4/140 Nursing, Nursing (Miscellaneous)] 
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Chapter summary 

This chapter presented findings that reveal issues faced by Indigenous peoples while 

hospitalised for acute care on a worldwide level. Studies came from a variety of settings and countries. 

The findings show that there are several persisting barriers and difficulties across and within 

healthcare settings and countries. The chapter therefore provided current evidence appraisal that 

place the program of research within the existing literature. Cardiovascular disease is preventable and 

Indigenous people bear the higher burden of illness and CVD is one of the main contributing factors. 

The question comes as to these issues continue, and how relevant they are in the area of acute cardiac 

care settings within Australia.  

 

The current study, therefore, which is presented in chapter four investigated current 

Indigenous people’s experiences of acute health care. This provides an Indigenous experience story 

within an acute cardiac setting, and within local Australian context. 
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Chapter four: Narrative inquiry - Study two 
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Chapter overview 

This chapter is a presentation of Indigenous people’s perspectives on hospitalisation 

experiences. The data collected and analysed in this chapter addressed objective 2 which was to 

explore current hospitalisation experiences of Indigenous people related to acute cardiac care. It is 

presented here in its published form from the Journal of Clinical Nursing, with permission (Appendix 

7). 

The following section of this chapter presents the published version of the narrative study, 

which is presented verbatim in the style of the journal in which it was published. 

 

Journal metrics: Journal of Clinical Nursing [Scimago Q1, Impact Factor 1.757, SJR ranking: 

18/140 Nursing, Nursing (Miscellaneous)] 
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Chapter summary 

This chapter presented findings that reveal current issues faced by Indigenous Australians 

while hospitalised for acute cardiac care. The findings show that there are several persisting barriers 

and difficulties that they face when hospitalised. Indigenous people continue to suffer cultural 

disadvantage when hospitalised. This impact their experiences and due to mainly poor interrelations 

and communication with the healthcare service. The question comes as to whether there is enough 

consideration of Indigenous people’s issues in clinical practice or research activities. This led to the 

study that follows in the next chapter, which was designed to investigate effectiveness of current 

cardiovascular programs targeted for Indigenous population within Australia. 

 

 Chapter five presents results of an investigation into effectiveness of programs for the 

improvement of cardiovascular health among Indigenous Australians. 
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Chapter five: Systematic review- Study three 
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Chapter overview 

The following chapter presents a systematic review of the effectiveness of cardiovascular 

programs designed for Indigenous Australians. The aim was to investigate how effective the programs 

are, given that Indigenous health issues persist. Previous chapters have highlighted the disparity in 

healthcare outcome between Indigenous and non-Indigenous people. Results of a systematic 

appraisal of literature in the areas would highlight programs that have been successful and the 

strategies that have been effective and made the programs work. It is presented in its published form 

from the International Journal for Equity in Health with permission (Appendix 8). 

 

The following section of this chapter presents the published article, which is presented 

verbatim in the style of the journal in which it was published. 

 

Journal metrics:  International Journal for Equity in Health [Scimago Q1, Impact Factor 2.473, 

SJR ranking: 31/242 Medicine, Health Policy] 
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Chapter summary 

This chapter presented a review of the effectiveness of programs that were designed to 

address cardiovascular health among Indigenous Australians. This was to evaluate how effective the 

programs were, and review what made the programs successful. Having investigated the experiences 

of Indigenous people from a worldwide perspective to local Australian contexts, it was vital to 

determine effectiveness of these programs. This study complemented the Indigenous experience 

story by revealing how programs specifically tailored for Indigenous people were conducted. The 

overall finding is that through a biomedical viewpoint, the programs were effective in addressing 

physiological parameters. However, the process of designing and implementing the programs still 

heavily lean on mainstream approaches.  

 

One key observation was that limited cultural knowledge was incorporated in the studies. 

Although there is use of local health settings the biomedical model does not equip individuals with 

lifelong skills which they can practice at home with the resources that they have. There is, therefore, 

need to use strength-based approaches that can empower individuals and provide sustainability of 

the health activities in their individual lives and as a community. Strategic aspects that contributed to 

the success of the programs included ensuring access, empowerment of individuals, developing 

collaborative partnerships and meaningful relationships. Use of familiar methods such as yarning and 

family centred activities assisted in attaining good attendance. 

 

The following chapter provides my personal reflective account regarding the experience of 

researching with Indigenous people. Having undertaken the program of research enriched me with a 

lot of insights and changed my point of view as far as Indigenous health is concerned. I therefore share 

these with readers for the purpose of enhancing the Indigenous experience of acute care story. 

 

 

 

 

 

 

 

 



134 

 

Chapter six: Autoethnography – Study four 

 

 

Researching with Indigenous people: an autoethnography 

Journal metrics: International Journal for Equity in Health [Scimago Q1, Impact Factor 2.473, 

SJR ranking: 31/242 Medicine, Health Policy] 
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Chapter overview 

 

This chapter presents a reflective account of the experience of researching with Indigenous 

people. In the context of completing a PhD, I conducted a program of research to gain an 

understanding of Australian Indigenous people’s experiences of healthcare. It is my contention that a 

researcher not only influences the research process, but is also influenced by it, beyond just academic 

levels.  The voice of the researcher is not always heard in most final reports, which generally focus on 

participants and research outputs. I am sharing my story of researching with Indigenous people 

through this article, utilising an Autoethnographical research approach. The purpose of this 

presentation is to provide insights into my experience and insights for others contemplating research 

with Indigenous peoples.   

 

Research provides individual experiences to researchers, and we can learn from the 

experiences of others. There are unique issues that require to be thought through to be effective in 

the service provision to Indigenous peoples. They have specific and special needs that require an 

efficient and effective planning, and a critical evaluation by the health provider. Inclusion of a 

researcher reflective view in this program of research demonstrated the central concepts of narrative 

investigation which include co-construction. 

 

Personal stories are central to narrative inquiry and they facilitate acknowledgement of who 

we are. Further, narratives assist people to reveal deepest meanings attached to stories of 

experiences, both as a participant of research or researcher. Through experiencing the research 

process together, a co-construction relation develops that informs final conclusions of a research 

study. We all learn from stories depending on the perspective or the lens used, and this section 

highlight researcher perspectives on the experience of the research process. While there is an 

extensive history of research about Indigenous peoples and their health status, conducting research 

studies with Indigenous people still presents unique challenges.  

 

The following section of this chapter presents a manuscript that has been prepared and 

submitted for publication to International Journal for Equity in Health and is currently under review. 

It is presented verbatim in the style of the journal for which it is intended. Confirmation of manuscript 

submission and number is in appendix 10.  
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Abstract 

 

Background: In the context of completing a Doctor of Philosophy, I conducted a program of research 

to gain an understanding of Indigenous people’s experiences of acute healthcare. It is my contention 

that a researcher not only influences the research process, but is also influenced by it, beyond just 

academic levels. The voice of the researcher is not always heard in most final reports. In this article, I 

am sharing my story of researching with Indigenous people to provide insights into my experience and 

insights for others contemplating research with Indigenous peoples. 

 

Method: This study used an autoethnographical research approach and a narrative approach was 

taken in presenting the findings. The study evolved from the parent program of research that 

investigated Indigenous people’s experiences of acute health care. This autography focuses on the 

researcher experience and reflections of the overall experience of researching with Indigenous 

people. Individual notes and insights have been used as data to reflect on the research process, 

researcher transformation, and the personal insights regarding the challenges, lessons, and 

sociocultural aspects of conducting research with Indigenous people. 

 

Findings: The Indigenous population has been described as one of the most researched groups in the 

world and yet, as researchers, we continue to get it wrong in most cases, rather than learning from 

our stories and improving research processes. It is possible that the lack of not only participant voices 

but also those of the researcher may be a contributing factor. Indigenous knowledge and approaches 

to research need to be incorporated.  

 

Conclusion: Conducting research with Indigenous people can provide a challenge, but we can learn 

better approaches by involving Indigenous people themselves and sharing our experiences as 

researchers. Development of tangible, real-world effective strategies is required to transform research 

practice and maximise knowledge gain in researching with Indigenous people. The resultant valuable 

information to be gained through sharing the ups and downs, mistakes and successes, can inform 

practice, and contribute towards long-overdue best practice in Indigenous research. 

 

Key words: autoethnography; narrative; qualitative; Indigenous health. 
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Background 

 

Research with Indigenous peoples 

 

There is an extensive history of enquiry about Indigenous peoples, particularly regarding their 

health status (Fredericks, 2008; Maar, Lightfoot, Sutherland, Strasser, Wilson, Lidstone-Jones, …, 

Williamson, 2011). Indigenous peoples are recognised as one of the most researched groups globally 

(Smith, 2012). While research is conducted mostly to find solutions to Indigenous people’s 

documented health disadvantages (Wilson & Neville, 2009), the results have not always positively 

impacted their lives, nor effectively informed policy or clinical practice. This is partly due to a lack of 

engagement of Indigenous people and their communities in the research process (Burnette, Sanders, 

Butcher, & Salois, 2011; Fredericks, 2008; Ninomiya, & Pollock, 2017). Furthermore, it has been 

suggested that some researchers have used these groups of people merely to achieve their own 

professional goals (Bond et al., 2016; Burnette, Sanders, Butcher, & Salois, 2011; Wilson & Neville, 

2009). As a result, research is not an activity that Indigenous people look forward to due to their being 

over-investigated as a community, with minimal tangible benefits to them (Burnette, Sanders, 

Butcher, & Salois, 2011; Frederick, 2008; Smith, 2012). 

 

Engagement and genuine participation with the Indigenous community can only be achieved 

through establishment of reciprocal relationships (Hunt, 2013; Jalla & Hayden, 2014). According to 

Fredericks (2008, p. 25), Indigenous people have tended to be objects of research in which they “have 

been weighed, given blood, urine, faeces and hair samples, given their stories, explained their 

existence, been interviewed, questioned, observed, followed, interpreted, analysed and written about 

for years”. The use of research approaches that are not familiar to Indigenous people may have 

resulted in reports that only reflect interpretations from mainstream views and understanding 

(Burnette, Sanders, Butcher, & Salois, 2011; Doyle, Cleary, Blanchard, & Hungerford, 2017; Jalla & 

Hayden, 2014; National Health and Medical Research Council [NHMRC], 2018b). Such research 

outcomes may have contributed to widely held misrepresentation of Indigenous peoples. 

 

 Reliance on ill-informed perceptions and assumptions based on perspectives of western 

customs and norms have not advanced the cause for Indigenous people (Doyle et al., 2017; Fredericks, 

2008; NHMRC, 2018; Smith 2012). On the overall, studies on and about Indigenous people have 

predominantly been conducted by non-Indigenous people with a tendency to investigate from the 

“outside” thus providing incomplete findings (Bond et al., 2016; Wilson & Neville, 2009). When 
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researching with Indigenous people it is, therefore, vital to be sensitive and responsive to their needs 

and sociocultural viewpoints to effectively impact their community (Castellano & Reading, 2010). 

 

Ethical guidelines and recommendations on the appropriate conduct of research among 

Indigenous people are readily available (for example, (Australian Institute of Aboriginal and Torres 

Strait Islander Studies [AIATSIS], 2012; NHMRC, 2018). In the main, however, researchers continue to 

be trained in conventional frameworks and research approaches (Fredericks, 2008; Maar et al., 2011). 

Ethical guidelines alone cannot address all the issues that are critical in relation to research processes 

required in researching with Indigenous people (Castellano & Reading, 2010). Further, there is limited 

information available to guide how researchers should embed the stated Indigenous values into their 

research processes. This would provide scholars with opportunities to converse and find strategies to 

move towards better support for Indigenous research processes and integration of Indigenous 

knowledge (Frederick, 2008; Maar et al., 2011).  

 

Most Indigenous health research has focused on illustrating disparities through use of the 

dominant positivist paradigm. Predominantly quantifiable indicators such as statistics on life 

expectancy, infant mortality, and prevalence of chronic medical conditions are the main studies 

researchers are occupied with (Auger, Howell, & Gomes, 2016). Such data and research results are 

important however emphasis on these epidemiological factors alone can lead to a disproportionate 

concentration on quantifiable health inequalities while inadvertently concealing the roots of 

disparities by paying little attention to the Indigenous voice. Against this background, there is a need 

for enlightened researchers to share their understanding to inform the processes and highlight issues 

for consideration when undertaking research with Indigenous people.  

 

Situating my PhD studies within this context, I conducted a largely qualitative program of 

research, and focused on gaining an understanding of how Indigenous people’s experience acute 

healthcare. It comprised four studies: a global synthesis of Indigenous people’s experiences of 

healthcare (Mbuzi, Fulbrook, & Jessup, 2017a), a narrative inquiry (my main study) of Australian 

Indigenous cardiac patients’ and their relatives’ experiences of hospital care (Mbuzi, Fulbrook, & 

Jessup, 2017b), a systematic review of the effectiveness of cardiovascular healthcare programs 

designed for Indigenous Australians (Mbuzi, Fulbrook, & Jessup, 2018), and of course, the 

autoethnography presented in this article.  
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My research journey has provided an opportunity to analyse and interpret the sociocultural 

meanings of my experience (Chang, 2016). The aim of this autoethnography, therefore, is to present 

the lessons I have learned and to share insights that may be valuable to other researchers. Since 

storytelling is aligned with Indigenous culture, it is the predominant method I have chosen to present 

this autoethnography. To situate this article, I firstly provide my own story, briefly explain the research 

approach of autoethnography, and present the stages of my research journey and the changes I 

encountered, before drawing conclusions to emphasise key points. 

 

My story 

 

I was born and educated in Zambia; a country made up of several tribal groups. Each tribe has 

their own regions, traditional rulers, and unique culture wherein things are done a little differently - 

even the preparation of meals; some use corn as their staple food while others use cassava, or millet 

(Lambert, 2017). Zambian Nurses were expected to learn the local customs of the people, especially 

the language of the region in which they were working. This enabled nurses and other health 

professionals to provide culturally appropriate health care to the people they provided services for, 

acknowledging differences and showing respect for diversity.  

 

My experience in Zambia, as a person and a health professional, was unlike that which I have 

witnessed since moving to Australia, where the dominance of one culture is unmistakable. For 

example, the English language is promoted, and for me, I see myself being viewed as the person with 

dark skin, with a non-English speaking background and heavy accent, who mispronounces words, has 

some unique mannerisms, is away from home, and is most probably an international student. 

Although most of this is true, these characteristics are often expressed with a negative tone, which 

makes me feel isolated, as if I am being asked to be someone else to fit in or to be regarded an equal 

human being.  

 

I did not come to my research program value free: I had a vested interest in the issues 

experienced by Indigenous peoples. Further, I held many preconceived ideas about Australian 

Indigenous people. From my superficial knowledge of them, I formed some assumptions which were 

in many ways misplaced. Due to my background I thought I understood what Indigenous people felt 

and experienced. I have come to learn that my situation cannot equate to that of Indigenous 

Australians. The key difference being that I am here in Australia by choice. My similarity to their 

situation may just be related to a common sense of feeling different, isolated, misrepresented, and 
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having some similar beliefs and values, such as the importance of family ties, cultural ceremonies, and 

a general outlook on life that is different from western lifestyles. I “went in” to my research with 

feelings of researching my own “backyard”, but I was wrong. My knowledge about Australian 

Indigenous people’s experiences of health care was naïve.  

 

Colonisation is one of the main contributing factors to health disparities in Australia 

(Eckermann et al., 2010; Sherwood, 2013), and although historically Zambia was a British colony, the 

differences are major. In Zambia, for example, the colonialists left, and Zambians took on positions of 

power (Lambert, 2017). Hospital staff, including doctors and nurses, are mainly Zambians, who have 

an understanding about their various cultures. In Australia, however, the colonialists stayed on and 

their descendants remain in dominant positions of power. Their culture is promoted within society 

and its institutions, including healthcare services. The same organisations that hurt Indigenous 

peoples in the past through discriminatory practices and policies remain in place, with remnants of 

these past ways of life and beliefs still subtly in play through mainstreaming (Sherwood, 2013). Taking 

part in my program of research gradually opened up more areas of concern than I had anticipated. 

However, I was fortunate to have an Indigenous member on my supervisory team from the beginning 

whose advice enriched my research journey. I was encouraged not only to review mainstream 

literature but to listen to what Indigenous voices had to say on the matters presented.  

 

The story of my PhD journey began with my curiosity for knowledge. The main motivating 

factor behind my research is my role as a clinician within a cardiothoracic hospital setting where over 

the years, I have witnessed the expert use of technology and other medical procedures to improve 

management of patients and save lives or improve their health. I wondered how Indigenous people 

within the same country could miss out on benefitting from access to the first-class health services 

that others were receiving. I wanted to comprehend how knowledge gained from my research 

program could facilitate the development of understanding that would impact the way in which 

clinicians handle their cultural encounters as they work with Indigenous patients and their families. 

My goal was – and still is - to improve Indigenous people’s experiences of health care which would 

contribute to their improved health outcomes. I believe that there may be many researchers who have 

experienced such an awakening and insights or are yet to have similar encounters as they journey 

through research with Indigenous people, and who might find limited ways to express their 

perspectives due to conventional restrictions of research designs and reporting. Autoethnography has 

given me the opportunity to share my story. 
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Methodology 

 

Designing the study 

  

Autoethnography is a qualitative research approach that enables examination of an 

investigator’s subjective and embodied experiences (Chang, 2016; Hokkanen, 2017). In terms of 

research rigour, Chang (2016) proposed five standards for judging the quality of autoethnography, 

which I refer to throughout this article.  

 

In using autoethnography, I saw an opportunity to use my personal understanding and writing 

to critique practices, contribute to existing research, embrace vulnerability with purpose, and attempt 

to create a reciprocal relationship with readers for compelling their response to the issues presented 

(Jones, Adams, & Ellis, 2016). Although it is known to be ethically beneficial and important to reflect 

on and report aspects of researcher influence (Denzin, 2014), usually such discussions are not easily 

presented in research deliberations (Hokkanen, 2017).  

 

As described by Chang (2016), autoethnography is a research approach that combines three 

aspects: self (auto), culture (ethno), and research process (graphy). It is therefore a research method 

that connects the self with the social (Chang, 2016). Further, there are two approaches to 

autoethnography: analytic and evocative. Each of these has an emphasis on the three aspects of the 

auto-ethno-graphy, to different degrees. The analytic approach focuses on cultural and research 

process aspects, whilst the evocative approach concentrates more on the “auto” element by focusing 

on storytelling than elements of culture and research process (Chang, 2016). However, these 

approaches need not be polarised. In this article, whilst my emphasis is on storytelling, it also aims to 

inform understanding of the culture and research processes that impact Indigenous experience.   

 

Autoethnography acknowledges that everyone lives in a world that is connected to each other 

(Muncey, 2010). Thus, I chose this research design because both as a healthcare professional and a 

researcher, I believe that my experience, and that of others in my sociocultural group, are closely 

linked to the central issues surrounding health care of patients and their families, be it at clinical, 

education, policy making levels or through research. My learning as a professional and as a person has 

been through social interactions with others, and by sharing my experience I can make a contribution 

to my sociocultural groups (Banks, 2012; Chang, 2016; Fox et al., 2017). Thus, I have used a 

sociocultural lens to tell my story. I am positioned within this study as both the researched and 
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researcher, making me part of the text and not a separate entity with external realities (Chang, 2016; 

Creswell, 2012; Grant, 2010). In this study I recognise the importance of sociocultural aspects in 

knowledge building and implementation of real-world strategies to better Indigenous health 

experiences of health care and research. My own background had an impact on both the design, 

implementation of the study through to interpretation of findings. 

 

Ethical considerations 

 

The study evolved from the parent program of research that was conducted for Doctor of 

Philosophy program, entitled “Understanding Indigenous people’s experiences of acute health care 

with focus on heart health”. While conducting my PhD program of research, I ensured I had ethics 

approval from the relevant university and research sites (ref. 214 77N and HREC/13/QPCH/316 

respectively). Further to that, one of Chang’s five standards is that of ethics toward others and self 

(Chang, 2016, p. 448). In doing so, it was both important and culturally significant that Indigenous 

research guidelines were followed (AIATSIS, 2012) and that Indigenous elders were consulted. As well, 

I have exercised my ethical responsibilities to those who are part of my story by not mentioning any 

names nor providing identifying details in this article. Care has been taken not to present this article 

for purposes other than advancing understanding of researching with Indigenous people and 

providing insights to readers. 

 

The account that I present here offers a somewhat unique and personal perspective but 

develops perceptions that are relevant for others who intersect with the world of research. I was 

aware that in my efforts to share insights from undertaking my research, there is potential to not only 

publicly display my vulnerability but to also expose myself to those I relate to directly, including peers 

within the organisation in which I work (Chang, 2016; Luscombe, 2016). I realise, therefore, that my 

professional practice as a clinician and researcher does not exist without relationships with colleagues, 

students, friends and family; all of whom are implicated within my research (Ellis, Adams, & Bochner, 

2011); especially in this article. As described by Tolich (2010, p. 1608), “the self is porous, leaking to 

the “other”. Stories are not made in a vacuum and mine will always have both visible and invisible 

“others” (Clandinin, 2013; Tolich, 2010).  
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My narrative as data 

 

Autoethnography is a research approach that utilises personal perspectives as raw data and 

enables scrutiny of sociocultural interpretation of them (Chang, 2016; Lapadat, 2017). Thus, my data 

needed to be authentic and trustworthy (Chang, 2016, p. 448). To demonstrate and fulfil this 

requirement I acknowledge my data sources throughout this account. Authenticity of data is 

demonstrated further by my research is referred to in terms of provision of references to the studies 

that were undertaken (Mbuzi, Fulbrook, & Jessup, 2017a; 2017b; Mbuzi, Fulbrook, & Jessup, 2018) as 

evidence of my experiences. 

 

A major source of data was the notes I wrote during and after conducting interviews with 

participants in my main study. As well, I have used comments and memory recall, documented as the 

research progressed, and reflections, insights and conclusions drawn as I processed data (Hughes, 

Pennington, & Makris, 2012). Another source of data was from my interactions with various people in 

gatekeeper roles to the Indigenous population, and workmates, both supportive and unsupportive, as 

well as those who guard knowledge development, such as journal reviewers, and academics and 

scholars who were my peer review teams and educators. Personal diary entries and the whole 

experience of my research journey generated data for this article.  

 

Working with the data 

 

Chang (2016, p. 448) refers to an “accountable research process”. My initial notes were 

written free-hand, recalling all the events I went through, with reference to my field notes and 

comments written at the time. These notes were written free of any constraint, allowing ideas to 

emerge, and these became my raw data. I elevated my personal reflections to become the primary 

source of data, blending subjectivity and objectivity together (Chang, 2016; Gergen, 2014). The 

blending came about because I had to view my subjective issues with an objective lens in order to 

reflect and learn from my experiences. I was both the researcher and the researched.  

 

After compiling events that made up my story as a researcher, analysis involved revealing the 

hidden meanings of my various encounters (Hayes, 2016; Webster & Mertova, 2007). I read through 

the raw data and then arranged it into the meaningful themes that I present here. This process 

enabled me to identify exceptional occurrences and connect my present stance to my past 

experiences (Chang, 2016; Hayes, 2016; Hughes et al., 2012). 
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In the analysis stage, therefore, my interpretations were focused on explaining what my 

personal research journey meant in relation to others in my sociocultural groups, and to the 

participants, and the values that shape experience (Adams, Jones, & Ellis, 2016; Hokkanen, 2017). The 

reflections and story told had to hold meaning for a wider community (Hayes, 2016; Hokkanen, 2017) 

than that to which I belonged. This necessitates conversations in the broader research community 

regarding research with Indigenous people. I had to “move beyond being familiar” with my story to 

recognising the issues that were emerging from my research experience (Hayes, 2016). To enable me 

to focus I posed questions such as: “What have I learned from this journey? What can other 

researchers gain from it? Is this helpful to the way Indigenous research is done? Does this add value 

or insight, or extend understanding in researching with Indigenous people?” (Diary notes). 

 

From my perspective I looked for transformative changes that have occurred in me as a result 

of engaging with the research process. Further, I have had to make value judgements based on what 

I saw as meaningful insights and make interconnections with my clinical and research practice (Hayes, 

2016). In this article I analyse both my personal and professional life, and the culture that makes up 

my practice as a clinician with regards to Indigenous health and research activities.  

 

Findings  

 

This autoethnography is presented in three stages of a story: the beginning, middle and end of the 

lead author’s personal journey of researching with Indigenous people, as pertaining to five themes of 

the journey. 

 

In the beginning 

Opening gates 

 

The beginning of my research journey was riddled with ups and downs due to the many 

choices that had to be made in conjunction and consultation with other people who would be part of 

my research experience and process. Following several false starts, gatekeepers closed the gate on 

my initial project as they had built a solid relationship with the target community for my project and 

believed that the introduction of a new research activity by a new face had the potential to risk that 

established relationship. Literally days before I was due to commence data collection, I was informed 
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that I could not go ahead. Gatekeepers reassured me that “…It has nothing to do with your 

qualifications”. As I came to terms with this “closed gate” I noted: 

 

This is true in many ways because people in the community will not be looking for my 

qualifications but will observe what I do and how I do it. Their perceptions, right or wrong, 

might have everlasting impact on the program. In any case I can’t go by myself, I need the 

team. This is hard… (Diary entry). 

 

Subsequently, I prepared a proposal to conduct my main study in a different environment. 

Reflecting on the previous closed door, this time I ensured that the Indigenous community and 

gatekeepers were consulted and involved from the early planning stages and throughout the whole 

research process. My previous experience highlighted this as the most important aspect of research 

preparation. I recall a reminder to myself as follows:  

 

I need to know all I can before committing to this project, regarding processes of consultation 

with Indigenous community. They will show me all the hoops I need to jump through… consult 

the hospital Indigenous team (Diary entry). 

 

Subsequently, introduction of the researchers by an Indigenous party known to the 

participants helped to establish a relationship with potential participants. The gates were opened, and 

the introduction process felt easier than had been anticipated. I noted and said to myself, “My 

consultation with the Indigenous team has paid off” (Diary note). After the introduction, none of the 

potential participants declined an invitation to take part in the study. 

 

It was difficult to find support for my research in the clinical environment. Most of my 

workmates painted a negative picture of Indigenous people and told me that it was a waste of time 

pursuing studies in Indigenous health. I was told, “They never change” or “Why should they be treated 

any different?” but they never acknowledged that we have not made an effort to understand them 

(diary entry). I later realised that my workmates were as uninformed as me and I slowly started asking 

them questions to raise awareness, such as whether they knew any Indigenous language or local 

Indigenous custodians. These conversations helped to start discussions about Indigenous health, and 

slowly some of my workmates started showing interest and would bring to my attention events they 

had observed within our health service. 
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In the planning stages of my research, I considered whether to use a qualitative or quantitative 

research approach: 

 

Most PhD studies are designed to prove something, discover something, or provide an answer 

to a certain question. I will have to think hard to offer something through a qualitative 

approach. It might be very hard to achieve results that are impactful. [Diary entry]. 

 

The overt intention of my program of research was to gain understanding and insight about 

Indigenous people’s experiences of acute healthcare. In this vein, I settled for a predominantly 

qualitative approach because of its suitability to gather Indigenous perspectives; storytelling is 

culturally affirmative and characteristic of Indigenous cultures (Gorman & Toombs, 2009; Iseke, 2013; 

Kovach, 2009), and was key to my research program. For my main study, I selected narrative inquiry 

because it would enable participants to tell their story and facilitate their voices to be heard in a non-

directive way. I positioned myself as the listener during data collection, and then as narrator of the 

collective story (Merriweather, 2015). Much of the data and insights presented in this 

autoethnography have been drawn from my experience of gathering stories from Indigenous people. 

As such, I identify with the words of Merriweather (2015, p. 64), who stated that the significance of 

the research process “was not in the tasks that were performed, although necessary, but in 

understanding who I was.” In this case, this autoethnography is about my understanding of Indigenous 

people and where I stood within my culture, how the social environment of my practice influenced 

me, and how these in turn impact Indigenous people’s experiences of acute healthcare.  

 

Dissemination of research results was another issue to consider. To have an impact on the 

health care that Indigenous people receive, and to benefit both the participant population and the 

health provider community, I chose to complete my PhD program through publication. This allowed 

me to reach a larger and international audience. I also chose to pursue publication in mainstream 

journals to ensure dissemination of the findings beyond an Indigenous-specific audience. 

 

My first interview was with a male participant  

 

From the beginning I was sure I would meet some challenging situations because the study 

site was a hospital where participants would be enduring stressful situations. Some would have 

travelled long distances away from their community and family and therefore, stress would not be a 
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stranger during this time. Asking them to tell me the story of their journey might provide them with 

some relief. It would be an opportunity to tell someone what they were undergoing. 

 

 I was warned by others regarding some of the difficulties that I might face, such as rejection 

because of my gender and race. In particular, I was forewarned that it would be hard for Indigenous 

men to tell me their stories, and that, in general, “Indigenous Australians don’t trust Africans” 

[memory recall]. When the time came to interview my first participant, I learned he was male, so I was 

nervous because of the anecdotal advice that I had received. I was afraid as I approached the bedside, 

but I encouraged myself, “…You are of African origin… you are female… he is a male Indigenous 

participant…but you have got this!” [memory recall]. To my relief, my first interview went well. From 

then on, the rest of my data collection went smoothly as the gates were open and no one I approached 

as a potential participant declined to participate.  

 

Multiple sources to learn from 

  

The gate to Indigenous people’s stories of their experiences with healthcare was opened for 

me through listening to direct narratives, reading and reviewing literature, and taking an interest in 

Indigenous issues as presented in the media. I became a fan of National Indigenous Television and 

listened to various programs that were insightful for me. Songs I had heard before became alive and 

meaningful, with a new and different clarity from that which they held before. Indigenous song, such 

as the words by Yothu Yindi (1991), revealed the disillusionment Indigenous people feel due to broken 

promises and the taking away of their homeland, while at the same time wishing for a brighter future:  

 

This land was never given up. 

This land was never bought and sold. 

The planting of the Union Jack. 

Never changed our law at all. 

Now two rivers run their course. 

Separated for so long. 

I’m dreaming of a brighter day. 

When the waters will be one. 

 

These words confirmed the sentiments which were portrayed by some participants in saying 

that they were not yet welcome into hospitals. The separate courses they lead as a people has had 
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the impact on them. As reflected in the song, the planting of a union jack did not change them as a people, and 

to-date the two cultures run their course and are separated for so long. To union of the two cultures as one can 

be achieved through acceptance and respect for each other’s cultures and way of life. Integration of cultures in 

the way healthcare is designed and delivered through implementation of culturally appropriate care is critical.  

Although much has been written on ways to improve Indigenous people’s access and experiences of 

health care, these are often at a tokenistic level, such as the display of Indigenous flags and paintings, 

and a sprinkle of Indigenous Hospital Liaison Officers here and there, and, indeed, promises that are 

like writing in the sand. 

 

Centring in 

Realising my responsibility: reciprocity 

 

Participants had shared their stories with me and I had read widely on Indigenous people’s 

healthcare experiences and synthesised qualitative understandings from the world literature. I had 

investigated the effectiveness of programs designed to address Indigenous health in the context of 

cardiovascular health in Australia. Each of my studies added a new dimension to my own emergent 

story and opened my eyes to issues that I had never considered before. I had been sensitised to issues 

of distinctiveness of Indigenous peoples, government approaches to Indigenous health issues, and 

practices that are generally masked regarding Indigenous people. My capacity to empathise with the 

participants deepened, and I started to recognise the innumerable ways their personal encounters 

influenced the way they experienced and viewed health services.  

 

Before engaging in this research, my understanding was limited to the extent that sometimes 

I recall feeling annoyed with Indigenous people: “All they needed was to show up for appointments 

and take their tablets… right?”. I had been so wrong and shallow in my views. Now, with real 

understanding, I feel that I have been given a responsibility to not only retell the information I had 

gained, but to do so with intent to change or influence others’ practice for the better. I was given a 

different lens through which to view Indigenous health and the aspects that impact it. It was a privilege 

that I learned to take seriously, and to honour the participants by retelling their stories, to inform 

others, and by doing so, affect their outlook on Indigenous people’s healthcare delivery, thus 

impacting their stories of healthcare experiences for the better. I was accountable to the university I 

was studying with, clinical practice, the scientific community, and to the participants and their 

communities, so I had to get the balance right in the dissemination of the research findings, and I 

needed to decide who would benefit from these. 
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Sharing stories 

 

To begin the process of dissemination I ventured on a journey of oral and poster presentations 

at local and national conferences. Initially, my focus was on presenting at Indigenous conferences. 

Delegates at these conferences concurred with my presentation content. Further, they encouraged 

me to take the message to mainstream conferences as well. I was “preaching to the converted” by 

focusing only on Indigenous conferences (Diary entry). However, their feedback was critical because 

it confirmed that the messages from my research were acceptable to the Indigenous community. The 

findings seen as significant and valuable because they conveyed the voice of the Indigenous 

community.  

 

At one congress I was given hugs from elders who were present, and we posed and took 

photos (Figure 6.1). This was a positive outcome for me because I felt that I had their blessing. I was 

thus encouraged and felt free to continue my research and make known the issues I had learned.   I 

presented locally and nationally. The aim was to involve other health professionals and raise 

awareness of issues that affect Indigenous patients and families as they experience healthcare. My 

goal was that this would be a starting point for discussions with others to help garner a different view 

of Indigenous health issues.  

 

Figure 6.1. The elder blessing. 
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Seeing a bigger picture  

 

Over the course of my candidature, I have achieved professional growth that I never 

anticipated in relation to research processes as well as publication of results. I have come to appreciate 

that qualitative research methods place researchers very close to participants. This can have a 

personal and emotional impact on both parties. I started realising that, in research, more value is often 

placed on the scientific quality of the study than the social benefits.  This second look revealed to me 

that it is important when conducting research, especially projects that focus on vulnerable 

populations, to consider social benefit to the community as well. I also came to realise that research 

can be such a political mine field due to many stakeholders who would all like to benefit or see results 

that favour them. Research endeavours should go beyond a research proposal that meets ethical 

requirements and a technically sound presentation that meets academic standards. The moral 

obligation is to always do right by the participants.  

 

I experienced the interface of several cultures that were in play during my research. These 

included the cultures of my participants, my own, my professional training, and finally the academic 

culture and scholarly community. I thought: “Who is boss here; who is giving the orders? Whose needs 

are being met in the research process, and am I here just to show off how I can follow perfect research 

processes and to gain my qualifications? Who is at the centre of this process? What do I want from 

this?” (diary note). Such questions helped me refocus on the participants and my role to gain 

understanding of their experiences.  

 

Engaging the community was critical to completing my research. The Indigenous Health Unit 

of the Health service I work with became the representation of Indigenous community and a team I 

could consult. Indigenous conferences enabled me to network with individuals external to my local 

service area. My experience has taught me that engagement must be genuine and not a tokenistic 

involvement. I came to know aspects of Indigenous people and their healthcare issues that I did not 

consider before.  This led me to start questioning my everyday attitudes and practices as both a health 

professional and a researcher. Although I had a somewhat similar cultural background to Indigenous 

Australians, I was not immune to stereotypical assumptions and I have since re-examined what I 

thought I knew. 

 

I had gathered evidence from different sources in the literature and everyday media, and 

participants’ stories. I kept asking myself whether I had enough power to project these voices “out 



151 

 

there” so that the issues would be heard by those who have the power to respond and act. I did not 

want the stories to be just academic information. I asked myself, “Will my research have any clinical 

impact that will result in changes to how Indigenous people are cared for and bring about a positive 

change to their health care experience stories?” (Daily note).  My aim as a clinician and researcher is 

that this program of research will be translated into something tangible. This includes influencing 

change in practice, health professionals’ attitude or policy formulation processes, or simply by 

provoking discussion among clinicians.  

 

The questions I asked myself gave me fuel to go beyond just achieving my academic pursuit, 

but to see some changes implemented by those who hear the stories through face to face 

presentations and published work. My clinical area and the hospital where I work were the best 

avenues to make the story come alive, through active participation in improving the stories of 

Indigenous peoples’ hospitalisation experiences. Improvements can be as easy as knowing an area’s 

traditional custodians or simply asking Indigenous patients what name they prefer to be called, with 

a smile and attitude that acknowledges the other (Mbuzi, Fulbrook, & Jessup, 2017a).  

 

Discussion 

 

An end to a continuing story 

 

Researching Indigenous people is unique and requires particular consideration to be a 

successful research experience for both participants and researcher. Professional development 

regarding Indigenous health and sociocultural perspectives has been patchy, ad hoc and lacking in 

cohesiveness (Ewen, Paul, & Bloom, 2012; Gwynne & Lincoln, 2017) and education provided to 

healthcare professionals, such as cultural competence training, has tended to lack direction on how 

to apply such learning in an environment that is dominated by biomedical and disease-based 

approaches to care (Gwynne & Lincoln, 2017). As a result, some learning programs can be a source of 

reinforced stereotypical perceptions and may achieve the opposite effect to that intended, leading to 

judgmental and derogatory views that result in negative outcomes (Farrelly & Lumby, 2009). In clinical 

situations, Indigenous people are expected to repress their cultural knowledge in preference for 

mainstream health views and such attitudes or expectations are not only experienced in health service 

settings but are widespread in society, affecting all aspects of Indigenous life. 
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There is value in using integrated research approaches which include a subjective lens when 

researching with Indigenous people. As Denzin (2014) states, it is not possible to give an objective 

account to issues relating to culture or social situations. Knowledge of the social and human world 

cannot exist independently of the knower nor can we know or tell anything without being involved 

and implicated in the knowing and the telling (Douglas & Carless, 2016). Using autoethnographic 

approaches, narrators can be both researchers and the researched (Richards, 2008). The sociocultural 

analysis and interpretation (Chang, 2016) of my personal research experiences provides evidence to 

help judge the quality of this article. Engaging in autoethnography enabled me to examine my 

historically held prejudices about my practice and Indigenous people and, as others before me have 

reported. This has helped me to acknowledge, discover, and change myself for the better in the way I 

view Indigenous health issues (Douglas & Carless, 2016; Merriweather, 2015).  

 

My testimony as presented in this study bears witness to the fact that I became more aware 

of ambiguities in health practice.  The main issues that impact healthcare service originate from 

biomedical, political, cultural and social spaces, including research (Sturmberg, 2012). One main 

observation is that research is extremely institutionalised through a variety of disciplines and fields of 

information. The institutionalisation is formed and influenced by communities such as scholarly 

communities, health organisations and their interest groups, or academic institutions and funding 

bodies (Huutoniemi, 2016). This influence is an essential part of structures that are built around 

communities such as funding bodies, healthcare organisations, tertiary education, and government 

and non-government organisational policies (Huutoniemi, 2016).  

 

An example of institutionalisation is the fact that those who conduct research are skilled and 

socialised into viewing issues in certain ways. Specialised language and technical skills are learned as 

they participate in research (Coryn, 2006). The commonly used research approaches in healthcare are 

towards demonstrating effectiveness of treatments (Hoffmann, et al., 2017).  Again, these efforts are 

in line with a biomedical approach to healthcare provision. It is important, however, to consider the 

use of alternative approaches that advantage consumers of research outcomes such as Indigenous 

participants and their communities (Homan, 2011).  

 

Indigenist and decolonising research approaches continue to emerge, and these must be 

recognised and included in the mainstream epistemologies and ontologies (Rix, Wilson, Sheehan, & 

Tujague, 2019). A holistic approach and understanding of health that is based on Indigenous values 

and cultural health practices needs to be implemented otherwise the barriers as a result of reliance 
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on biomedical approach to health will continue to disadvantage Indigenous peoples. There are works 

by a variety of authors that are advancing Indigenist methodologies, including those by Smith (2012) 

and Kovach (2009), and a variety of authors are increasingly using research approaches such as yarning 

(Bessarab & Ng’andu, 2010).  These research approaches are designed to empower participants or to 

work in partnership with participating communities. 

 

In my program of research, I attempted to use methods that privileged Indigenous values, 

attitudes, and practices (Rix, et al., 2019). I believe that all the expertise and knowledge that can be 

accumulated can only make sense if used to change even one person or their community (Homan, 

2011). Indigenous people require research that is sensitive to their needs because everyone in the 

world is shaped by their sociocultural environments (Chang, 2016). Researchers should learn from 

Indigenous peoples and respectively work with them in order to facilitate integration of knowledge in 

research that are inclusive of Indigenous ways (Rix, et al., 2019). 

 

I came to the realisation that mainstream approaches have conceptions of dominance and 

otherness that I might be replicating in my professional practice, personal life, and indeed, research 

practice. There are many approaches to research and healthcare that continue to reject 

understandings of health from Indigenous people’s perspectives wherein their knowledge, culture, 

histories and languages are not valued in a genuine way, privileging western health views and practices 

(Doyle et al., 2017; Wilson, Kelly, Magarey, Jones, & Mackean, 2016). There is a need to challenge the 

obvious, even in health research and practice (Kinchin, McCalman, Bainbridge, Tsey, & Lui, 2017; 

Wilson & Neville, 2009). Indigenous health embodies a heritage that is deeply connected with local 

lands, seas, waterways, skies and kinship, and yet these are set aside in mainstream healthcare. There 

is a failure to challenge existing western views, resulting in limited culturally appropriate knowledge 

(Doyle et al., 2017; Kinchin, McCalman, Bainbridge, Tsey, & Lui, 2017; Wright, Lin, & O’Connell, 2016).  

  

 To be true participants in research and healthcare Indigenous people need to be genuinely 

involved, and integration of their ways of knowing is crucial. Healthcare clinicians, educators, and 

researchers are sometimes inadequately prepared to meet the needs of Indigenous people due to 

dominant mainstream methodologies and research processes (Simonds & Christopher, 2013). 

Guidelines for conducting research with Indigenous people do exist, however, as yet no definitive 

Indigenous research models have been established. It is fundamental that research protocols for use 

in Indigenous research reflect cultural sensitivity, partnership, specific ways to engage the community 
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members (gate opening), and most of all, how the community may benefit from the research 

(reciprocity).  

 

I found that there is still a struggle to find a method that enables Indigenous voices to be 

heard. There is a need to design models that allow incorporation of both academic and Indigenous 

knowledge (Bearskin, 2011). Respect is a core value that overarches such a process of incorporation. 

It leads to openness and comprehension that lends itself to collaboration, trusting relationships, and 

reciprocal obligations (Bearskin, 2011). I have wondered many times whether the use of unfamiliar 

terms in research and healthcare settings contributes to misunderstanding more than it is credited to 

do. Even within mainstream views there can be barriers to research utilisation (Kim, Wilcher, 

Petruney, Krueger, Wynne, & Zan, 2018). I now understand that an insistence on conforming to 

western customs and norms continues to impact Indigenous people’s ways of life, which has brought 

about their feelings of isolation, discrimination, being ignored, unwelcome, and misunderstood in 

society (Eckermann et al., 2010; Sherwood, 2013). 

 

Further conversations 

 

Despite current guidelines, without achieving a certain level of respect for participants who 

might be mainly non-academic or non-research oriented, there is still the possibility of being 

insensitive to Indigenous culture and traditions in both research and clinical practice (Jalla & Hayden, 

2014; Kim et al., 2018). Diversity does exist, and the question remains as to how clinicians are engaging 

with it within research or healthcare service delivery. Non-Indigenous researchers and clinicians have 

a role in improving Indigenous health. This can be achieved through appropriate training that 

addresses health issues or research issues that are specific to Indigenous peoples.  

 

Autoethnographic investigation of these issues is critical because it starts with self-exploration 

through to the synthesis of broader sociocultural concepts related to the subject area (Luscombe, 

2016). Social and organisational practices require critique because in many cases these have been 

taken for granted, especially within hospital care (Luscombe, 2016). Although there has been an 

increase in Higher Degrees by Research enrolment and completion by Indigenous students, a question 

still remains whether socialisation into their new roles enable them to uplift their “cultural banners” 

and influence academic or clinical practice. Are they provided with an opportunity to lead and teach 

the cultural ways to practice and be effective in Indigenous health improvement?  There are calls for 

a cultural shift within healthcare research and practice to maximise the real-world use of the evidence 
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or knowledge gained (Kim et al., 2018). This call is to all healthcare professionals to take responsibility 

and respond. To have a better understanding regarding Indigenous research issues, it is critical for 

researchers to view them within a broader historical context, cultural and social contexts and finding 

a balance across Indigenous and western scientific perspectives (Doyle et al., 2017; Riddell, Salamanca, 

Pepler, Cardinal, & McIvor, 2017). 

 

Genuine engagement is required in the preparation of clinicians, educators, researchers, and 

policy makers. It is regretful that the omission of cultures and languages continues, contributing to the 

marginalisation of Indigenous views and experiences of health in Australia (Hunt, 2013). There are 

opportunities for healthcare workers to develop tangible skills to help them improve effectiveness in 

their care of Indigenous patients and their families that can contribute to better health outcomes. One 

way of achieving this is to share their stories and learn from the Indigenous communities themselves. 

Further, by sharing their perspectives, researchers can improve processes and thereby contribute to 

positive perceptions of research and healthcare practices in Indigenous communities.  

 

Discussions, such as those regarding research approaches, can promote methods that suit 

Indigenous communities and use ethical frameworks that incorporate Indigenous worldviews 

(Castellano & Reading, 2010). For example, the 2013 update of the Declaration of Helsinki highlights 

that Indigenous people and other close-knit groups require extra protection through involvement of 

significant community leaders when consent for research is required (American Medical Association, 

2013). For Indigenous Australians that means consulting and collaborating with community elders in 

all phases of the research process. 

 

Personally, I was challenged by a delegate at one of my oral presentations who posed a 

question that I have carried throughout the research process and will continue to consider in my future 

research endeavours. I was asked what I had done to change practice at my hospital or to impact my 

colleagues’ attitudes because of my research. I started involving colleagues through presentations. I 

also started asking questions when I encounter staff resistance towards taking special considerations 

when nursing Indigenous patients. I started challenging workmates to have knowledge about 

traditional owners of the land we are working on.  I reminded colleagues that it was their responsibility 

to be open and learn more about Indigenous issues that impact their health. Most of the time staff 

found it easy to just pass such issues to Indigenous Health Liaison Officers to deal with. I have 

continued to challenge my workmates to the fact that such knowledge should be common place for 
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every health professional. I pass on this question as a challenge to my readers to review what they are 

doing to improve Indigenous people’s healthcare experiences.  

 

Another aspect that had an impact on me was that the research program at Doctoral level was 

not only concerned with the actual progression of developing information and learning of the enquiry 

process and the range of methodological approaches available. Equally importantly, socialisation into 

the impact the project may have on participants, professionals, organisations, academics and, at a 

personal level, on the researcher was critical. Until Indigenous research approaches have 

methodological space within academic research discourse, policy, and practice, the tension that 

produces otherness will continue to disadvantage Indigenous knowledge (Kovach, 2009). My aim is to 

motivate other researchers to start reflecting critically on their clinical and research practices, and 

their views of self and how they interact with others, especially their Indigenous participants. The 

purpose was to stimulate readers to think about the Indigenous issues raised, and if that is achieved, 

then I have contributed to the field. Drawing conclusions and making recommendations from my 

autobiographical experience represents my attempt to make a scholarly contribution (Chang, 2016, p. 

448).  

 

This autoethnography has allowed me to explore my own views, offering a true picture of 

conducting research from my perspective (Chang, 2016; Denshire, 2010). My experience has 

evidenced a need to develop skills beyond those that are currently offered, in order to be responsive 

to Indigenous people’s healthcare needs while involving them in the production of knowledge and 

incorporating them into the research process (Ninomiya & Pollock, 2016) and practice.  

 

Where to from here?  

 

Conducting research with Indigenous people can provide a challenge, but we can learn better 

approaches by involving Indigenous people themselves and sharing our experiences as researchers. 

The Indigenous population has been described as one of the most researched groups in the world and 

yet, as researchers, we continue to get it wrong in most cases, rather than learning from our stories 

and improving research processes. It is possible that the lack of not only participant voices but also 

those of the researcher may be a contributing factor. Indigenous knowledge and approaches to 

research need to be incorporated. Development of tangible, real-world-effective strategies is required 

to transform research practice and maximise knowledge gain. The aim of sharing my story and 

reflections on conducting research with Indigenous people is that other researchers will take the 
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opportunity to be transparent about their experiences. The resultant valuable information to be 

gained through sharing the ups and downs, mistakes and successes, can inform practice, and 

contribute towards long-overdue best practice in Indigenous research. 

 

Chapter summary  

 

This chapter presented an account of my experience while conducting research with 

Indigenous peoples. It is important to share successes and challenges of experiencing events in order 

to inform others. Conducting research with Indigenous people has its unique challenges, which are as 

result of several factors such as the history of colonisation, and the experiences of being researched 

on. Further, use of unfamiliar methods and presentation of findings has alienated research and 

Indigenous communities and lack of tangible outcomes have been experienced in the past. 

Researching with Indigenous peoples can only be improved if practical stories of experience are 

shared.  

The following chapter presents an integrated discussion of findings from this program of 

research. This puts together the Indigenous experience story and highlights the main points. 
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Chapter seven: Integrated discussion   
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Chapter overview 

This chapter presents an integration of findings from the four studies in this program of 

research. Previous chapters presented a metasynthesis of qualitative studies which explored 

Indigenous peoples’ experiences of hospitalisation from a worldwide perspective (Chapter three); a 

narrative inquiry exploring acute health care of Indigenous people, within a cardiac care setting 

(Chapter four); a systematic review of effectiveness of programs for Indigenous cardiovascular health 

(Chapter five); and an autoethnography of the experience of researching with Indigenous people 

(Chapter six). All four studies generated findings relating to the experiences of Indigenous people with 

health care, and multiple issues were identified that impact on that experience. This chapter 

synthesises the findings from each study and situates overall findings within the broader literature. 

The program of research tells a story of a long movement in time from a worldwide perspective of 

health care experiences by Indigenous peoples, through to national and local Australian contexts. The 

use of a storytelling approach has allowed the Indigenous health experience story to be appreciated 

from pre-colonisation through to present day and beyond.  

Synthesis of findings 

The urgency to gain understanding of and implement strategies that can improve the health 

of Indigenous peoples is acknowledged by governments and organisations, especially in the health 

sector, and also the public in Australia (Australian Health Ministers’ Advisory Council, 2015; COAG, 

2008; Commonwealth of Australia, 2019). The findings from this program of research are a 

contribution to this quest for a better understanding of acute health care experience issues that affect 

Indigenous peoples, and highlight the urgent need to examine current clinical, education, policy, and 

research practice approaches regarding Indigenous care. 

Each study progressed and strengthened the Indigenous healthcare experience story. The 

stories were told to the researcher who in turn played the role of narrator in progressing the story. 

Figure 7.1. is a graphic representation of how the story progressed. It shows how stories from each 

study were narrated to the researcher, who analysed and integrated the individual stories into a 

collective story. Through synthesis of the collective story, the narrator makes the findings relevant to 

Indigenous people and the healthcare professionals who care for them. The narrator can emphasise 

important findings and how these can be integrated into healthcare practice and education.  
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Figure 7.1. The collective story progression 
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Through an appraisal of evidence, the first study (Mbuzi, Fulbrook, & Jessup, 2017a) presented 

a worldwide Indigenous story of the experience of health care, showing Indigenous people have 

feelings of isolation. The three themes from that study, Strangers in a strange land, Encountered 

dysfunctional interactions, and Suffered stereotyping and assumptions, during an encounter with 

health service, highlight the difficulties that Indigenous people encountered with communicating and 

trying to negotiate the hospital environment and processes. Further, they felt challenged by the 

interpersonal relationships which were temporary, making them feel isolated. This was compounded 

by the stereotyping that occurred because of their Indigenous identity. Most patients relocated to find 

the health care they required, and as a result were faced with financial burden, which was often not 

recognised by the treating team.  The study confirmed how healthcare services fell short of 

accommodating the needs of Indigenous patients and their relatives. The healthcare settings culturally 

marginalised Indigenous people, while the relationships developed in these settings were not 

perceived to be meaningful. Healthcare professionals and health services at large are encouraged to 

be aware of and actively implement approaches that enable all-encompassing and patient-centred 

care. 

 

The second study (Mbuzi, Fulbrook, & Jessup, 2017b) was designed to directly elicit participant 

stories of their experiences. The themes from this study are: The impact of the past, The reality of the 

present, and Anticipation of the future. The findings highlight that cultural marginalisation persists 

within acute care settings and that past experiences and the present are interlinked. Having a past 

that segregated and marginalised Indigenous people has impacted on their present experiences of 

health care and these also inform their future expectations. Indigenous people felt their cultural and 

spiritual aspects could only be practiced within their private rooms, and they had nowhere to go even 

though they are known to be outdoor people. They could not identify their culture in the healthcare 

practices in hospital, even in language and the names of food. These findings link to issues suffered 

under colonial rule and confirmed the subtle ways in which the remnants of colonisation are actioned, 

even today. Their culture continues to be oppressed and their ways of life and traditions disregarded. 

In all this, however, participants remained hopeful that one day a better story will emerge. 

The third study (Mbuzi, Fulbrook, & Jessup, 2018) investigated the effectiveness of programs 

designed specifically for Indigenous people’s cardiac health. The study revealed that there were few 

programs reported, and most were designed within a biomedical model with emphasis on measuring 

physiological parameters to determine effectiveness. Indigenous-sensitive factors that contributed to 

the success of the programs included local community involvement and engagement. This was 

demonstrated through use of local facilities, training of local health staff, better communication 
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strategies such as yarning, and Indigenous staff involvement. These findings exposed the fact that 

healthcare programs continue being designed based on mainstream views with a lack cultural or 

traditional and local knowledge integration. 

The fourth and last study (Chapter six), provided a personal analysis of the research 

experience and lessons that were revealed through it. This study adds to the story of Indigenous 

experience with acute health care by presenting the perspective of the researcher within of the 

collective story. Having a wider view of issues that impact Indigenous experience of acute care 

provided impetus for the researcher’s story. The study highlighted the fact that diversity does exist. 

The variances can be along the dimensions of race, culture, gender, socio-economic standing, age, 

physical capabilities, spiritual principles, political opinions, or philosophies (Churchill, Ocloo, & Siawor-

Robertson, 2017; Dreachslin, Gilbert, & Malone, 2013).  Recognising and respecting difference can 

assist in creating reciprocity which can build a more harmonious experience of life. It is about gaining 

understanding that moves beyond superficial knowledge to that which embraces and celebrates the 

richness contained within everyone as an individual, community or population group.  

Regarding researching Indigenous people, several aspects need to be considered. Indigenous 

people are marginalised at many levels, and current research approaches and the way research 

findings are presented may be difficult to understand or enact in practice. For research activities to be 

effective and have tangible results, there is a need for researchers to understand by learning and 

appreciating Indigenous worldviews. Actions also need to be taken through implementation of 

strategies that are acceptable to Indigenous people. Advancing Indigenous health is a responsibility 

for all, whether an educator, bedside clinician, researcher or policy maker. There is a need to recognise 

that Indigenous people live holistically, with every aspect of life connected. From that understanding, 

emphasis is also placed on relationships that are respectful and reciprocal in nature. New approaches 

that integrate Indigenous viewpoints are vital, starting by hearing Indigenous people’s voices, 

involving them in planning, and making them genuine participants in health care. 

The findings from this program of research fit with several previous studies in the area of 

Indigenous people’s experiences of health care, which have shown challenges that are faced by 

Indigenous people when they access health care (Anderson et al., 2012; Artuso, Cargo, Brown, & 

Daniel, 2013; McGrath, 2006; McGrath & Rawson, 2013; Worrell-Carter et al., 2016), especially in the 

areas of cultural differences that are usually absent in practice, such as a lack of interpreters leading 

to a language barrier (Arnaert & Schaack, 2006; Wilson & Barton, 2011). Communication is generally 

in a foreign language for Indigenous people with no regard for their different language backgrounds 

(Arnaert & Schaack, 2006; Watson, 2002). It is simply assumed that they understand English and can 
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read as well. This highlights the need to provide Indigenous language assistance and interpreter 

services in acute health care settings. It is not English language alone that can cause communication 

problems. Use of medical jargon is an added impediment to effective communication with Indigenous 

peoples. This was reflected by participants in the second study (Mbuzi et al., 2017b). In such cases, 

even interpreters are not adequate or sufficient to effectively deliver information to patients (Mbuzi 

et al., 2017a). 

The culture of Indigenous peoples has been oppressed on many levels, with study findings 

revealing how Indigenous people feel isolated from their cultures when they come to hospital. Other 

studies have revealed the impact of colonisation effects, such as the way patients are accommodated 

in mixed wards, how most health professionals are non-Indigenous, and how there is limited culture 

integrated in the procedures and hospital care routines (McGrath,2006; Kell et al, 2009; Worrall-Carter 

et al., 2016). Lack of their own culture, including language, food, and spiritual care disempowers 

Indigenous people when accessing health care. Some feel it is like being in prison and being in a 

vulnerable position. Their lack of language or ability to read and comprehend information 

disempowers them further (Mulemi, 2008; Rix et al., 2014). Stereotyping and negative assumptions 

were also reflected upon in other studies, such as those regarding financial matters (Tanner et al., 

2004; Treloar et al., 2014; Watson et al., 2002) or lack of respect (Brown et al., 2016; Burnette & 

Kickett, 2009). This highlights a need for Indigenous staff recruitment, and more effective use of 

Indigenous Hospital Liaison Officers, as well as provision of a culturally safe meeting area within the 

acute care environment. 

To synthesise the findings from this program of research, a thematic analysis was conducted 

of the findings from all four studies. Categories were formed of similar themes by analysing what they 

stand for and referring to discussions presented in respective chapters in which they are deliberated 

in detail. For the purpose of integration, the themes from each study were then further analysed to 

develop general themes explaining global meanings, significance, and relevance of the overall findings. 

Common themes were grouped together (Petty, Jarvis, & Thomas, 2018), resulting in identification of 

three final themes, including the impact of colonisation history on Indigenous health care experiences, 

cultural difference and its impact on Indigenous health and impact of the power differentials and the 

healthcare systems on Indigenous health.   

A summary of findings from the four studies is presented in Table 7.1, while Table 7.2 shows 

how findings were combined to form three final themes for integration.  These three themes will now 

be discussed.
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Table 7. 1: Summary of key findings 

 
CHAPTER 

 
STUDY METHOD 

 
RESEARCH OBJECTIVES 

 
MAIN FINDINGS 

3 Qualitative: metasynthesis of 
qualitative studies 
 

Appraise current evidence on Indigenous 
peoples’ experiences of health care 

Participants: 
1. Felt like strangers in a strange land 

• Communication challenges 

• Environmental restrictions 
2. Encountered dysfunctional interactions 

• Poor interpersonal relationships 

• Isolation of individuals 
3. Suffered stereotypes and assumptions 

• Indigenous status 

• Socioeconomic disadvantage 

4 Qualitative: exploration of 
Indigenous hospitalisation 
experiences 

Explore current experiences of acute 
health care 

Participants were: 
4. Affected by the impact of their past encounters 
1. Family dying young  
2. How they were brought up within the colonial policies/rule 
3. Associating hospital with death 
5. Confronted the reality of the present  
4. Pretty sick when coming in 
5. Use of big words by health professionals (doctors)  
6. Disrespect and assumed lack in knowledge 
7. No cultural spiritual aspects in care- scared participants 
8. Isolation from culture, family, and other Indigenous people 
6. Anticipated a better future 
9. More cultural education for staff 
10. Young Indigenous people to take up health careers 
11. Better preparation for discharge especially home support- 

medication/referrals 
12. Participants desired to go back home and influence better 

health attitudes in their communities from what they had 
learnt through their experiences 
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5 Quantitative: systemic review 
of CVD programs 

Explore the effectiveness of current 
cardiovascular programs designed for 
Indigenous people 

7. Limited integration of Indigenous culture in programs 
8. Dominant biomedical approach to program design and 

evaluation of programs 
9. Limited reflection in acknowledgement of diversity 

6 Qualitative: autoethnography 
of researcher experience 

Reflect on the research experience of 
researching with Indigenous people 
practice 

10. Dominant mainstream approaches to research 
11. Lack of examples on how to integrate Indigenous values in 

research processes 
12. Training, designing & evaluation of research is 

predominantly through mainstream lens 
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Table 7. 2.  Final themes for integrated discussion 

INTEGRATED THEMES FROM THE FOUR STUDIES FINAL THEMES RECOMMENDATIONS 

13. Affected by the impact of their past encounters 

• Family dying young  

• How they were brought up within the colonial policies/rule 

• Associating hospital with death 

14. Confronted the reality of the present  

• Pretty sick when coming in 

• Use of big words by health professionals (doctors)  

• Disrespect and assumed lack in knowledge 

• No cultural spiritual aspects in care- scared participants 

• Isolation from culture, family, and other Indigenous people 

15. Limited reflection in acknowledgement of diversity 

• Indigenous sensitive aspects -Access, empowerment, 

collaborative partnerships, meaningful relationships 

• Provision of support to individuals- transport, family 

support, professional support 

1.Impact of 

colonisation on 

Indigenous health 

care experiences 

1.   Staff training regarding impact of colonisation on the health of Indigenous 

people. 

2. Bi-directional teaching and learning between staff and patients/Indigenous 

staff through working together approach.   

3. Integrate Indigenous culture and knowledge by increasing Indigenous 

health-care workers in clinical teams and numbers of non-Indigenous 

health staff being educated in cultural safety and development of an 

inclusive environment and providing patient centred care. 

16.  Felt like strangers in a strange land 

• Communication challenges 

• Environmental restrictions 

17. Encountered dysfunctional interactions 

• Poor interpersonal relationships 

• Isolation of individuals 

2. Cultural 

difference and its 

impact on 

Indigenous health 

4. Treat patients with dignity and respect in manner of communication and 

how to address them by preferred name or tittle. 

5. Practice holistic health care through recognition of individual needs, such 

as spiritual aspects by providing space for traditional worship and knowing 

the traditional custodians upon whom some Indigenous people pray to.  

6. Indigenous cultural training and education for health-care providers as 

early as possible in their career training and hospital orientation programs 
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18. Suffered stereotypes and assumptions 

• Indigenous status 

• Socioeconomic disadvantage 

7. Create opportunities and space for expressing cultural connections such as 

outdoor spaces as a meeting place or meditation areas 

19. Limited integration of Indigenous culture in programs 

• Employment of Indigenous staff 

• Understanding local conditions 

• Patronising tendances 

20. Dominant biomedical approach to program design and 

evaluation of programs 

• Focus on physiological parameters 

• Focus on behavioural risks- smoking, alcohol, diet 

• Quantitative measures of effectiveness 

21. Limited reflection in acknowledgement of diversity 

• Indigenous sensitive aspects -Access, empowerment, 

collaborative partnerships, meaningful relationships 

• Provision of support to individuals- transport, family 

support, professional support 

22. Dominant mainstream approaches to research 

• Focus on conventional methodologies in literature 

23. Training, designing & evaluation of research is 

predominantly through mainstream lens 

• Lack of Indigenous methodologies 

• Neglect of participant perspectives 

3. Impact of the 

power 

differentials and 

the healthcare 

systems on 

Indigenous health 

8. Self-reflection for healthcare services to ensure a culturally safe 

environment, that is welcoming to Indigenous people by providing 

Indigenous specific information and recruitment of Indigenous people in 

clinical areas. 

9. Operate within a strengths-based perspective and use strengths-based 

approaches that empower Indigenous communities and individuals by 

involving them in healthcare plans, and considering what they know and 

then build on that instead of assuming lack of knowledge 

10. Respect patients/clients’ choices and beliefs while empowering them via 

informed decision making and incorporation family support that reflects 

their kinship system and invite families participate in the care decisions as 

appropriate 

11. Critique power imbalances on the wards during interaction with Indigenous 

patients by practicing active listening and involving them in the decisions 

for their care.  

12. Collect feedback from patients and significant individuals to patients to 

assess effectiveness of current practices within healthcare that can be part 

of the continuous quality evaluation processes and research to ensure 

sustainability and improvement of practice 
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Integrated findings 

Impact of colonisation on Indigenous health care experiences 

The first theme concerns a long-standing issue of colonisation in Australia and other countries 

that experienced colonial administration. A colonial past has formed the disproportion in health 

between Indigenous and non-Indigenous peoples in Australia as well as in other first nations such as 

Canada, with Indigenous people experiencing a disproportionate burden of ill health (AIHW, 2018a; 

Brook-Cleator, Phillips, & Giles, 2018; Eckermann et al., 2010; Vos et al, 2009). Colonisation has been 

described as having been maintained in healthcare systems (Brook-Cleator, Phillips, & Giles, 2018; 

Hole et al., 2015; Reading, 2015) due to a lack of change in the way healthcare is managed and 

operated with no integration of Indigenous knowledge.  

 

From my findings it is evident that colonisation is the ever-present elephant in any room 

where Indigenous people gather (D’Eon, 2016), worldwide and locally in Australia (Mbuzi et al., 2017a, 

2017b). Participants in the narrative inquiry study expressed concern that nothing had really changed 

in Australia because the same structures and processes remain with the same type of people holding 

power. The same institutions that hurt them during colonial times remain and continue to dominate 

both their individual and public lives. Because of this, hospitals are associated with governments and 

oppression of Indigenous people. As well, they associate hospitals with death because of the 

disproportionately high death rate they experience among family members (Mbuzi, Fulbrook, & 

Jessup, 2017b), as reflected by participants in their narratives. This highlights a need for strengthening 

the use of Indigenous hospital liaison officers and Indigenous care pathways, to show Indigenous 

people that they are expected to be discharged back to their community, not to die in hospital. 

 

The subtle remnants of colonial policies, such as racism and stereotyping are experienced in 

the contemporary through paternalistic views in which Indigenous voices are not heard and use of a 

deficit-based approach to Indigenous health, which focuses on fixing what is wrong with Indigenous 

people to cause their health problems (Eckermann et al., 2010; Paradies et al, 2015; Sherwood, 2013). 

Further, racially negative assumptions, such as looking down on them as drunks, and lack of respect 

for Indigenous people’s views by not genuinely including them in care planning, have continued to 

disadvantage Indigenous people and produced inequitable healthcare outcomes (Eckermann et al., 

2010; Paradies et al, 2015; Sherwood, 2013). If healthcare professionals were to at least learn a 

greeting ritual or welcome and ask about and listen to Indigenous patients’ stories and concerns, this 

could go a long way in addressing these issues. Healthcare facilities and professionals could be 
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encouraged to make use of government information resources, such as the Australian Indigenous 

HealthInfoNet (2018b), which provides Indigenous specific information and support. 

 

Aspects of the impact of colonisation were expressed across all four studies as being the main 

root of most current Indigenous health problems and this is consistently mentioned in literature 

addressing a variety of healthcare settings (Browne, Smye, & Varcoe, 2005; Rix 2019; Sherwood, 

2013). Participants revealed how they are affected by past experiences of colonial policies, such as 

lack of familiar language at the bedside to communicate health issues. They reflected that they felt 

they were actively experiencing the remnants of these concepts through a disrespect they experience 

to their culture due to lack of its expression at a local clinical level. They stated that walking into the 

hospital setting made them feel like a foreigner due to a lack of anything that resembles their culture. 

This included language and food; hence the statement, we are not yet welcome into hospitals was 

expressed by participants (Mbuzi, Fulbrook & Jessup, 2017b). This draws attention to a need for use 

of an Indigenous specific information brochure to provide to hospitalised Indigenous patients. This 

could contain a welcome from the traditional local custodians of the land, and information about the 

hospital meeting place for yarning, as well as some key words and phrases useful for hospital 

treatment. 

 

The causes of health disparities are complex, owing to the impact of the history of 

colonisation, and these affect a variety of socioeconomic, psychosocial and other lifestyle factors 

(Wilson & Barton, 2012). There are still, therefore, many unresolved issues, particularly power 

inequalities and attitudes. Some assumptions that are held by the public keep diminishing the impact 

that colonisation had, by perceiving that it occurred in the past and should not be an issue for current 

Indigenous health and social positioning. Colonisation promoted racism and segregation, to the 

disadvantage of Indigenous people; and further, their way of life and identity were stripped, their 

beliefs and traditions devalued, and culture and language taken away (Mitchell, 2007; Sherwood, 

2013). The concept of difference was not accepted, and cultural homogeneity was promoted, in which 

western ways were the order of the day (Sherwood, 2013). The hurt from this experience is still 

present and needs to be acknowledged in order to start the healing process for Indigenous peoples. 

Using a local greeting and referring to the local traditional landowners would show Indigenous 

patients that hospital staff do recognise cultural differences. 

 

The findings from this program of research revealed how the impact of colonial activities and 

policies still affect Indigenous peoples’ experiences of health care. Across the studies, colonisation was 
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a common explanation for Indigenous peoples’ poor experiences with health care in a multitude of 

healthcare settings (Mbuzi et al., 2019a; 2017b; 2018). This is because, while colonisation 

discriminated against Indigenous people, it also created dependency among them through 

paternalistic systems and control. They were forced into a socioeconomic crisis due to lack of 

opportunities for education and employment. Similar explanations have been presented in studies 

elsewhere in which colonisation has been described as a determinant of Indigenous health (Artuso et 

al., 2013; Worrall-Carter et al., 2016). The socioeconomic hardships experienced by Indigenous 

patients and families highlight the need for governments to fund and provide assistance with travel 

and accommodation for those travelling from regional areas to tertiary hospital settings. The system 

that is currently in place is not user-friendly. Participants in study one reflected on the fact that the 

process used to access funds is demeaning because it made them feel like they were beggars. At the 

same time, the process is complex for an everyday person, such that participants said it was easier 

just to abandon the idea of asking for assistance. Ideally social workers would assist with this process, 

but hospitals could also seek local volunteers for Indigenous support and assistance to access funds. 

It also would help to have Indigenous staff that are part of the clinical team and are co-located within 

the hospital. It is important in this case to implement strategies that will help address colonisation 

remnants, such as recruitment for more Indigenous staff. Currently there are only a few positions for 

Indigenous staff in acute care facilities, and in most cases, they operate as a separate entity and not 

as part of the treating team. The research site for this program of research has demountable offices 

for the Indigenous team on the periphery of the hospital. Indigenous Hospital Liaison Officers are not 

readily available on each ward. They come in like visitors. This separation keeps the two cultures apart 

and bi-learning is not possible. Working together may help the identification of issues as well as 

solutions and strategies to implement as a team (Mbuzi, Fulbrook, & Jessup, 2018). 

 

Cultural differences and its impact on Indigenous health 

 

Study findings revealed that the power of the dominant culture is underestimated by health 

services providers and healthcare professionals in mainstream health. A focus on biophysical 

treatment approaches to healthcare ignores Indigenous viewpoints and culture (Mbuzi, Fulbrook & 

Jessup, 2018). Lack of actual Indigenous culture within wards communicates to participants a lack of 

respect and acknowledgement of them as a people and sends messages of an unwelcome 

environment by the health service. Adopting strategies such as an Indigenous specific information 

leaflet, with local greeting signs and involvement of local Indigenous elders, when required, for a 

welcome tradition at the bedside would be a useful resource for staff to help assist with looking after 
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Indigenous people. Study participants saw the hospital as an environment that was closed to them 

because of a lack of their own culture, such as no provision of a cultural space for their spiritual needs. 

For example, being an outdoor people, it was hard to be continuously indoors without seeing nature 

while in hospital (Mbuzi et al., 2017b). The participants longed to be outside for meditation and an 

opportunity to meet with other Indigenous people around the hospital (Mbuzi et al., 2017b), but this 

was lacking. Participants expressed this concern about the way care is given that exclude their culture. 

Provision of outdoor spaces and signs pointing the way are important inclusions for hospitals. 

The culture of a people intersects with many aspects of life, such as identity and the values 

that are held dear to them (Brook-Cleator, Phillips, & Giles, 2018; Darroch & Giles, 2016). Indigenous 

people have been forced to conform to an outsider’s view of standards to live by, including an 

approach to health (Dreachslin, Gilbert, & Malone, 2013; Sherwood 2013). A difference in culture 

brings with it a different worldview to health. For example, Indigenous people have a different belief 

system regarding health which is holistic in nature (Eckermann et al., 2010). It includes environment, 

family and spiritual concepts. It becomes difficult, for example, to be separated from family when 

seeking health care. Admitted patients have to spend night and day away from family. This made 

participants in study one and study two feel alone and insecure/unsafe (Mbuzi, Fulbrook, & Jessup, 

2017a; Mbuzi, Fulbrook, & Jessup, 2017b). Even after realising that culture is important and that it 

impacts on people’s health, integration of Indigenous culture has been limited, particularly in hospital 

settings (Mbuzi, Fulbrook, & Jessup, 2017a; Mbuzi, Fulbrook, & Jessup, 2017b; Mbuzi, Fulbrook, & 

Jessup, 2018). Across the four studies it was clear that there is much work to be done to make hospital 

care and indeed health services culturally safe for Indigenous people. Care models remain based on 

biomedical approaches, even with programs that are designed to specifically target Indigenous 

population (Mbuzi, Fulbrook, & Jessup, 2018). This highlights the need for development of skills and a 

resource base for staff on Indigenous issues that impact on health care. 

 

It has been reported that acknowledging cultural difference can bring harmony and provide 

an improved health care experience for Indigenous people (Bowne et al., 2016; Brook-Cleator, Phillips, 

& Giles, 2018). Mutual respect for this difference in culture and worldviews is required in healthcare 

practice (Brook-Cleator, Phillips, & Giles, 2018). It appears that issues of lack of integration of 

alternative views to health, in mainstream health, is a factor that has persisted (Dodgson & Struthers, 

2005). There is very little flexibility because of standardised procedures and task focused care. Lack of 

genuine consultation and lack of integration of Indigenous knowledge in health care has 

disempowered Indigenous communities. Indigenous systems of kinship and family setups of elders 
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and the power and respect they have in their communities is stripped away when they enter 

healthcare arenas (Wright et al., 2016).  

 

The kinship system, for example, may mean that the next of kin, for some patients, may be 

their niece instead of their husband, therefore, staff need to respect that. This issue was reflected in 

study two where the Indigenous kin system was not recognised and a participant, away for the first 

time, felt disrespected by staff using first names (Mbuzi, Fulbrook, & Jessup, 2017b). Staff need to 

learn to ask about preferred name or mode of address for all their patients, as part of establishing a 

therapeutic relationship (Mbuzi, Fulbrook & Jessup, 2017b). Emphasis on western constructs of health 

continue to impact and hinder inclusion of Indigenous health beliefs in current practice (Durey & 

Thompson, 2012; Li, 2017). Managing critically ill patients may require quick judgements and the 

faster rate of operation may negatively impact the treatment of Indigenous people, especially when 

stereotyping comes into play (Wylie & McConkey, 2017). It is possible to integrate better bedside 

manners that acknowledge Indigenous people’s culture and identity and enable them to contribute 

to their own healthcare decisions (Wilson et al., 2016). 

 

Deliberate planning, and implementation of ways of improving this cross-culture relationship 

is required within the practice of health care at all levels. Increased practice knowledge and promotion 

of a more effective and sustainable relationship between Indigenous Australians and healthcare, 

especially within hospitals, is crucial. This research has revealed that the relationship between 

Indigenous Australians and the healthcare system has remained socially, economically, culturally, 

psychologically, and geographically isolating. There is a need for more exploration of how healthcare 

professionals engage with Indigenous peoples. Most of the information we have about Indigenous 

people was created and disseminated by the same people who colonised and subjugated them 

(Fredericks, 2008; Sherwood, 2013; Smith, 2012).   Therefore, information to use for health care 

should be provided from the perspectives of Indigenous people, their community and families.  

 

Participants in this program of research reflected personal aspects which the health system 

ignored, such as late arrival of appointment letters due to long mailing distances. The system was then 

inflexible with appointments and timing of consultations without considering individual 

circumstances, and participants were labelled as non-compliant if they were unable to attend (Mbuzi 

et al., 2017a; 2017b). On the other hand, all that might be required is to negotiate. For example, 

flexibility in timing of program meeting or attendance proved effective to ensure participation (Mbuzi 
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et al., 2018; Tuttle et al., 2016).  Given the distances travelled, re-consideration of appointment 

making is important to accommodate those coming from far away from the health setting. 

 

Impact of power differentials and healthcare systems on Indigenous health  

 

Following colonisation and isolation of Indigenous people from their communities and culture, 

they were left with no power base to support themselves and meet their healthcare needs. They were 

forced to be dependents for everything, leading to disempowerment (Baum, 2007; Eckermann et al., 

2010; Sherwood, 2013). The damage was done politically, socially, culturally, spiritually, and 

economically, through oppression and lack of recognition or misrecognition, misrepresentations and 

disrespect of their way of life as a people, by the dominant western cultures (Baum, 2007). Their 

healthcare systems and kinships were dismantled and disabled (Eckermann et al., 2010; Hampton & 

Toombs, 2013; Sherwood, 2013; Wright et al., 2016). Family and social structures are essential as study 

participants, in studies one, two and three, placed great emphasis on family and kinship (Wright et al., 

2016). There is great value placed on each person’s role in contributing to family and community at 

large. For example, they all placed great value on the elders for their practical knowledge and wisdom 

that is used to teach and advise the community (Wright et al., 2016).  

Health systems have failed at many levels to acknowledge Indigenous beliefs regarding health 

by dominating the everyday procedures, traditions, communication styles and a general outlook 

within western ways and beliefs. Family inclusion and the practicing of family centred care suits 

Indigenous patients and should be used more in the hospital setting. This is part of culturally congruent 

care (Wiebe & Young, 2011), where a trusting relationship is established through respectful 

communication, a welcoming and flexible environment, and culturally responsive and accessible social 

and spiritual supports. 

Although from a spirituality perspective there was a mix of both Christianity and other 

religions among the participants (Mbuzi, Fulbrook, & Jessup, 2017b), it was important to acknowledge 

the native spiritual aspects which are practiced in many ways among Indigenous peoples, because 

they use these aspects to guide their approach to life in a sacred and holistic manner (Eckermann et 

al., 2010; Sherwood, 2013). Participants expressed concerns over a lack of spiritual aspects within the 

acute care setting. For example, this research revealed that staff did not find it needful or important 

to at least know the traditional owners of the land, and the organisation had not considered provision 

of space for Indigenous spiritual activities such as outdoor meditation spaces, yet they have provided 

a chapel for other worshippers (Mbuzi, Fulbrook, & Jessup, 2017b). This demonstrates the power that 

non-Indigenous people have and the advantageous position they hold because their culture is 
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dominant, and standards are set within their belief systems. This again highlights the need for 

Indigenous specific resources, such as a meeting space and information about other spiritual 

requirement within hospital settings. 

 

Study two (Mbuzi et al., 2017b) reflected the fact that, not long ago, education for Indigenous 

people was viewed unnecessary. They were forced to leave school early to work as house servants or 

cattlemen when they reached year four or 14 years of age (Eckermann et al., 2010), a situation that 

left them with no choice to progress in education that would lead to better job opportunities. 

Participants in this program highlighted the fact that there is an assumption that everyone can read, 

but not all of them could do so. Without the resources they had before colonisation and lacking 

educational resources they became dependent for jobs and even for health care needs (Baum, 2007; 

Eckermann et al., 2010). This research confirms that Indigenous people feel blamed for issues which 

were and are out of their control. It was not uncommon for participants to relate to how they are 

stereotyped as being ignorant just because of their Indigenous status and lack of western education. 

For example, participants reflected the fact that during ward rounds, the treating team would just talk 

among themselves at the bedside without involving them. In most of these instances, the team used 

unfamiliar language that the patient or relative did not understand. Participants reflected that they 

sometimes had to ask the team to explain to them in simpler terms or language.  No interpreters are 

readily available for the Indigenous population. In another scenario, a participant with a chronic 

condition was ignored when he tried to tell the treating team what works in his situation (Mbuzi et 

al., 2017a; 2017b), sending a message of devaluing his input or simply assuming ignorance. Culturally 

congruent care (Wiebe & Young, 2011) that involves the family and provision of interpreters when 

needed and support from Indigenous Hospital Liaison Officers on ward rounds, should be available. 

It is not education alone which wedged a barrier. Language was a barrier as well because in 

Australia English is the official language. Those born here, especially, Indigenous Australians who were 

even forced to comply with English speaking in all circles, are assumed to know and understand 

English. The findings revealed that, even with interpretation, it is rare to have an Indigenous 

interpreter. In most cases, family members fluent in English are relied upon as interpreters. This can 

be stressful for the family member because of cultural norms in which, for example, a daughter or son 

is not able to explain in detail to a parent issues to do with private affairs, like urinary catheterisation 

for lack of words or fear of being disrespectful (Mbuzi et al., 2017a). Without understanding the 

language, participants can be seen as ignorant. Lack of understanding the used language imposes 

power differentials. Healthcare professionals should recognise that other forms of communication can 
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be used, such as cards with pictures or common words in Indigenous language for use in clinical areas 

(Queensland Government, 2016). 

Moving into the future 

The marginalisation of Indigenous people’s views revealed in this program of research points 

to the need for developing future healthcare approaches that are culturally and physically safe for 

Indigenous populations. There is a need to go past a superficial understanding of Indigenous culture 

by actively involving and engaging patients and their families in identifying what they see as a service 

that is culturally safe, and a service that empowers Indigenous clients/families/communities to be 

active participants in the determination of care needs and solutions. The starting point is to be 

culturally competent by implementing aspects in practice that acknowledge Indigenous peoples; but 

this must go beyond knowledge, by practicing respectful communication, engagement, empowering 

Indigenous identity, and policies that encourage ownership and shared decision making. Training 

courses with meaningful content and outcomes are key to this. These courses must be planned and 

preferably delivered by Indigenous people. 

 

Practices and strategies that contribute to transformation of views and attitudes of health 

professionals as well as health service organisations are required. This can create culturally safe 

healthcare which utilises strategies to enable decolonisation of care through awareness of the impact 

of the history of colonialism, racism, and discrimination. Healthcare service organisations can commit 

to building partnerships, sharing of power, and decision-making in the provision of care that considers 

Indigenous people’s points of view. One example of building partnerships is for the role of the 

Indigenous Hospital Liaison officer to be based on specific wards. This can be beneficial by being 

readily available on the ward for both patients and staff instead of just being a visiting staff member. 

They must be fully incorporated into daily health care, ward rounds and team meetings and not 

separated to an outside building. 

 

Health service providers and individual clinicians need to practice analysis of positional 

powers, including colonisation constructs that restrict cultural norms or values of Indigenous people, 

genuinely investigating issues from the larger context and perspective in which care is provided. Lack 

of reflective practice has left many Indigenous clients and families with unmet care needs, such as 

spiritual and emotional needs, despite it being an important part of care. Participants voiced hope for 

a better future through healthcare models that are inclusive. Instead of depending on a biomedical 
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approach to health service provision, which mainly focuses on physiological ailments, health 

organisations must offer strategies that have the potential for delivery of ethnically acceptable and 

culturally congruent care which considers the cultural, political and social constraints that impact on 

Indigenous health as well (Gorman, 2017). Participants in this research were concerned due to lack of 

traditional aspects of care, such as a smoking ceremony (Mbuzi et al., 2017b). An example to address 

this concern would be designing alternate ways to incorporate a smoking ceremony at the bedside. 

This can be in the form of periodic involvement of local elders to perform the ceremony and can be 

done outdoors but be representative of cleansing the whole hospital. The activity can be incorporated 

into the yearly National Aboriginal and Torres Strait Islanders Day Observance Committee (NAIDOC) 

activities, in which there is a week in July dedicated to cerebrating Indigenous cultural heritage 

(AIATSIS, 2017). Use of a controlled smoking device can be used for ward areas. Implementing 

something acceptable to the Indigenous community can be helpful to acknowledge this important 

Indigenous cultural aspect.  

 

Findings from study one (Mbuzi et al., 2017a; Mbuzi et al., 2018) revealed many 

recommendations to improve the experiences of Indigenous peoples of acute healthcare but these 

can only be useful if put into practice and appropriately evaluated for effectiveness. Without action 

the issues can influence perpetuating enduring inequalities of influence and privilege resulting in 

increased risk for adverse health and wellness outcomes among Indigenous peoples. It is not enough 

to be aware of the cultural aspects of caring for Indigenous people’s health, action needs to be taken. 

There should be a deliberate intent, for example, within education, policy making and research 

practices to foster transformation and offer Indigenous population groups freedom from contextual 

constraints that disempower them as they experience acute health care. Changing views must be 

reflected by acknowledging cultural variance, demonstrating onus for accommodation of diversity, 

and recognition of the role of authority and privilege in healthcare service development, delivery, and 

appraisal (Churchill, Ocloo, & Siawor-Robertson, 2017; Dreachslin, Gilbert, & Malone, 2012).  This 

impetus should be transmitted to all healthcare professionals. Having a specific healthcare team 

member as an Indigenous issues champion on every ward is one way of ensuring transmission of 

information on Indigenous issues to clinicians at ward level and promoting culturally congruent 

practices. 

Education of concepts sensitive to Indigenous worldviews should start as early as possible in 

student education and be sustained through to qualified staff. Education and training of health 

professionals has been addressed elsewhere with similar recommendations to address this and 
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strengthen courses in colleges and universities (Power, Virdun, Gorman, Doab, Smith, Phillips & Gray, 

2018; Gorman, 2017) through to inclusion of organisational cultural orientations that support 

Indigenous students as well (Gorman, 2017). Participants reflected the fact that education should be 

bidirectional in which both cultures learn from each other (Mbuzi et al., 2017b). For example, 

participants noted a lack of cultural knowledge on the part of staff where they were unable to 

acknowledge respectable positions elders hold by using their first names. Further, participants noted 

inadequate education among staff about Indigenous people which was demonstrated by their lack of 

knowledge about the traditional owners of the area in which they work (Mbuzi et al., 2017b). 

Healthcare providers need to encourage and challenge staff to recognise a need for their commitment 

to acquiring cultural knowledge and demonstrating it in their practices. 

 

There is little scholarship on approaches to culturally safe health care for Indigenous peoples. 

Identification of such approaches that are culturally acceptable and appropriate has the potential to 

deepen understanding of the type of care required and contribute to improvement of Indigenous 

people’s experiences of healthcare. Therefore, scholarship on healthcare needs to focus on 

operational conceptualisations of culture. Investigations on how to incorporate cultural aspects to 

care can lead to a culturally safe healthcare practice for Indigenous people. By designing and 

implementing strategies which can address the continued paternalistic approaches engaged during 

service provision, influenced by colonialism and dominant biomedical models (Mbuzi et al., 2018), 

Indigenous people may feel culturally and physically safe in hospital settings. Such a transformation 

will necessitate efforts at the personal, organisational, and policy level, and methods that encourage 

Indigenous autonomy.  

 

A commitment by health organisations will need to be genuine and actionable. This contrasts 

with tokenistic sentiments, such as those noted by participants in study two about flags and paintings 

that decorate most hospital corridors with no change to bedside manners, which are abundant in 

current practices (Mbuzi et al., 2017b). While symbols and writings or objects representing Indigenous 

culture, such as flags and paintings, were seen to be a great idea because they provide the 

environment with familiar artefacts, most important is the respect that individuals receive as they 

interact with a health service. Culture is not only displayed physically, but also in the way interpersonal 

relationships are built and interactions that occur (Brook-Cleator, Phillips, & Giles, 2018; Darroch & 

Giles, 2016). Again, staff need to participate in this interaction. 
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Although there are cultural training programs for health professionals, they usually lack 

evaluation of implementation into practice. The training is at an academic level and no follow-up is 

done to ensure integration into daily practice. Monitoring is only done of completion rates not of 

incorporation of the learned values into practice. Because training of staff is inadequate, this leads to 

limited and superficial knowledge which can result in gross misunderstandings and breed stereotypes 

which can worsen the situation. Previous research on healthcare delivery in various settings reveals 

that healthcare professionals display stereotypical thinking about Indigenous people and continue to 

make racist remarks during their clinical practice, sometimes unknowingly (Paradies et al., 2015). 

Findings from both study one and study two revealed that participants perceived a lack of Indigenous 

values among staff, commenting that they need to learn (Mbuzi et al., 2017a; 2017b), particularly 

about kinship and the commitment family members have to each other and their communities. For 

example, some longed for other family members to be informed directly by health professionals what 

is expected of them to support the patient upon discharge. This was important because of the shared 

responsibility they practice in families (Mbuzi et al., 2017a; 2017b). Practicing culturally congruent 

care that involves families (Wiebe & Young, 2011) would resolve some of these issues, as would 

incorporating appropriate discharge planning practices. 

 

Use of a biomedical approach, where medication, mechanical devices, and technology use has 

advanced health outcomes for patients, is a logical strategy to address and manage disease. But the 

persistent poor health outcomes of Indigenous people worldwide (Mbuzi et al, 2017a) demands a 

critical assessment and evaluation of current program approaches and healthcare models. None of 

the participants mentioned issues to do with the expertise of the professionals. All issues pointed to 

relational issues that have roots in past experiences, and elements of current experiences that reopen 

or remind them of past encounters. Communication workshops where participants practise actual 

skills would enhance the development of therapeutic relationships. Use of culturally appropriate 

resources for healthcare professional learning, such as those available online by the Australian 

Indigenous HealthInfoNet (2018b), would help to address some relational issues. 

 

Respect for Indigenous people’s culture is important. Intergenerational traumatic events 

about healthcare practices and societal positions inform Indigenous people’s perceptions. Cultural, 

economic, political, and social factors impact on Indigenous people’s experiences of acute health care. 

For example, participants in study two reflected on how they were brought up and the hardships they 

encountered that have put them in the current state, especially regarding educational opportunities 
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that might have improved their social standing. This warrants examination in the quest for improved 

contemporary approaches to healthcare for Indigenous health. This might mean staff learn an 

Indigenous language so that they are able to communicate effectively. It can be as simple as asking a 

patient their preferred name.  

 

Participants who directly experienced health care took part in this program of research to 

highlight their encounters from their perspectives (Mbuzi et al., 2017a; Mbuzi et al., 2017b). In many 

research studies the researchers and regulators are privileged, but in this study, the voices of 

participants were foremost. Although participants’ voices could be lost in the process of translation of 

a study, an effort was made to include as many direct quotes as possible from the participants’ own 

words. This program of research draws on the experiences of Indigenous participants to uncover 

essential knowledge that can enhance understanding for healthcare services and practice 

development. There is need to develop culturally suitable and effective interventions to address this 

important health issues that impact Indigenous people. Whilst strategies to address Indigenous issues 

are planned for, such as cultural orientation and presence of flags and Indigenous paintings, these 

seem to be at tokenistic levels, because patients still feel isolated and out of place while in hospital 

and at the bedside (Mbuzi et al., 2017a; Mbuzi et al., 2017b). Further planning is required to address 

these personal and relational issues. 

 

The efficacy of the present strategies remain questionable and inadequate since participants 

could not identify much of their culture in the practices at the bedside (Mbuzi et al, 2017a; Mbuzi et 

al., 2017b).  Aspects such as language, staff attitudes, communication styles, foodstuff, ward routines, 

accommodation style, relationships, time restrictions, and relocation had an impact the experiences 

they had (Mbuzi et al., 2017a; 2017b). Indigenous Hospital Liaison Officers were present to have a 

chat with patients, but this was not adequate because they were not available all the time especially 

after hours. They were also not part of the treating team and were absent for support during ward 

doctors’ rounds (Mbuzi et al., 2017b). This was a time when interpretation and support was needed 

due to language and cultural barriers. The study site, being a referral centre that provides tertiary 

health services, may have had an advantage by having IHLO services as part of the hospital 

establishment, in comparison to some that might have no one. This is why it is essential for staff to be 

culturally competent so that they are able to support their patients appropriately and allay their 

anxieties. This highlights the principle that Indigenous issues are everyone’s business.  
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Patients were riddled with fear of dying alone, especially overnight, because relatives did not 

stay by the bedside (Mbuzi et al., 2017a), a practice that is unfamiliar to their culture. Family members 

travelled with the sick to provide support and would stay around the hospital for as long as they could, 

but had to retire for the day, which frustrated both the patients and relative (Mbuzi et al., 2017a). 

Overall acute healthcare settings feel unsafe for Indigenous people. Lesson can be learned from 

paediatric healthcare model where a family member is accommodated at patient’s bedside overnight 

or provision of relatives’ rooms near to the ward. 

 

Tokenistic gestures were acknowledged by participants and these activities were not enough 

to impact real change at the bedside, as well as service level. Business was run in western ways; an 

approach that devalued their ways of life. They hoped for a better experience where they would feel 

the acceptance, acknowledgement, respect, reciprocal treatment, and recognition that they are a 

unique group of individuals, with unique values that need to be integrated in their health care. 

Organisations are obligated and must take initiative to improve Indigenous peoples’ stories of 

experiences of health care; showing genuine interest in Indigenous culture by, for example, taking part 

in championing projects and being actively involved in celebrating the difference.  

Conclusion 

The synthesised findings indicate the complexity of health care and challenges encountered 

that go beyond technical methods of healthcare delivery alone. Across the studies it was clear that 

Indigenous people, in the main, did not experience acute healthcare in a positive way. They still meet 

challenges that make their experiences uncomfortable beyond the discomfort from their physical 

conditions for which they seek acute health care. Use of unsatisfactory health models continue to fail 

efforts by the health systems towards improved health outcomes for this population. Insistence on 

biomedical approaches and procedures that neglect interpersonal interactions, recognition of 

individual strengths, cultural beliefs and historical traumas have worked against efforts towards 

improved health outcomes for Indigenous Australians. The healthcare settings have been part of this 

process of domination, discrimination, stereotyping and pure racism have been exercised. Coming to 

hospital brings feelings of isolation. Hospital settings are riddled with western ways of approach to 

healthcare and all the processes and procedures are modelled around a western medicine train of 

thought. A biomedical approach is convenient and can reveal evidence-based practices, practices that 

seem effective and efficient, but they fail to integrate individuality of circumstances especially those 

concerning the cultural and social factors of an encounter as seen from individuals, especially the 

perspectives of Indigenous people. 
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At the time of completion of this program of research, the research site had become one of 

the sites for a project known as the Lighthouse Project. Through this initiative, visual representations 

of Indigenous culture have been implemented.  A space for Indigenous people has been provided in 

the form of a garden with some edible Indigenous plants and mural paintings. Further, maps 

representing different Indigenous countries have also been placed strategically throughout the 

hospital, and a statement of commitment and acknowledgment of traditional owner of the land on 

which the hospital is built. This is a step forward because the items are educational and a source of 

conversation for staff and visitors, and a visual reminder to recognise and respect. A health 

professional champion program has been initiated to have individual on treating teams driving 

Indigenous issues in their workplaces. 

Chapter summary  

This chapter provides an integrated discussion of findings of this program of research. It also 

discusses main points from across the studies that consists this program of research. There are key 

issues that are discussed which impact on the experiences of Indigenous peoples with health care, 

particularly hospital care. The main issues include history of colonisation, difference in cultures and 

the power differences that impact on health care as experienced by Indigenous peoples. The chapter 

that follows presents the overall conclusions and the highlight in terms of contribution of the program 

of research to the body of knowledge. Strength and limitations are presented, and recommendation 

are suggested for clinical practice, future research and policy making. The following chapter presents 

concluding remarks. 
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Chapter eight: Recommendations and conclusion 
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Overview of the chapter 

The previous chapter presented an integrated discussion of the overall findings of this 

program of research which explored Indigenous people’s experiences of acute healthcare. The 

Indigenous story of health care experiences was discussed and situated within healthcare practices. 

The preceding chapters provided the background for this program of research, inclusive of my own 

impetus, and identified concerns regarding Indigenous people’s experiences of acute health care 

within varied healthcare organisations.  

 

This final chapter presents a conclusion to the program of research, which includes the 

contribution of the program as well as recommendations for policy, clinical practice and research. The 

chapter concludes with a review of strengths and limitations of the program. The value of the research 

is highlighted in the form of new insights and understanding that the program brings to the area of 

Indigenous healthcare encounters. Finally, recommendations are made for future research and 

healthcare practice, based on the information gathered through appraising literature and conducting 

studies of Indigenous healthcare experiences. I hope that the provision of recommendations will be 

the beginning of another chapter for the story of Indigenous people and healthcare. 

The narrator’s conclusion 

My program of research was designed to increase understanding of the central issues related 

to Indigenous people’s acute care experiences and was conducted around cardiovascular health. The 

cardiovascular health area was appropriate because reports indicate a higher incidence of 

cardiovascular disease among Indigenous Australians. It was also of clinical interest to me because the 

research site is a cardiac hospital where I work and see Indigenous patients and their relatives come 

for treatment of their cardiac condition. I anticipated that conducting this research would provide rich 

insights if participants were Indigenous people who were able to provide information on the 

unacknowledged contextual and subjective factors. Information that may explain the continued 

prevalence of higher burden of ill health among Indigenous people and the perception they might 

have about the care they receive. 

I had previously assumed that that barriers to better health care among Indigenous people 

was a consequence of deficiencies in their own knowledge and self-negligence resulting from 

insufficient education and complacency. This program has allowed me to realise that there are deeper 

issues than seen which are rooted mainly in the colonial history of Australia and its peoples. Telling 

the story of Indigenous people and their encounters with health care took me on a journey that 
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revealed perspectives from a worldwide scene to the local Australian context. I had not appreciated 

the barriers to access of health care that Indigenous peoples encounter, and I believe there are a lot 

of non-Indigenous people with no knowledge of the full scope of issues that influence Indigenous 

health. The oppression and marginalisation of Indigenous people contribute immensely to the 

disproportionate poor health outcome of this population. I can see that it is important to view 

Indigenous health from a holistic point which includes historical, socioeconomic, psychosocial and 

cultural factors that impact Indigenous health. 

Reviewing research question and aim 

The main research question that was addressed in this program of research was:  

What are Indigenous people’s experiences of acute care? 

Six objectives were to be achieved to assist in answering this question. These included: 1) 

designing a program of research through selection of a suitable methodology, 2) appraising literature 

for current evidence on Indigenous peoples’ experiences of health care on  a global level, 3) conducting 

a narrative to explore experiences of Indigenous peoples, 4) appraisal of literature through a 

systematic review to investigate effectiveness of programs for Indigenous peoples cardiac health, 5) 

reflection of the experience of researching with Indigenous people, 6) integrated discussion of overall 

findings, and then finally the provision of recommendations from the overall findings of the program 

of research for practice. The objectives were achieved through the Indigenous story which was viewed 

from different perspectives and recommendations can be drawn from the findings of the program, to 

inform an understanding for education, clinical, policy making, and research practice.  

 

The studies provided triangulation of information by investigating the story of Indigenous 

people’s experiences from different angles. The story started from a worldwide perspective through 

to national, and local Australian contexts. As a researcher I provided commentary and presented how 

I see issues from where I was positioned in the process of this investigation. This story is open for 

readers to situate themselves in and appreciate the Indigenous story of healthcare experiences.   

 

Chapters one and two addressed the research background and choice of methodology that 

informed the research. Chapter three, four, and five provided rich and in-depth stories by the 

Indigenous participants in a variety of settings, as they presented what they find to be issues that 

bother them and how they wish things would be in their experiences of health care. Chapter seven 

and eight are about the main lessons learnt and how these can be put into practice. They achieve the 
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objective of integrating the findings to draw recommendations for practice. This final chapter 

therefore continues to tell the Indigenous story by focusing on the implications and the 

recommendation for future practice. Table 8.1 presents the chapters relating to the type of study 

methods used in each chapter to achieve objectives of the research program.  Table 8.2 is a 

presentation of how each objective was achieved and significant findings that point to new knowledge 

acquisition towards understanding Indigenous people’s experiences of acute health care. 

 

Table 8. 1. Chapters and corresponding objectives of the study.  

 

 

 

 

 

 

OBJECTIVE CHAPTER STUDY METHOD 

1 Design a program of 
research 

 
Chapter 1 
Chapter 2 

• Introduction of the study area and approach of the 
study 

• Outlining of the processes followed in the program of 
research  

2 Appraise the current 
evidence on Indigenous 
peoples’ experiences of 
health care 

Chapter 3 
Chapter 5 
 

• Qualitative: metasynthesis of qualitative studies 

• Quantitative: systemic review of CVD programs 

3 Explore current 
hospitalisation 
experiences of 
Indigenous peoples 
related to acute cardiac 
care 

Chapter 4 • Qualitative: exploration of Indigenous hospitalisation 
experiences 

4 Explore the effectiveness 
of current cardiovascular 
programs designed for 
Indigenous people 

Chapter 5 • Quantitative: systemic review of CVD programs 

5 Reflect on the research 
experience of researching 
with Indigenous people 

Chapter 6 • Qualitative: autoethnography of researcher 
experience 

6 Discussion of findings and 
provide 
recommendations for 
clinical and research 
practice in Indigenous 
health 

Chapter 7 
Chapter 8 

• Integration of conclusions from the program of 
research to enable recommendation, highlight 
strengths and limitations. 
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Table 8.2: Summary of research objectives and main findings 

Research objectives Chapter Main findings 

Appraise current evidence on 
Indigenous peoples’ 
experiences of health care 

3 • Evidence indicates that there are challenges 
faced by Indigenous people worldwide when 
they encounter acute health setting 

• Indigenous people continue to encounter 
stereotyping and isolation during access to acute 
health care 

Explore current experiences of 
acute health care 

4 • New care models are needed that integrate 
Indigenous values and culture such as spirituality 

• More knowledge required by health 
professionals about Indigenous issues such as the 
impact of history on Indigenous perceptions of 
acute health care 

• Recognition of sociocultural aspects that impact 
Indigenous health 

Explore the effectiveness of 
current cardiovascular 
programs designed for 
Indigenous people 

5 • There is limited integration of Indigenous culture 
and health worldviews in the planning and 
implementation of programs designed for 
Indigenous people cardiovascular health 

• Program continue to be designed using 
biomedical approaches 

Reflect on the research 
experience of researching 
with Indigenous people 
practice 

6 • Place Indigenous issues central in the practice of 
healthcare 

• Be open to other ways of knowing and practices 

• Reflect on own practices and culture to improve 
healthcare delivery to Indigenous people that 
would have an impact and better outcomes 

 

Contribution to new knowledge base 
  
Level of evidence 

 

This program of research largely utilised qualitative methods to investigate Indigenous 

people’s experiences of healthcare, with an aim to gain understanding and insights for use in 

healthcare practices. Three of the studies utilised qualitative approaches. In the main, levels of 

evidence address effectiveness of intervention studies, and sit well with quantitative approaches and 

the designs used in this approach. Therefore, studies with purposes such as intervention, diagnosis, 

prognosis, aetiology or screening effectiveness readily fit in the current levels of evidence or hierarchy 

of evidence (Jones, 2007). Qualitative hierarchy of evidence is not well established or even existing 
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currently although suggestions have been made. Although the place of qualitative methodologies has 

expanded (Jones, 2007), the levels of evidence for qualitative has remained unestablished. As a result, 

qualitative research evidence has continued to be compared to quantitative research outcomes in 

terms of level of evidence and does not fare well.   

 

The purposes for conducting research are different in each of the main research 

methodologies. Qualitative research approach focuses on gaining understanding while the 

quantitative one focuses on effectiveness of intervention for practice (Jones, 2007). I agree with Jones 

(2007) in saying that “Understanding why an intervention failed may be even more important than 

recognizing that it was a success, and the importance of qualitative studies of the attitudes, beliefs, 

expectations, and behaviours of patients, particularly in relation to changing their behaviour in 

response to educational or public health interventions cannot be overestimated” (Jones, 2007. p. 321). 

Further, use of qualitative research methodologies in “which the fine grain of interactions are 

analysed, using audio transcriptions alone or in conjunction with analysis of video material, are 

capable of providing acute and important insights into the core of medical activity- the consultation 

between doctors and their patients” (Jones, 2007 p. 321). In this program of research, I intended to 

understand what it is like for Indigenous people when they access health care. This understanding can 

then be utilised in improving their experiences through practice change. 

 

The studies included in the first study, metasynthesis of qualitative studies, were appraised 

using Critical Appraisal Skills Programme tool for qualitative studies (CASP, 2013), and the overall 

outcome was that they were of high quality because they scored between 7 and 9 out of 9 criteria 

questions and details are in Chapter three.  The second study utilised qualitative methods as well. 

According to the hierarchy of evidence specific to qualitative research outcomes, the highest level are 

studies that can be transferable (generalisable) to different settings. The findings of study two are 

readily transferrable. This is because the sample of participants came from a variety of regions, 

gender, age groups and involved both patients and relatives (Mbuzi et al., 2017b). The principles for 

evaluating the input of qualitative studies in health, developed by Daly, Willis, Small, Green, Welch, 

Kealy, and Hughes (2007), which leads to a grading of evidence for qualitative methods studies was 

applied for the qualitative studies in this program of research (Table 8.3).  According to Daly and 

colleagues’ (2007) proposed hierarchy of evidence for qualitative research studies, the studies in this 

program have been placed at level I, which is the highest. The overall findings and triangulation of 

research study approaches enriches the evidence to provide for practice and policy insights. 
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According to the JBI (2013) levels of evidence, only the systematic review (Chapter five) was 

measured against the level of evidence provided because it appraised quantitative studies. Two sets 

of studies were used, and these were randomised controlled studies and quasi-experimental studies. 
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Table 8. 3. A hierarchy of evidence for practice in qualitative research study types and levels.  

Source: Daly, Willis, Small, Green, Welch, Kealy, and Hughes, 2007 
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Appraisal was done separately using JBI tools. The randomised studies were assessed to be 

moderate in quality and placed as having evidence at level 1.c, while the rest were at level 2.d (JBI, 

2013). According to the schema of viewing levels of evidence, the three qualitative studies were at 

level 5. As discussed in chapters one and two, the value of directly asking Indigenous people about 

their experiences and giving them a voice far outweighs the scientific value of research in terms of 

influencing future practice. For the types of practice changes required, a more personal level of 

understanding and commitment is essential. Qualitative studies provide rich and meaningful data 

which can be more readily incorporated into values-based practice. For example, for health 

professionals to know what to do, they should learn some welcome processes or words in local 

language and check how to address their patients, and such learning is best brought about by hearing 

directly from their patients. Research that collect direct data from participants, such as that conducted 

using qualitative approaches, assist in that learning. Qualitative research provides impetus for change 

in attitudes, processes, and relationships, more than the statistics of ill health of Indigenous 

population which is the usual research results provided in most healthcare studies. 

 

The key findings of individual studies contained in this thesis provide insights and highlight the 

significant contributions to the body of knowledge regarding Indigenous people’s acute healthcare 

experiences, and build on the works of other researchers (Anderson, Cunningham, Devitt, Preece, & 

Cass, 2012; Artuso, Cargo, Brown, & Daniel, 2013; Green, Anderson, Griffiths, Garvey & Cunningham, 

2018, McGrath, 2006; McGrath & Rawson, 2013; Worrell-Carter et al., 2016). This research project fills 

a gap in literature on the importance of incorporating Indigenous perspectives in healthcare to 

facilitate improved access to mainstream healthcare by Indigenous Australians. It is only the 

Indigenous people who can provide information about their cultural, economic, personal, physical, 

psychological, social, or spiritual perspectives that impact their health. Interviewing Indigenous 

participants achieved that. The information added to the understanding of health in a holistic sense 

by revealing the importance of viewing a patient being who needs all aspects of life to be incorporated 

holistically to achieve wellness and in this case, improve hospitalisation experiences.  

 

The research objectives and the key findings of the studies have contributed to the extension 

of knowledge around Indigenous people and their hospital/acute care experiences. Building on the 

literature reviews in chapter two and five, it was identified that although research has been conducted 

in Indigenous health, most cases Indigenous methodologies have not been promoted. There is more 

emphasis on biomedical issues and less psychosocial focus within the hospital/acute settings which 

has made implementation of strategies to address Indigenous access and experience needs of health 
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care non-existent. Most cultural considerations are not adequate and provide little knowledge 

because they are provided in haste through cultural training programs which are put in place, in most 

cases to fulfil a standard/requirement, while in practice the insights are not integrated.  

  

Indigenous Australians are different from other Australians in that they have their own distinct 

beliefs about life in general and worldviews on health. Healthcare systems need to recognise the 

benefits of Indigenous knowledge and integrate these in clinical practice. It is easy to dismiss the 

differences in favour of globalisation or standardised care approaches, but recognition of the 

differences may contribute to improved health outcomes of Indigenous peoples. Lack of reflection of 

cultural aspects of Indigenous people denies them their human right and identity, making them feel 

like strangers in hospital settings. Individual perception of an illness as well as their cultural, social and 

economic dispositions predispose people to how they use health services. Health service providers 

may focus on availability of material resources, process structures, procedures and regulations 

through which the health services are delivered, but there is need to modify both resources and 

population characteristics to ensure continuing of effective provision of services. The degree of 

adjustment can determine the functional relationship that can develop between the consumer 

population and the health facilities that service them.  

Strengths and limitations of this research program 

Strengths 

The triangulation of sources of evidence in this program of research have strengthened the 

level of evidence of this program. The use of storytelling as the thread linking the studies strengthened 

the process of gathering evidence that can inform our understanding of Indigenous people’s 

experiences of acute healthcare. Use of stories from a worldwide perspective and then Australian 

context strengthened the research program findings on which to base recommendations. 

 

A qualitative research approach strengthened this study because of the provision of 

comprehensive participants profiles on how they experienced acute health care. The approach 

allowed multiple perspectives on the experiences of Indigenous people to be elicited. Although this 

program of research focused on experiences around acute health care, and particularly heart health 

settings, themes that were identified are readily transferrable to most healthcare settings. They deal 

with respect for people, and acknowledgement of difference in healthcare provision. The subjugated 

position of Indigenous people in the health care hierarchy demands that their experiences and 

perspectives be given consideration through use of their individual stories.  
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Further, the strength of this program of research was enhanced through rigorous appraisal of 

literature on the topic by using multiple approaches, including, metasynthesis and systematic review. 

Investigation of the status of Indigenous hospitalisation experiences brought the issues to the current. 

Researcher experience reflections was included as part of the study to reflect co-construction 

partnership that occurs in qualitative research studies and to promote rigour. All these aspects 

strengthened and enriched the understanding of Indigenous people’s healthcare experiences and 

factors that influence their perspectives. 

 

Participants came from various regional areas and varied in age and gender. This strengthened 

the recruitment of participants by providing a combination of different experiences to strengthen the 

data of the study. Different backgrounds of participants came together to provide an aggregated story 

of hospitalisation experiences for Indigenous Australians. It is hoped that the findings would alert a 

reader to the complexity of Indigenous health care experiences. The importance of considering the 

influences that impact healthcare experiences for Indigenous people is vital. For this purpose, 

qualitative approach strengthened the study outcome due to its focus on human experience. 

Limitations 

This program of research was conducted at one site. This site may not be representative or 

typical of experiences from other hospitals. The hospital is an interstate referral centre which may 

have advantages in terms of resources available for use, such as having Indigenous Hospital Liaison 

Officers who are available daily. This is a limitation because one centre cannot adequately reflect all 

issues experienced by Indigenous peoples elsewhere within acute care institutions. Also, this was 

mainly a qualitative research program that focused on acute care experiences of participants. The 

program, therefore, did not cover experiences encountered prior to admission, discharge plans and 

post discharge care. These are essential for information that might impact Indigenous peoples’ health 

and hospital experiences. Further investigation of these issues is recommended. The program 

provides current contextual experiences of a single hospital which can limit its reflection of issues. 

Despite this limitation, a comprehensive metasynthesis and systematic review offered a wide range 

of patients’ and relatives’ perspectives from a variety of health care settings. 

 

Interpretation of data can lead to a loss of participants’ voice. This can be a limitation that 

comes with use of interpretive research approaches as used in this program of research. To limit loss 

of participants’ voices, quotations were used to illustrate points as much as possible.  



 

193 

 

This program of research did not investigate healthcare professionals’ perspectives and may 

be a missing link. Investigating staff perspectives may reveal the challenges they face in implementing 

cultural aspects in their practice. Further research is therefore required to investigate perspectives of 

clinicians of Indigenous people’s experiences of acute healthcare.  

 

The studies that were included in the appraisal of literature did not include grey literature. 

There could have been further issues that would have added to what is contained in the published 

peer reviewed articles. There were limited published studies identified for both the metasynthesis and 

systematic review. This demonstrated lack of Indigenous voices regarding their experiences. The 

limited RCT studies found for the systematic review indicates the difficult in implementing such studies 

when it comes to health care.  

 

Another limitation is that this program of research did not investigate the type of patients 

who do not make it to hospital or the fate of those who discharge themselves against medical advice. 

Further, this program of research did not address what type of preparation patients received before 

discharge and how patient fared post-acute. Further research is required to investigate these issues 

and follow up participants and investigate their situations post discharge. Indigenous peoples are 

health care consumers just as those who are non-Indigenous. Most issues are common to both groups 

of people and therefore, some recommendations may appear generic but are urgent for Indigenous 

people. As a result, this program of research has implications for various groups that have an impact 

on Indigenous healthcare, as well as the general population and these include: Healthcare clinicians, 

educators, researchers, and policy makers. 

 

Implications of the findings 

 

The research findings provide an understanding that stimulates the potential for change 

towards an inclusive health service that considers and integrates Indigenous people’s cultural aspects 

to health care. Health services need to evaluate the services that they deliver in view of Indigenous 

people’s expressed needs and cultural considerations. There is need to acknowledge the impact of 

their past experiences as a community of people and how this has disempowered them leading to a 

sense of disconnect with mainstream health services and other government organisations. Indigenous 

people, however, remain hopeful that one day the two cultures can live side by side and come to 

appreciate the difference and respect each other for it.  
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Unacknowledged cultural factors might explain, at least in part, the continued high prevalence 

of ill health among Indigenous people. Mainstream health through its dominant biomedical view to 

health and its management contains a belief that ill health can be avoidable if patients diligently 

comply with recommended practices as prescribed. The dominant approach intended to prevent or 

treat ill health concentrates on biomedical modelling of programs and their evaluation, with its 

training heavily weighted in favour of how to use technology, medications and other technical 

activities. This program of research revealed that while all that might be good, Indigenous people 

require extra consideration because of the impact of colonisation that diminished, disempowered, 

and placed them at a disadvantaged position through deliberate dislocation and suppression of their 

cultural lives. The findings from this program of research are that disparities in health between 

Indigenous and non-Indigenous people are not a consequence of deficiencies or insufficient skills in 

technical practices by staff, but poor relationships and interaction at the clinical interface which is 

influenced by the rest of society. The oppression of Indigenous people in general and their 

marginalisation in society contribute to the disproportionate high disadvantage experienced.  

 

This program of research, therefore, provides insights into Indigenous people’s experiences 

of healthcare. The following section provides recommendations for future health service and practice. 

From this program of research, several recommendations can be made for healthcare service practice 

and future research. The following section provides recommendation for clinical practice, education 

for health professionals, research practice and policymaking. 

Recommendations for clinical practice 
 

Healthcare continues to grow in complexity due to development in knowledge of care and 

increased accessibility of health information for health professionals and patients (Sibbald, Wathen, 

Kothari, & Day, 2013).  Wellbeing is generally recognised to be influenced by multiple factors, 

therefore, healthcare professionals can facilitate improved outcomes by accepting and understanding 

these aspects holistically. Unless patient priorities are recognised and integrated into designing of the 

care, it is impossible to be responsive to their care needs and improve health outcomes. Clinicians 

should aim to understand barriers faced by their patients to provide better health care. An 

understanding of the influence of sociocultural processes on health has been principally ignored in 

clinical practice. It is vital for clinicians to deliberate the impact of cultural systems of values on health 

consequences because this is massive among Indigenous peoples. Although this impact is known, in 

clinical settings, the tendency is to standardise care. Such approaches are determined by both an 

absence of mindfulness of the diversity with which health is contextualised. Unless clinicians address 
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models of care that differ from what is assumed to be universal, the stereotypes and assumptions will 

continue to inform practice.  

 

Clinical encounters have lasting effects on patients and families, and clinicians must learn to 

understand and observe respect for the diversity. This would provide Indigenous population with a 

better experience and a positive story to tell.  Cultural competence has been promoted in healthcare. 

Clinicians need to understand how to implement insights learnt into their daily care activities by 

practicing patient centred care. From this study it was clear that there are still gaps on how to 

implement patient-centred innovations that reflect recognition of Indigenous patient values (Green, 

et al, 2018). As hospitals are the main providers of healthcare there is a crucial need to progress 

cultural safety in order to facilitate approachability for Indigenous people (Hunter et al., 2013).  

 

Clinicians need to be adequately prepared to recognise and respond appropriately to diversity 

in their patient’s cohorts. Indigenous culture has been challenged and influenced by many factors 

since colonisation. It is important to acknowledge this and set strategies to address cultural aspects of 

well-being for Indigenous patients to improve their health as individuals as well as for their community 

(Queensland Health 2014). It is important to have continuous feedback mechanisms within the 

hospital organisations to enable improvements and move forward towards better health outcomes 

for Indigenous people. The following are recommended for clinical practice: 

 

1. Recognise, acknowledge and respect cultural differences  

• Respect the needs of Indigenous patients and their family by including them in the care decisions 

through integration of cultural factors; such as recognising kin systems used by Indigenous 

families. Kinship structures, roles and responsibilities are relevant within Indigenous communities 

and families.  

• Show interest and learn a language or greeting ritual and how to address Indigenous patients in 

communication, such as use of aunty /uncle terms.  

• Ask for their preferences during daily care planning because issues such as men’s and women’s 

business segregation practices are fundamental part of cultural practices, and implementation of 

cultural gender specific protocols and practices should be considered. 

• Provide language assistance when required and interpreter if appropriate and avoid assuming 

knowledge or lack of knowledge such as confirming whether they can read or write. Some older 

Indigenous people did not complete school education beyond year 4. 
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2. Integration of cultural practices within acute care settings through patient centred approach 

• Design outcome-based evaluations that enable health care professionals and the health care 

organisation at large to be answerable and responsible for their performance. Programs such as 

competence training must have an evaluation tool to assess its effectiveness or impact on 

Indigenous peoples’ health care. 

• Development of care pathways for Indigenous patients for use in clinical areas that can prompt 

clinicians of factors to remember when caring for Indigenous patients- (not for standardisation of 

care or stereotyping). Know the cultural views of death and dying that are relevant for Indigenous 

people.  

• Provision of outdoor or indoor space for use with family where they can feel comfortable and have 

opportunities for social interaction with other Indigenous peoples within the hospital setting. 

• Indigenous staff recruitment must be on the agenda to increase staffing numbers and appropriate 

cultural care that is acceptable to Indigenous patients. 

• Develop and understand the role of Indigenous Hospital Liaison Officers and provide a career path 

for them that recognise and enhance their career progression and retention. 

 

3. Reflective practice to ensure critical review of practice in Indigenous health care delivery 

• Ensure ongoing training for all staff in which they can reflect on own practice for improvement 

with regards to Indigenous peoples’ health care 

• Involve local Indigenous community into program development and delivery even through a 

variety of media such as video resources, online training resources and print materials. 

• Staff to learn actionable strategies such as knowledge of traditional custodians to assist their 

patients when they require such information. 

• Staff can actively get involved through participating in roles such as staff Indigenous champion 

programs. 

 

4. Realisation and development of interest in Indigenous health as a business for all healthcare 

providers  

• Avoid too much reliance on Indigenous Hospital Liaison Officers by adopting the principle of 

Indigenous issues is everyone’s business and every member of staff must commit to learn and 

acquire skills that will enable then provide appropriate care. Every staff of member has the duty 

of care to competently care for their patients and they must recognise this responsibility 
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Recommendations for educators of healthcare professionals 

Institutions involved in preparation of healthcare professionals must take note that Indigenous health 

issues are a given privilege and not treated as a side show if improvements are to be realised.  If staff 

are oriented from the beginning of their training, through to when they qualify and join a team, better 

attitude may be developed. It is currently difficult if such training is at a tokenistic level and provided 

only during orientation week for new staff or as a tool to meet accreditation requirements. Just as 

health professionals like nurses learn how important it is, for example, to give the right medicine, to 

the right patient, at the right time, and right dose and route, cultural safety must be elevated to such 

a level to make a difference. This can involve the following: 

 

1. Better cultural training that provides or equip clinicians with skills to care for an Indigenous patient 

with teaching guidelines and processes for assessment are required. 

2. Stronger educational emphasis on Indigenous cultural aspects of health and its impact. 

3. Emphasis when teaching staff and students on respect for Indigenous worldviews of health 

concepts that can lead to development of inclusive practices and informed work force. 

4. Prioritise Indigenous knowledge by making it one of the central issues in health professional and 

general education. 

Recommendations for policy 

Evidence-based policies are crucial in decision making and should have long term objectives 

and mechanisms on how to sustain the set objectives. In order to be effective, healthcare policy and 

planning should be informed by partnership between Indigenous people and healthcare services. This 

can enable Indigenous knowledge to guide implementation of frameworks that are responsive to 

priorities as seen from Indigenous peoples’ perspectives as well as healthcare services. One of the 

areas is on how to build trust in healthcare policy by Indigenous people by developing policies and 

procedures that support clinicians to translate such policies into action in their interactions with 

patients and their families. Diversity in health views among society members should move health 

policy makers towards contextualising care.    

 

While the care giver has obligations which are universally understood, healthcare policies 

should facilitate these obligations to be centred around patients’ needs and reflection of their values. 

Policy makers and healthcare professionals must continue to pursue initiatives intended to involve 

Indigenous people in their well-being. There is need for evidence-based policy to promote rigorous 

analysis of service programs and policy options. Political, scientific and practical implementation of 
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knowledge is required in order to achieve appropriate policies that are sensitive to Indigenous 

healthcare services delivery. Without appropriate policies to guide practice, models for quality of care 

will remain incomplete for Indigenous Australians. Use of all evidence is important and not only 

depending on biomedical information but also that which is provided by those who experience the 

care. 

 

The following section presents some recommendation for policy makers. To formulate policies 

that are effective and directed at improving Indigenous people’s experiences of acute healthcare, and 

many options may be considered.  

1. Appraise evidence through conduction of systematic review to assess effectiveness of 

interventions or strategies in use and use both national and international evidence about what 

works in Indigenous health.  Gather evidence for use in policy formulation from those involved in 

the care of Indigenous peoples. This should be evidence from both qualitative and quantitative 

inquiry. Collaborate and partner with Indigenous advisory members in the formulation of 

policies. Develop policies that support frontline health professional in the implementation of 

culturally safe practice for Indigenous peoples through identification of resources to support the 

formulated policy.  

2. Increasing the proportion of Indigenous people working in the health care service through 

deliberate recruitment of Indigenous health professionals. 

3. National policies should promote positive health care through addressing specific determinants 

and risk factors that impact Indigenous population such as recognition of Indigenous history and 

provision of sustainable support systems for those affected. Focus mainly on building social and 

emotional wellbeing of Indigenous peoples through supportive practices and appropriate 

funding. 

Recommendations for further research 

The recommendations for future research point to the fact that local collaborative efforts are 

required to be responsive to issues faced by Indigenous peoples, especially within hospital settings. 

Health is inseparable from people’s culturally affected perceptions of health and as a result there are 

pressing issues and needs that need to be addressed in every individual patient. It is vital to 

understand the relationship between culture and wellbeing, particularly the cultural aspects that 

influence health-improving activities and how to integrate these cultural constructions of health in 

practice. Indigenous people should be involved in research because without Indigenous input 
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researchers will continue to put, as priority, the agendas from their perspectives which reflect their 

values and worldviews. 

 Biomedical research is important, but it should not be at the expense of research into 

sociocultural determinants of health. Research into cultures of care should be promoted to gain insight 

and understanding that can facilitate provision of appropriate health care for Indigenous peoples and 

align care models and approaches with Indigenous culture and knowledge. In research, therefore, 

there are several areas that need further investigations, and these include:  

1. Experiences of clinicians in caring for Indigenous people to provide their perspective 

2. The role of Indigenous Hospital Liaison Offers and how much knowledge is required to equip them 

in representing Indigenous people and supporting them during hospitalisation 

3. Use of research designs that are compatible or appropriate to Indigenous people’s worldviews, 

needs and culture. 

4. Investigation into post-acute care and collaborative structures between acute settings and 

community care centre.  

Conclusion 

This program of research has investigated the issues encountered by Indigenous peoples’ in 

their experiences of acute health care in general. Through literature appraisal it was found that most 

of the studies have concentrated on highlighting and describing how bad the status of health is for 

Indigenous people and there is limited information on Indigenous perspectives on the issue. To be 

able to find effective ways of delivering appropriate healthcare, that can impact Indigenous health 

outcomes, Indigenous voices need to be considered and incorporated at every level of health system.   

Strategies that are appropriate and culturally acceptable are needed to improve Indigenous peoples’ 

health experiences. 

 

Future research is encouraged to investigate Indigenous health care experiences from health 

professionals’ perspective. This would enable continuation of the story and gain insights into 

challenges that professionals face while providing care for this population group. Knowing both sides 

would enhance development of improved models of care. 
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