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ABSTRACT

Objectives To elicit the Aboriginal community’s cultural
and healthcare needs and views about six prominent and
emerging models of care, to inform the development of a
new hospital.

Design Cross-sectional qualitative study co-designed and
co-implemented by Aboriginal team members.

Setting Western Sydney, New South Wales, Australia.
Participants Aboriginal and Torres Strait Islander
healthcare providers (n=2) and community members
(n=18) aged between 21 and 60+ years participated in
yarning circles (20 participants; 14 female, 6 male).
Results Handwritten notes from yarning circles were
inductively analysed to synthesise the cultural and
healthcare needs of providers and community members
in relation to a new hospital and six models of care. Three
primary themes emerged in relation to future hospitals.
These were ‘culturally responsive spaces’, ‘culturally
responsive systems’ and ‘culturally responsive models

of care’. Strengths (eg, comfort, reduced waiting time,
holistic care), barriers (eg, logistics, accessibility, literacy)
and enablers (eg, patient navigator role, communication
pathways, streamlined processes) were identified for each
of the six models of care.

Conclusions Aboriginal and Torres Strait Islander
community members and providers are invested in the
co-creation of an innovative, well-integrated hospital that
meets the needs of the community. Common themes of
respect and recognition, relationships and partnering, and
capacity building emerged as important consumer and
provider considerations when developing and evaluating
care services. Participants supported a range of models
citing concerns about accessibility and choice when
discussing evidence-based models of care.

INTRODUCTION

Aboriginal and Torres Strait Islander (here-
after, Aboriginal) peoples represent 3.8% of
the total Australian population'; however,
they experience significant health disparities
and difficulties accessing healthcare services
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study is the first to identify cultural and health-
specific needs and expectations for hospital services
delivered on the sacred lands of the Darug Nation.

= The use of yarning circles allowed participants to
share their perspectives in a safe and judgement-
free space.

= The consultations were conducted face-to-face to
reduce the barrier that telecommunications connec-
tivity can create; however, this may have limited op-
portunities for community members to participate.

= Consumers participated in five yarning circles and
were joined in one of the five yarning circles by
providers, creating a richer understanding of the
healthcare service delivery interface.

= Consultations included individuals 21 years and old-
er. This may have limited the diversity in experienc-
es, cultural needs and accessibility needs reported
here.

and implementation of new technologies and
models of care such as telehealth which aimed
to minimise disease transmission while main-
taining care delivery during the COVID-19
pandemic.* Nonetheless, Aboriginal peoples
admitted to hospital continue to be less likely
than non-Aboriginal people to feel informed,
feel respected and treated with dignity and
have their family included in decisions in
and about their care.” To improve health
outcomes, experiences and accessibility for
Aboriginal peoples, it is imperative to ascer-
tain the Aboriginal community’s views about
cultural needs and expectations for future
hospitals and prominent and emerging
models of care. Culturally appropriate ways
such as yarning circles (see box 1) create a
culturally safe space for conversations about
the way health services could be delivered

Dr Elizabeth E Austin: such as those provided in hospitals.2 5 Hospital — across a variety of settings, populations and
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Box 1 Glossary of terms

= Yarning circle: a safe space for active listening, reflection and shar-
ing ideas and stories.

= Smoking ceremony: involves the gathering of guests around a
smokey fire of plants and materials unique to the region, performed
for multiple reasons such as healing, spiritual renewal, birth and
sorry business.

= Sorry business: mourning process when someone passes away.

Over the past decade, several models of care have
emerged internationally that change the delivery of
healthcare from traditional hospital settings to different
settings such as patients’ homes, through different
means such as via phone or video connections, and from
different providers including nurses and allied health
professionals.’ The research team conducted a grey and
academic literature review of the evidence and identified
six prominent models’:

» Ambulatory care: non-admitted services, diagnosis
and treatment on the same day.

Digital hospitals: new technologies to improve care.

Hospital in the Home (HITH): care delivered in the

patient’s home.

Integrated care: care delivered by interdisciplinary

teams including acute and primary care providers.

Virtual care: consultation or care delivered outside of
the hospital/clinic—over the telephone or via video.

Specialist hospital: selective care, targeted to specific

health conditions.

The already significant and continuing health dispar-
ities experienced by minority groups such as Aboriginal
peoples' risk being amplified by the implementation of
models of care that differ from the traditional methods
of care delivery. Advances have been made in addressing
disparities through the delivery of culturally appro-
priate healthcare, for example, in primary care through
Aboriginal community-controlled health services,' '* the
development of emergency department alternatives for
mental health crisis care'” and specialist clinics,'* * as
well as Aboriginal health workers (eg, Aboriginal Liaison
Officers),'® cultural awareness training'” and transla-
tors,'® in mainstream services. To develop innovations in
hospital care that address health disparities, it is therefore
critical to understand the Aboriginal community’s views
about cultural needs and expectations prior to intro-
ducing innovative ways of delivering future hospital care.

The current study was conducted in the Western Sydney
Local Health District (WSLHD), a metropolitan area with
the largest number of Aboriginal people.'? The inclusion
of Aboriginal peoples in the design of future hospital
services requires a shift in thinking from Western cultural
ideas to the inclusion and integration of health as concep-
tualised by Aboriginal peoples.” Therefore, this study
aimed to elicit the local Aboriginal community’s cultural
and healthcare needs (consumer and provider), expec-
tations, understanding, perception and experiences to
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inform the development of a new hospital and elicit their
views about six prominent and emerging models of care.

METHODS

The study methods are described in detail in Carrigan
et al® Key aspects of the methods are outlined below.
Commissioned by WSLHD and Health Infrastructure,
this study is an extension of an existing research project
conducted by Macquarie University that aims to deter-
mine the consumer and provider healthcare needs for
a new hospital to be built within the WSLHD.?! ** The
insights will be provided as recommendations for the
design and provision of healthcare in the new hospital.””
Construction on the new hospital is estimated to start in
2023.%!

Study design

The Aboriginal Liaison Officers of WSLHD designed and
named the study. The current study is a cross-sectional
qualitative study®* (see online supplemental file 1) using
yarning circles as a recognised method of consultation
and discussion for research with Aboriginal peoples.”* 27
The project name, Birang Daruganora, means ‘belonging
to Darug Country’, to acknowledge the land and ances-
tors on which the study and the new hospital facility is
to be built. The name was presented to Elders in the
community and their feedback and approval were given
for its use.

Patient and public involvement

Aboriginal team members provided oversight and gover-
nance for the research and ensured local Elders’ groups
were actively involved in consultation about the project
aims, processes and progress. Initial project meetings
and Elder consultations identified project considerations
relating to concepts of ownership, benefit and reciprocity
from the National Health and Medical Research Council
guidelines for research with Aboriginal peoples.*

Ownership

Based on the existing project, the study design was revised
through consultations by Aboriginal team members
with Elders, Aboriginal leaders within the Local Health
District (LHD) and the Aboriginal community. Consul-
tations informed changing from focus groups to yarning
circles, increasing communication channels about prog-
ress, discussions about use of information and risks,
and acknowledgement of involvement. Aboriginal team
members, guided by Elders, led the conduct of the
research and provided oversight on the interpretation
of findings. This study also created the opportunity for
community members to own solutions to hospital care.

Benefit

Aboriginal team members, Elders and non-Aboriginal
team members monitored and evaluated the impact
of the project through verbal check-ins with Aborig-
inal community members at each stage throughout the
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project. The potential benefits, constraints of the project
and outcomes of the project were clearly communicated
to community. The insights were provided as recommen-
dations, not mandates, for the design and provision of
healthcare in the new hospital. Conducting the research
with the community created the opportunity for growing
a partnership between health districts, infrastructure and
communities.

Reciprocity

The project used available opportunities to enhance the
skills and knowledge of Aboriginal people, Aboriginal
communities and Aboriginal organisations that partic-
ipated in the project. For example, Aboriginal team
members are included as authors on all study publica-
tions and presentations and offered further authorship
opportunities where possible. Reimbursement was non-
financial and took the form of refreshments and morning
tea. Aboriginal community members’ involvement has
been acknowledged in all publication and communica-
tion of the study and study results.

Recruitment

The Elders within the community were contacted to
explore if they and their community would agree to be
contacted to take partin ayarning circle. The project team
also shared the project among their networks, colleagues
and workplaces to invite the Aboriginal community to
participate in the project. Aboriginal team members,
guided by Elders, identified and approached Aboriginal
services and organisations within the community. Aborig-
inal media organisations (eg, Koori Mail Newspaper,
Koori Radio) were also used to disseminate information
about the project. Written communications (eg, emails,
newspaper advertisements) underwent a readability test
by our Aboriginal team members before publication
to ensure the language was culturally appropriate. The
District Director for Aboriginal Health Strategy provided
advice and support for engagement across the LHD of
both consumers and providers.

Community groups and organisations that agreed to
support the study were contacted by Aboriginal team
members to coordinate times that the team could attend
the group or service. At the initial attendance at the
service, team members were given time to talk to commu-
nity members about the project, what participation
involved, and potential risks and benefits of the study. If
community members supported the idea of participation,
team members coordinated with community members a
suitable time to return for the yarning circle.

Yarning circles

Yarning circles are culturally respectful discussion groups
offering a safe place to be heard and to respond.” ®?’
Five yarning circles were conducted, one for healthcare
providers and community members and four for commu-
nity members. Figure 1 presents the yarning circle
process as adapted from the Queensland Curriculum

5 ’ 1.Sitina

Reﬂeétion circle
.4‘ Share 2. Introduce
ideas and .
thoughts group
3. Introduce
focus
question

Figure 1 The yarning circle process (adapted from qgcaa.
gld.edu.au).

and Assessment Authority.” Yarning circles were held in
community centres and each lasted up to 2hours. Aborig-
inal project team members facilitated and participated in
the yarning circles.

Yarning circles started with non-Aboriginal project
team leader giving a brief explanation of the study and
the participant information and consent form, followed
by an opportunity for participants to ask questions about
participation before completing the consent form.
Following consent, participants were asked to provide
demographic and health information via the completion
of a paper form. Where participants needed support,
demographic and health form questions were read to
participants and the supplied answers were marked on
the forms by researchers.

Non-Aboriginal team members asked the participants
about their cultural wants and needs in a new hospital
and about their experiences and perspectives on the six
evidence-based models of care derived from the literature
review described in the introduction.” % Non-Aboriginal
project team members observed the yarning circle, made
notes and when appropriate were asked clarifying ques-
tions. Table 1 presents the definitions and examples for
each of the six models of care. Data were collected in the
form of handwritten notes on participant responses and
contained no identifying information.

Analysis

The demographic data were analysed in Excel, using
descriptive statistics (eg, mean, SD) to summarise and
describe participants’ demographic characteristics (eg,
age, gender).” Qualitative data including yarning circle
notes were combined into a single document and analysed
using high-level inductive analysis to synthesise the expec-
tations and needs of the health providers and community.
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The initial analysis was conducted independently by two
non-Aboriginal members of the research team (EEA, AC)
and consensus was reached through discussion. Through
an iterative approach, themes and subthemes that arose
from independent coding were discussed, synthesised
and incorporated into a framework. Feedback was sought
on the initial themes and subthemes from the Aborig-
inal members of the team, and the final themes and
subthemes were shared with community members and
feedback sought to establish the trustworthiness and
authenticity of the synthesis.

RESULTS

Two providers (two female) and 18 community members
(12 female, 6 male) participated in five yarning circles.
The number of participants in each yarning circle ranged
from three to five and varied across location, age and
gender. The yarning circles were conducted similarly with
each group.

Yarning circle participants were mostly female (n=14,
70%) and aged between 21 and 60+ years (21-30 years,
n=4; 31-45 years, n=2; 45—60 years, n=6, 60+ years, n=8).
16 participants identified as Aboriginal, 2 as Australian
(ie, a person of Aboriginal descent who identifies as
Australian and is accepted as such by the community
in which they live), and 2 selected both Aboriginal and
Australian. Experience with a range of health conditions
including cardiac, pulmonary, orthopaedic, gastroenter-
ology, trauma, metabolic, gynaecology and obstetrics, and
mental health was reported. Four participants reported
being carers for individuals with cognitive, mental health,
pulmonary and orthopaedic needs.

Three themes emerged from the analysis of the yarning
circle’s data: ‘culturally responsive spaces’, ‘culturally
responsive systems’ and ‘culturally responsive models of
care’. Aboriginal community members identified that
culture is embedded at the centre of everything and that it
is through relationships and partnering between hospital
services and Aboriginal communities that Aboriginal
capacity and community engagement with care services
are built (see figure 2).

Culturally responsive spaces

Participants expressed the importance of the hospital’s
physical environment and the impact that the design of
spaces has on their well-being. The need for a welcoming
and healing environment (eg, colours, shape, flow,
building materials, art, garden) that is co-designed with
the local Aboriginal community was most often reported
by participants. Participants suggested the provision of
circular spaces to walk and reflect, including a garden
with bush medicine plants, for families to gather and
smoking ceremonies to be conducted. Inclusion in the
design process and the use of colour, shape and mate-
rials to create the perception of flow and demonstrate
respect for Aboriginal culture and provide a welcoming
and healing environment. Other suggestions for creating

Cultural respect
and recognition

Relationships and
partnering

Capacity building

Figure 2 A framework for understanding the interaction
between cultural respect and recognition, relationships and
partnering, and capacity building.

culturally responsive spaces included the naming of units
or spaces with Aboriginal names in the dialect of the local
region, displays of local artwork, and representation of
the national Aboriginal and Torres Strait Islander flags
on-site.

For Aboriginal peoples, the time before and following
death is subject to customary practices that are sacred.”
For example, some participants expressed a desire to be
near an open window to release their loved one’s spirit
and have the ability to conduct smoking ceremonies,
rather than be in an enclosed clinical room. In addition,
the provision of a physical space that allows them to prac-
tise their cultural and spiritual traditions and customs
without the presence of other religions or churches
would enable culturally and clinically responsive care for
Aboriginal patients and their families. For example, ‘... a
place for families to grieve that’s spiritual, not religious...
religious places are uncomfortable ..." (Participant 5).
Aboriginal families gather to support their loved ones
when they are in hospitals or engaging with care services,
often travelling long distances from their country (term
used to describe the lands and waters to which they are
connected). Therefore, clinical spaces that allow for the
family to be present during care delivery, as well as cultur-
ally appropriate and accessible accommodation, off-site
or outreach service options and accessibility services (eg,
shuttle transport services), would support services to meet
the needs of the community.

Culturally responsive systems

Aboriginal peoples are not homogeneous, but composed
of diverse groups, and must be recognised as comprising
distinct cultures with customary practices varying
between and within tribal groups.” Yarning circle partic-
ipants expressed that, wherever possible, care services
should be co-designed with their local community to
encourage appropriate, accessible, culturally responsive
care. Participants specifically reported the need for the
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provision of systems to support accessibility (eg, trans-
portation, cost, timing, face-to-face options). Transport
logistics were often discussed as a barrier for patients who
rely on public transport or family members to get them
to and from medical appointments, including the high
cost and limited availability of parking at hospitals. Partic-
ipants identified possible solutions that could include a
community shuttle service for patients to support them
in attending medical appointments at the hospital. Many
expressed that current appointment and other clinic
systems required access to communication technology
that they did not have or could not afford to purchase,
including smartphones and the internet. Participants
suggested the use of appointment systems that do not
rely on the patient having access to communication tech-
nology, such as enabling access for those who cannot
afford technology, moving towards drop-in clinics or
providing free internet access, were also identified as ways
to overcome the technological barriers.

For engagement with care services, participants
expressed the need for the Aboriginal and non-Aboriginal
members of the health service management team to be
visible to and partner with Elders, community groups and
organisations, as well as greater representation of Aborig-
inal peoples in the healthcare workforce. For example,
embedding a community Elder into hospital management
structures where their role is not to be ‘management’ but
rather function as an Elder. As part of the management
team, Elders would connect the community with health
services and support culturally appropriate services being
established (eg, models of care that meet community
needs) and accessed by the community. Hospital care
linked with other service providers such as aged care, the
National Disability Insurance Scheme®® and offsite clinics
would reduce the administrative burden on patients
and their families. In addition, pathways for Aboriginal
peoples to enter care professions such as funded intern-
ships and staff retention programmes would improve
the proportion of Aboriginal clinicians in hospitals.
Participants suggested training and recognition of prior
learning such as existing qualifications and skills should
be implemented, to allow Aboriginal health providers to
work and be appropriately remunerated to the full scope
of their abilities. Participants also suggested the creation
of Aboriginal patient navigator roles to support patients’
navigation of their healthcare journey, greater than
currently in place staff-to-patient ratios, greater numbers
of Aboriginal healthcare providers, and, where the
provider workforce is predominantly female, more males.

Participants shared their experiences of treatment
in a ‘Western-style’ hospital environment. Participants
reported experiences of care being altered without
consultation and not being heard when reporting that
something went wrong, or is going wrong, with their
health or treatment. For example, ‘... [he was] in a bed
next to a non-Aboriginal person being consented and
when the doctor came to [his] bedside the doctor said,
“you heard that, didn’tyou?” ...” (Participant 8), meaning

the patient was not consented properly. It was perceived
by participants that these issues did not occur among non-
Aboriginal people. Participants discussed the idea of an
Aboriginal health unit, open 24 hours, 7days a week that
specialises in care that is culturally specific and staffed
by Aboriginal clinical and professional staff as well as
Aboriginal-specific care teams. Participants emphasised
the importance of the choice of whether to receive their
care there or not.

Participants identified an opportunity to improve the
current method for providing WSLHD staff with cultural
awareness training. It was felt that online training was not
sufficient for non-Aboriginal staff to develop an under-
standing of Aboriginal culture. They suggested that
cultural awareness training should include face-to-face
conversations with the local community including Elders,
and that they would be supportive of such a training
model.

Culturally responsive models of care

The overarching preference was for care to be holistic,
and consider individual and cultural needs. Table 1
summarises the perceived strengths, barriers and enablers
reported by participants about the models of care. As
two of the models require a level of consumer digital
literacy (eg, digital hospital and virtual care), community
members were asked about their level of comfort using
a smartphone, a smartwatch and a computer. Most of
the community members were somewhat or extremely
uncomfortable using smartphones, smartwatches and
computers (figure 3).

Ambulatory care

Ambulatory care was perceived as more comfortable than
inpatient care due to a shorter length of stay in hospital.
Participants identified barriers to accessing ambula-
tory care including problems with access such as insuf-
ficient parking, high cost of parking, lack of a personal
vehicle, poor public transport options, difficulty in organ-
ising transport to and from the hospital if the family are
unavailable, the need for repeat visits and the coordina-
tion of care delivery and delays (extensive waiting to see
providers) both in wait times for an appointment and on
the day of the appointment.

Hospital in the Home

HITH was perceived as more convenient and comfort-
able than inpatient care delivery models with participants
feeling safer (greater privacy) athome than in the hospital
with the benefit of being cared for by family members
while continuing to provide care for others. However, a
lack of trust in the visiting healthcare providers and the
patient’s housing situation were perceived as barriers to
accessing HITH. For example, discomfort with the idea
of letting a provider into their home when it was not
clean and tidy, living in a shared home, signs of poverty
or insufficient space for care delivery were all perceived
as barriers.
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Figure 3 Yarning circle participants’ level of comfort using digital devices.

Integrated care

Integrated care was perceived positively as providing
holistic care that addressed multiple needs; however, past
experiences of paternalistic care and a lack of control or
choice in the care itself and the way it is delivered repre-
sented significant barriers. Participants worried that inac-
curacies in health record information (such as conditions,
symptom type and severity, current medications, prefer-
ences) would exacerbate and create issues with accessing
appropriate care. Participants reflected that because a lot
of the work within this model is done among providers
rather than between the provider and patient, this model
requires a large degree of trust in providers on the part of
the patient. Previous personal and family experiences of
trauma during care delivery may make trusting healthcare
professionals difficult for some community members.

Virtual care

Participants reported that the virtual care model provides
the benefit of being able to receive care at home and/
or on country, thereby eliminating the need to travel.
However, internet connectivity issues related to not
owning or having access to a computer and experi-
encing stress when using technology represent significant
barriers to accessing this model. Stress could be increased
due to consumers’ limited digital literacy and ability to
troubleshoot connectivity problems under time pressure.
Participants also highlighted the concern that with virtual
care, there is no physical examination to provide time
and space to ‘open up’ and reduce the patient’s ability to
be dismissive, hide or negate issues.

Specialist hospitals and population-specific care units

Participants reported feeling safe with this model of care
because care would be holistic (ie, customised to the indi-
vidual needs backed up by expert knowledge) resulting in
a higher level of care compared with care provided in a
non-specialist hospital. However, transport was a concern

(eg, public transport limitations, parking accessibility and
affordability, and constraints around a family’s ability to
support them to get to appointments). Participants also
expressed concern about communication pathways and
the availability of options (ie, choice or opportunity to
access the model or not) and the alternatives if the service
was not a good fit, as well as the potential for the focus of
the care to be narrow rather than holistic.

Digital hospitals

Participants agreed that technology provides a means to
help monitor health status and that this monitoring would
be convenient, removing from the provider the manual
load of collecting health information. Consistent with
their concerns with the virtual care model, however, the
digital hospital model raised worries about what happens
when the technology fails and the potential inflexibility of
the system, as well as the safety of the data from hacking,
including data privacy and ownership. Participants were
concerned that some community members might not feel
comfortable accessing this model due to a lack of under-
standing of the technology that supports the model.
Participants also suggested that this model might not
be suitable for all conditions and healthcare needs, with
some conditions such as mental health benefiting from
less (or less visible) technology.

DISCUSSION

The current study aimed to elicit the Aboriginal commu-
nity’s, consumers’ and providers’ needs and expectations
for hospitals of the future and to elicit their views about six
prominent and emerging models of care. Three primary
themes emerged: ‘culturally responsive spaces’, ‘cultur-
ally responsive systems’ and ‘culturally responsive models
of care’. Follow-up feedback from yarning circle partic-
ipants emphasised the centrality of cultural respect and
recognition in how healthcare is delivered and accessed
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by community. In addition, participants reported Aborig-
inal community engagement with care services depends
on the relationship between hospital services and the
Aboriginal communities. By partnering with Aboriginal
communities, hospital services can embed culture at the
centre of service design and build Aboriginal capacity
and engagement. Understanding that culture is central
to how communities access care and that cultural knowl-
edge and skills impact how care is delivered is paramount
to addressing health disparities experienced by Aborig-
inal peoples.

Cultural respect and recognition

Embracing the importance of cultural respect and recog-
nition is critical for future hospitals to meet the needs of
Aboriginal peoples. Aboriginal health and well-being is
based on cultural values, beliefs and traditions, intercon-
nected with nature, the environment and the cosmos.>* %
Unlike Western medicine clinical spaces, physical spaces
such as gardens for reflection that include bush medi-
cine, families to gather and cultural ceremonies, as well
as flexible structures and systems that allow for families
to provide support such as access to accommodation (at
short notice) and transport, are key to Aboriginal health,
well-being, death and dying.”” *' Inflexible healthcare
systems do not account for Aboriginal cultural prioriti-
sation of family, social obligations, isolation, miscommu-
nication and distrust.®® Flexible models of care, such as
‘Dalarinji’ within an emergency department, provide
patients with the ability to leave and return at any point,
with care picking up from where it was interrupted.”
Co-designed using Aboriginal cultural communication
practices (eg, yarning), ‘Dalarinji’ has increased the
probability of Aboriginal patients receiving complete
care. Other flexible models of care, such as HITH, virtual
care and integrated care, that link hospital care with the
community (ie, Elders) and existing community services
(eg, pharmacy, allied health, community groups) that
allow consumers to remain at home and on country and
receive treatment for their disease will be vital in meeting
the needs of the community.® ' * For example, an
Indigenous-HITH programme has recently been estab-
lished to support the management of acute exacerba-
tion of chronic conditions closer to home.* However,
patients’ situation (eg, access to technology), acceptance
and culture are key to successful model of care implemen-
tation.” The co-design of flexible healthcare services that
strengthen and respectfully engage Aboriginal culture in
mainstream services has the potential to improve accessi-
bility and care outcomes.™

Relationships and partnering

A key aspect of addressing health disparities in future
hospitals is through forming meaningful relationships
and partnering with patients and their families at the
time of care delivery, as well as with Elders and commu-
nity groups to support patients after their hospital stay.”
Existing support roles such as Aboriginal Liaison Officers

are critical in providing emotional, social and cultural
support and assistance to Aboriginal patients and their
families during their hospital stay,* and in the primary care
setting.” More extensive programmes, such as ‘Koorliny
Moort’ in Western Australia, create partnerships between
primary care and outreach care closer to home.* Assis-
tance with combining and coordinating appointments
and follow-up care close to home reduced emergency
department use and improved outpatient appointment
attendance.* Similar roles to support accessibility of the
evidence-based models of care include language support
and patient navigation support roles.'® ** Relationships
and partnering between community-based services, such
as Aboriginal organisations and hospital management,
are a critical pathway for bridging the gap between hospi-
tals and the community as well as a means for collabo-
rating on strategies to improve the health and well-being
of the community.'? * ** Relationships and partnering
reinforce care that is culturally responsive (ie, linked
with values, roles and responsibilities) and linked with
community.” *' %

Capacity building

Care that is led by Aboriginal peoples for Aboriginal
peoples helps build trust and capacity.” * * Aboriginal
peoples’ trustin health services has been adversely affected
by colonisation, religion and past government policies
where their cultures were systematically suppressed as
Western systems and religions were imposed including
dislocation, assimilation, segregation and removal of
children.*® Building trust and capacity involves co-cre-
ating pathways that foster Aboriginal peoples entering
health professions after they finish school (eg, intern-
ships), staff retention programmes and pathways for
growth, recognition of qualifications and expertise
through remuneration, mentoring and integration into
multiple healthcare units." 49 1 addition, moving
beyond online cultural awareness training to include
conversations with the local community will help deepen
non-Aboriginal providers’ understanding of Aboriginal
experiences and needs during healthcare interactions,
as well as the role culture plays in health.'”*® Aboriginal
and non-Aboriginal participants alike reported concerns
about the models of care, citing poor digital literacy, a
lack of access to technology and communication gaps
necessitating a support or patient navigator role for the
models to be successful.” > Meaningful community
engagement in the co-development of care, technology
and the implementation of patientcentred models of
care will support patients and families participating in
their care.”* Building individual and community capacity
aims to underpin the development and use of healthcare
services such as future hospitals to address health dispari-
ties experienced by Aboriginal peoples.”

Aboriginal participants felt that the HITH was a conve-
nient model that enhanced feelings of patient comfort.
These views were also reported in our research with the
non-Aboriginal community.”> However, the Aboriginal
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community raised the concern of having trust issues with
a perceived stranger visiting their home. This highlights
the importance of employing community Aboriginal
healthcare providers and building relationships with non-
Aboriginal providers who have received cultural training
when visiting a patient’s home. For the integrated care
model, both Aboriginal and non-Aboriginal®® consumers
and providers reported that integrated care addressed
multiple needs, but there was a risk of communication
gaps between the teams, negatively affecting their care
and having a patient navigator was crucial. Distinctively,
the Aboriginal participants raised concerns about this
model offering paternalistic care, which was not reported
in our non-Aboriginal community findings. This high-
lights the importance of patient-centred care, rather than
adopting an interventional focus, to support patients and
their families in maintaining a sense of control along
their care pathway.

Strengths and limitations

The current study extends our understanding of the
cultural needs of Aboriginal peoples for future hospitals
and is the first to identify cultural and health-specific
needs and expectations for hospital services delivered
on the sacred lands of the Darug Nation. The yarning
circles were conducted face-to-face in community centres
within a single LHD and allowed participants to share
their perspectives in a safe and judgement-free space. The
face-to-face format eliminated technology as a barrier but
may have restricted the opportunities for community
members to participate. Aboriginal peoples are diverse,
as such, the findings reported here may be limited to the
community group consulted. Our study did not include
individuals younger than 21 years of age. This may have
also restricted the diversity in experiences, cultural and
accessibility needs reported here. Themes and subthemes
were reviewed by Aboriginal team members and commu-
nity members to establish trustworthiness and authen-
ticity of the findings. The initial analysis undertaken by
two non-Aboriginal researchers may have introduced bias
through different lived experiences, perspectives and
world views. Finally, six prominent and emerging models
of care were discussed. While there were many over-
lapping barriers and enablers identified across the six
models, there may be considerations unique to models of
care not presented here.

CONCLUSION

Aboriginal peoples comprise a portion of the Australian
population that is historically poorly serviced. Building
capacity in Aboriginal communities through respectful
relationships and partnering with community groups
will help embed culture in care delivery and support
future hospitals in addressing the health disparities expe-
rienced by Aboriginal peoples. The meaningful co-de-
sign of physical spaces, systems and models of care that
include support related to technology, service navigation,

transport, caring, culturally competent people, and
space for family and Elders to be included in care can
act to encourage the design of services that are fit for
purpose. Aboriginal community members and providers
are invested in collaboration to establish that culture is
respected and embedded in the delivery of care, care
is holistic and connected with the community, and the
capacity of future Aboriginal healthcare providers is
fostered.
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