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Abstract 

Communication is crucial to safe, effective health care. There is growing realisation 

however, that ineffective intercultural communication may be thwarting efforts to address 

the unacceptable state of Indigenous health in Australia today. English is Australia‘s 

language of government and mainstream populations. In Central Australia, Indigenous 

languages remain ‗unexpectedly‘ in current use, albeit tenuously so. Consequently, the rights 

and needs of Indigenous language speakers have been overlooked at times, within Australian 

health care services. This thesis contends that systemic and individual lack of attention to 

intercultural communications and the wider social discourses that influence this inattention, 

impacts on health professionals‘ capacity to provide culturally safe, effective care.  

The aim of this study therefore, was to explore and examine the experiences of intercultural 

healthcare communications in Central Australia. To allow cultural issues, discrimination, 

racial and systemic inequalities and power differentials to surface, a critical ethnography 

involving Indigenous First Language speakers and English First Language speaking health 

professionals was undertaken. Given the recent and arguably ongoing colonising experiences 

of Indigenous people within Central Australia, this study considered post-colonial theoretical 

frameworks incorporating operationally defined cultural safety philosophies.  

Two broad cultural groups were involved. Indigenous language speakers who were also 

health service users and non-Indigenous English-speaking health professionals shared their 

experiences of intercultural communications within Central Australian health care settings. 

Data collection strategies involved in-depth interviews, non-participant observation of client-

worker interactions, video recording of selected health care encounters, and a review of other 

mediated communications such as signage and targeted health resources. Data analysis 

involved synthesising and applying three approaches to thematic analysis.  

Findings showed common themes that characterised intercultural communications as 

relevant to both participant groups. These common themes were about fear, power, 



 

xi 

acceptance, barriers, and facilitators. Themes related to individual issues and broader 

systemic levels. Health care communications were described as frustrating, difficult, 

ineffective, and personally and financially costly. Both groups identified systemic, 

institutional and individual barriers to effective communication, while key components of 

cultural safety, namely dialogue and de-colonisation, were mostly absent. Providers and 

recipients of care were unable, or sometimes unwilling to recognise health consequences of 

ineffective intercultural communication. There was also a tacit acceptance of these barriers 

as somehow relating to the unique context of Central Australia. Most health care 

communications were culturally unsafe, which resulted in an inferior standard of care for 

Indigenous clients and a sense of powerlessness for participants. From a more positive 

perspective, both groups acknowledged their goodwill and genuine desire for more effective 

dialogue, Australia‘s rich Indigenous cultural and linguistic heritage, and a changing 

relationship between non-Indigenous English First Language health professionals and 

Indigenous people. 

Interpreting the findings from a cultural safety perspective within a post-colonial framework 

highlighted on-going colonising practices, attitudes, beliefs and power structures. These 

influences affect health care communications in potentially harmful and/or 

counterproductive ways. A model of intercultural communication based on critical reflection 

and cultural safety principles was developed to facilitate an improved experience of 

intercultural communications, and health care for Indigenous language speakers and English-

speaking health professionals.  
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Chapter 1   

Intercultural communication in Central Australian health care: 

They don’t understand… 

1.1 Introduction 

Our people are dying … because they don‘t understand what doctors and 

nurses are saying to them (Jakamarra
1
) 

 

As a resident and worker in remote Central Australia
2
 since 1988, I had long believed that 

effective communication held the key to better health for Indigenous Australians. Through 

experience and observations, I have come to conclude that communication between 

Indigenous Australians and non-Indigenous
3
 health professionals specifically, was an issue 

requiring much greater attention than it has received. Yet, even as I undertook this study of 

Intercultural
4
 Health Care Communications (IHCC) in Central Australia, it seemed 

something of an overstatement for one of the participants, Jakamarra, quoted above, to 

suggest that people were dying because of an inability to talk effectively to one another.  

Yuwa (yes) they feel shame
5
 and they just walk away and finish up (die) 

(Jakamarra) 

 

Indigenous Australians experience health outcomes however, that are generally far below 

those enjoyed by other Australians, and even other Indigenous peoples in countries with 

similar colonising histories. Furthermore, Indigenous populations within Central Australia 

                                                        
1. Jakamarra—a classificatory name for an Indigenous male from the Luritja Language group of Central Australia 

(see 10.2 —Kinship structures/classificatory relationships). 

2.  Central Australia –variously defined geographic region of Australia (see Figure 1 in 2.1). 

3. Indigenous—term used to describe First Peoples of Australia; Non-Indigenous—sometimes referred to as 
European, White or Western (see 10.2). 

4. Intercultural—a term used to describe interactions that occur across linguistic and/or cultural divides. It is 
sometimes referred to in the literature as ‗cross-cultural‘ (see 10.2). 

5. Yuwa = Luritja word for yes (see 10.3); shame = Aboriginal English term meaning profound embarrassment; 
finish up = Aboriginal English term meaning to die (see 10.4). 
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and the Northern Territory suffer even higher mortality and morbidity rates than Indigenous 

people in other parts of Australia (Healthinfonet http://www.healthinfonet.ecu.edu.au/health-

facts/overviews/mortality, accessed 22
nd

 September 2010). An inability to communicate 

effectively across cultural and linguistic divides however, may hinder efforts to address these 

disparities in health.  

The primary argument of this thesis is that in Central Australia today, the lack of preparation 

and/or inability of health professionals to communicate effectively with Indigenous language 

speaking clients, compromises the cultural safety and effectiveness of health care. 

Furthermore, this occurs in the context of wider social dynamics that create and perpetuate 

ongoing inequities. The potential for health professionals to engage in a dialogue with 

Indigenous clients is limited by a seemingly taken-for-granted notion that most Indigenous 

Australians do, and more importantly should, speak English, or speak it well enough to ‗get 

by‘. Importantly, assumptions about how Indigenous recipients of care should and should not 

communicate, locates perceived communication barriers and deficits with Indigenous clients. 

In turn, this shifting of responsibility for failed communications away from service providers 

and systems, may contribute to an ongoing colonisation that continues to undermine 

potential health care outcomes for Indigenous Australians. 

Participant data does not traditionally appear in a thesis at the point of introduction. 

However, Jakamarra‘s statement poignantly expresses the importance of this research 

concerning intercultural communication in Central Australian health care settings. 

Jakamarra‘s statement also affirmed previous research findings that identified 

communication or ineffective communication at least, as a major barrier to positive health 

outcomes for Indigenous Australians (Cass et al., 2002; Coulehan et al., 2005; Lawrence, 

2007; Liberman, 1985; Watson, 2006). An Indigenous Language speaker (ILS)
6
, Jakamarra, 

made the statement above using his third language of English. He seemed sincere, all too 

                                                        
6. Indigenous language speakers are operationally defined as an individual who speaks an Indigenous language as 

their first or other language, and includes those who may speak English, but had primary care givers who were 
Indigenous first language speakers (see 10.2). 

http://www.healthinfonet.ecu.edu.au/health-facts/overviews/mortality
http://www.healthinfonet.ecu.edu.au/health-facts/overviews/mortality
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close to the experience, and adamant that some of his countrymen and women had, and 

continue to miss out on potentially lifesaving care from Australian health services. The cause 

from his perspective was due largely to communication barriers between Indigenous 

Language speakers and English-speaking health professionals. Because this study was 

concerned with intercultural communications and English dominance in health care services, 

a primary concern for me was to ensure that the voices of Indigenous people were not only 

included, but given due prominence. Therefore, the first and some final words in this thesis 

are Indigenous voices.  

While not extensive in the literature, various authors have identified challenges in health 

care
7
 and other communications involving Indigenous Australians (Bain, 2005; Blackford, 

Street, & Parson, 1997; Cass, et al., 2002; Folds, 2001; Lawrence, 2007; Lawrence et al., 

2009; McGrath & Holewa, 2007; McGrath & Phillips, 2008; Trudgen, 2001). Most often 

however, they are non-Indigenous authors and researchers, and the focus has been on 

identifying and analysing miscommunications. There is little in the Australian literature that 

considers the impact of these challenges on both clients and practitioners within English 

dominant health care services or that situates the research within a post-colonial theoretical 

framework. 

The site of this Intercultural Health Care Communication study however, is in the Central 

Australian region of the Northern Territory where the demography differs substantially to the 

rest of the country. Indigenous people comprise 25-30% of the Territory population, while 

Australia‘s overall Indigenous population is approximately 3% of the total population 

(Australian Bureau of Statistics, 2009). Whilst the rest of the country might perceive the 

needs of Indigenous Language speakers to be less of a priority, the very different context in 

which this study sits suggests otherwise. The higher proportion of Indigenous people within 

the region, along with a disparity in health service up-take, sees the number of Indigenous 

                                                        
7. Health care communications are defined for the purposes of this study as any health related communications 

between health professionals and Indigenous Language speaking clients that may be verbal, non-verbal, written 
or visual in nature (see 10.2). 
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health service users increase on average to 70-80% (Department of Health and Community 

Services, 2009).Communication in Central Australian health care is affected by variables not 

as apparent or influential as they might be in other parts of Australia. In this region, 

Indigenous Language speakers are linguistic minorities who constitute a majority in terms of 

health service usage. This anomaly suggests a need to examine the impact on and 

experiences of those involved in intercultural communications in the region‘s health care 

settings.  

1.2 Why focus on intercultural communications? 

Cultural and linguistic minorities are vulnerable groups within culturally dominant health 

care services globally as well as in Central Australia. Research indicates that being part of a 

linguistic minority can compromise health care, resulting in poorer access, treatments and 

outcomes for some (Benavente, 2004; Blackford, 2005; Crawford, 1999; Fadiman, 1997; 

Institute of Medicine, 2002) (see 3.3). In Australia, the linguistic needs of specific 

populations has generally focused on immigrant populations, with Indigenous Australians 

largely overlooked in relation to their particular communication requirements (Blackford, et 

al., 1997; Buttow, 2010; Pauwels, 1995). Why Indigenous Australians are regarded 

differently in terms of their communication needs can be examined in the context of post-

colonial theories, which seek to uncover the taken-for-granted assumptions underpinning 

non-Indigenous individual, State and Indigenous relations. 

The research undertaken and discussed in this thesis arose from constant personal and 

professional frustrations that seemed to underpin intercultural communications between 

Indigenous and non-Indigenous Australians. I have lived and worked with Indigenous people 

in Central Australia for over twenty years. My work experiences include health and 

education roles in remote Indigenous communities, and I am a registered nurse and 

University lecturer in remote health practice with over twelve years tertiary teaching 

experience. I love languages and cultural issues, I have previously taught in English Second 
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Language (ESL) settings, and yet my communications with Indigenous language-speaking 

people remains limited and unsatisfactory. The longer and more closely I reflect upon my 

own and others‘ attempts at intercultural communications in this setting, the more aware I 

become of the magnitude of the problem. For me, Jakamarra‘s statement used to open this 

thesis, took on added meaning when examining who it was that did not understand and what 

it was that was not understood. While he may have been referring to his own people, the 

‗they‘ referred to by Jakamarra when he suggested ‗they don‘t understand…‘, could equally 

apply to the health professionals and the broader systems and social dynamics in which they 

operate. This interesting ambiguity seems to characterise the nature of intercultural 

communications in Central Australian health care. 

Health services in Central Australia usually describe their services as culturally safe or 

culturally respectful, competent or secure, depending on the preferred terminology
8
 (see 

10.2). There is increasingly a variety of terms used nationally and internationally for 

describing health care that incorporates cultural considerations into service delivery and 

practice. Although often used interchangeably, when examined more closely, these terms are 

fundamentally different in meaning and intent. These differences pose a problem when the 

terminology may be conceptualised and implemented quite differently by various users (N. 

Thomson, 2005). 

The Northern Territory Department of Health and Families (NTDH&F) for example, 

developed a cultural security framework for implementation across services from 2009 

(Department of Health and Community Services, 2008). However, in 2010, it remains an 

outline on the department‘s web site rather than a fully articulated and implemented 

framework for practice. Whatever the actual or intended cultural framework purported to 

underpin health services, effective intercultural communication is a key element.  

                                                        
8. Cultural safety, cultural respect, cultural competency and cultural security definitions (see 10.2 and 3.7).  
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Cultural safety as a philosophy
9
 was endorsed by the Congress of Aboriginal and Torres 

Strait Islander Nurses (CATSIN) as an approach that was relevant for health care provided to 

Indigenous Australians (Goold, Turale, Miller, & Usher, 2002). However, this endorsement 

has until recently, been by-passed in favour of other frameworks that align more with the 

national trend for competency-based approaches. The Nursing Council of New Zealand 

(2010, p.4) defined cultural safety as: 

The effective nursing practice of a person or family from another culture, 

and is determined by that person or family…The nurse delivering the 

nursing service will have undertaken a process of reflection on his or her 

own cultural identity and will recognise the impact that his or her personal 

culture has on his or her professional practice. Unsafe cultural practice 

comprises any action which diminishes, demeans or disempowers the 

cultural identity and wellbeing of an individual. 

http://www.nursingcouncil.org.nz/download/97/cultural-safety09.pdf, 

accessed 22
nd

 September, 2010 

 

Further development and redefinition both within New Zealand and internationally 

has seen cultural safety expand from a mainly culturalist idea to one that considers 

the wider social and systemic influences that perpetuate inequities within health care 

services (see Chapter 3 and 8). Ramsden (2002) resisted the terminology of post-

colonialism due to its literal interpretation that implies colonisation was something 

already past. However, it is acknowledged that the philosophy of cultural safety has 

arisen from within a post-colonial context in New Zealand. Ramsden‘s preference 

for the term neo-colonial was intended to reinforce the ongoing and current 

influences of colonialism. Other authors such as Browne et al (2005) have 

conceptualised post-colonialism as a term that can refer to events since colonisation. 

                                                        
9. Philosophy in this thesis is used to suggest an approach to practice that reflects certain beliefs, values, attitudes 

and way of thinking (see 10.2 and 3.7) 

http://www.nursingcouncil.org.nz/download/97/cultural-safety09.pdf
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Cultural safety has increasingly been embraced by other health professions as a 

valuable approach to intercultural practice in Australia (Zon et al., 2004) but as a 

reflective process, rather than a competency that can be acquired through the 

development of discrete knowledge and practices. However, the nursing and medical 

professions in Australia appear to prefer competency based approaches, which allow 

for checklists of skills and knowledge, instead of an internal process of reflection on 

practice. My rationale for choosing to focus on cultural safety is discussed further in 

3.7 and 4.4. 

The key principles of cultural safety however, require dialogue with the health care 

consumers. Dialogue is a communicative process that in the research setting is inherently 

intercultural when occurring between the dominant English-speaking service providers and 

Indigenous Language speaking clients. In Central Australian health services, this research 

and other research, observations and experiences suggest that flawed and ineffective 

communications between Indigenous Language speakers and English-speaking health 

professionals may be implicated in the ongoing poor health outcomes of Indigenous 

populations (Bain, 2005; Cass, et al., 2002; Coulehan, et al., 2005; Weeramanthri, 1996). 

This makes the issue of intercultural communication one requiring far greater attention than 

it has received to date and some consideration of the factors that perpetuate the seeming lack 

of interest in what is a keystone of all health care interactions. 

Dialogue is difficult to achieve however, when participants are not well equipped for the 

experience. If culturally safe, or even culturally competent or culturally secure care is indeed 

a goal of health service delivery, an understanding of the experience of intercultural 

communications, along with any barriers and facilitators, is essential. This Intercultural 

Health Care Communication study is important to gain a picture of factors that may hinder or 

enable efforts to provide culturally safe health services to Indigenous Language speaking 

clients, who although a linguistic minority, constitute the major users of health resources in 

Central Australia. 
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1.3 Responses to Indigenous Language Speakers in Australian 

health care settings 

Apart from some early efforts to learn local languages to assist with survival, and the 

interests of linguists and anthropologists, Indigenous languages have not and do not figure 

prominently in Australia‘s multicultural policies (Rigney, 2002). Immigrants and/or visitors 

can usually access interpreter services readily. It is not the same for Indigenous Australians 

however, trying to navigate Australian health care services in what is essentially a ‗foreign‘ 

language. English is the country‘s only official language, yet English is not a first language 

for a significant number of Indigenous Australians. Although difficult to gauge accurately it 

has been suggested that at least 30,000 Australians still speak an Indigenous language as 

their first language, and the majority of them live in the Northern Territory (Pauwels, 1995). 

In some areas, English may not even be their second or third language, but way down the list 

in terms of languages used routinely by some Indigenous Australians (Bain, 2005; 

Eckermann et al., 2006; Eckermann et al., 1992; Trudgen, 2001).  

It is also fair to say that the majority of Australians may be unaware of this fact. Unlike 

countries such as New Zealand, Australian Indigenous languages have not historically been 

taught in mainstream schools, nor heard to any great degree on television and radio or 

enshrined in the collective consciousness of the dominant culture (Rigney, 2004). In this 

sense, English enjoys a privileged position as the language of daily use, and it is certainly a 

prerequisite for accessing safe and effective health care in Australia that perpetuates 

systemic inequities, power and privilege. So taken-for-granted is the expectation for health 

service clients to speak English, that health professionals have received few resources and 

even less preparation to communicate effectively with Indigenous language speakers. These 

expectations require scrutiny to establish how they have arisen. 

Interpreter services have been relatively slow to develop within Northern Territory health 

facilities. Some reasons for the lack of development can be found in the attitudes of previous 

local and Federal governments, as well as the historical responses of Australia‘s early 



 

  9 

colonisers to Indigenous people (see 2.5). Parliamentary records attribute the Northern 

Territory‘s previous Chief Minister Dennis Burke (1999-2001) as saying that providing an 

interpreter to an Indigenous person would be ‗…akin to providing a wheelchair for someone 

who should be able to walk‘ (Crossin, 1999). As recently as 2007, the Federal Minister for 

Families, Community Services and Indigenous Affairs, Mal Brough (2006-2007) expressed 

the view that Indigenous Australians should be ‗forced or compelled‘ to learn English 

(Karvelas & Megalogenis, 2007), effectively negating the role of Indigenous languages and 

the need for interpreter services for Indigenous Australians. Furthermore, such language used 

in response to a single group within society, of ‗forced or compelled‘ reflects on ongoing 

colonising mindset that squarely identifies the power relationships between the state and 

Indigenous Australians. 

The under-development and under-utilisation of interpreter services for Indigenous 

Australians in the Northern Territory highlights historic and prevailing attitudes that 

characterise mainstream responses. That is, Indigenous users of health services were never 

intended to need interpreters for negotiating health care in contemporary Australia. This is in 

contrast to the legal professions, which established interpreter services much earlier, having 

long recognised the implications of not providing interpreters to communicate with 

Indigenous Language speakers (Eades, 1995; Inglis, 2002). The consequences for health care 

outcomes would be no less important, and in fact could be argued to have an even greater 

importance when the consequences influence matters of life or death. Yet health services 

remain under-resourced in providing Indigenous interpreter services, and even where 

interpreters are available, a number of factors at individual and system levels that may inhibit 

the effective uptake of these services (Cass, et al., 2002; McGrath & Phillips, 2008) (see 

3.5). 

The potential for communication problems is not restricted to situations where clients speak 

an Indigenous first language. The use of English by many Indigenous Australians also 
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requires some attention. Aboriginal English
10

 or Aboriginalised English and Creoles
11

 (see 

10.2) are in common contemporary use among Indigenous Australians (Eades, 1991). These 

too present challenges to English-speaking health professionals who are unprepared for the 

characteristics of Indigenous communication styles that influence even their use of English, 

resulting in frequent and serious miscommunications (Pauwels, 1995).  

Rather than ensuring health professionals are well prepared to communicate with Indigenous 

language speaking clients, there appears to be an acceptance of a different and often lower 

standard of care, which can have negative effects on health outcomes and service delivery 

(Cunningham, 2002; Fisher & Weeramanthri, 2002). Various studies have focused on 

identifying and describing communications problems between Indigenous and non-

Indigenous people (Cass, et al., 2002; Davidson, Hansford, & Moriarty, 1983; Eades, 1991) 

but there are few if any, that critically examine the impact of these communication problems 

within a colonising context. Much of the research undertaken in this field focuses on 

Indigenous language speaking clients as somehow problematic and suggests strategies for 

health professionals to employ to bridge or minimise existing communication barriers. My 

study however, referred to in this thesis as the Intercultural Health Care Communication 

study, sought to understand the experience of intercultural communication by focusing 

mainly on the preparedness, attitudes and responses of health professionals and health 

services to engage in effective intercultural communications with Indigenous language 

speaking clients. 

Australia‘s colonial past has undeniably influenced the status of Indigenous people and the 

dominant culture‘s responses toward the First Peoples. Unlike other countries with a similar 

colonising history, Australia is yet to enter into any form of treaty with the original 

inhabitants, who were at various points in time, expected to no longer exist under the 

                                                        
10. Aboriginal English, a form of English in which the syllable emphasis, grammar and use of certain words has 

been modified to fit Indigenous language structures and functions (see 10.2). 

11. Creoles—a creole is a distinct language which has taken most of its vocabulary from another language …, but 
has its own unique grammatical rules (Eades, 2009) (see 10.2).  
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influence of colonialism (Eckermann, et al., 2006; Rigney, 2002). Chapter 2 provides further 

discussion of historical issues, as understanding past responses to the country‘s First 

Peoples
12

 is important to understanding responses to Indigenous language speakers within 

Australia today.  

1.4 Why focus on intercultural communications with Indigenous 

language speakers? 

The health of Indigenous Australians is a national priority. Indigenous Australians currently 

live some 17 years less than non-Indigenous Australians (Oxfam Australia, 2009). 

Significant resources and expenditures have been directed toward ‗Closing the Gap‘
13

 in life 

expectancy and quality of life (Rudd, 2008). Yet the ambition to achieve this national 

priority remains unfulfilled. Considerable emphasis has been given to various disease-

focused programs, incentives for health workforces, (although these are heavily weighted 

toward medical professionals), health service infrastructure, and more recently consideration 

of the social determinants of health. However, the communication gap between Indigenous 

and non-Indigenous Australians remains substantial. 

While Australia is ‗one of the most linguistically and ethno-culturally diverse nations in the 

world…‘ according to Pauwels, (1995, p.1) there is something within the national psyche 

that has to date, failed to offer Indigenous language speakers the same rights and respect 

afforded newcomers to this country. This response may have been created by the foundation 

view of Australia as a Terra Nullius
14

 or ‗empty land –belonging to no-one‘ (see 2.5) or the 

expectation much later in our shared history, that Indigenous Australians would simply and 

willingly ‗assimilate‘ (Eckermann, et al., 2006). 

                                                        
12. First Peoples is also used to denote Indigenous Australians (see 10.2). 

13. Closing the Gap is a national policy direction aimed at closing the disparities between Indigenous and non-
Indigenous Australians in terms of life expectancy and other disadvantage (see 10.2).  

14.Terra Nullius – the condition under which the British claimed Australia conceptualizing the land as belonging to 
no-one (see 10.2). 
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Increasingly authors have identified ineffective communication between Indigenous and 

non-Indigenous populations as playing a very important role in preventing the realisation of 

our national priority to ‗close the gap‘ (Cass, et al., 2002; Folds, 2001; Trudgen, 2001). In 

speaking specifically about health disparities, Trudgen has long pushed the notion that 

language barriers and cultural misunderstandings are at the heart of the crisis in Indigenous 

health today (Trudgen, 2001, 2005). He attributes the lack of attention to Indigenous 

language speakers as stemming from the dominant culture‘s
15

 monolingualism (Trudgen, 

2001). His personal stance, based on an intimate involvement with Yolngu
16

 people and 

research conducted, advocates the need for health professionals to learn local Indigenous 

languages and to pay greater attention to the issue of language within health care practice 

(Trudgen, 2001). Numerous factors however, make Trudgen‘s suggestion to learn an 

Indigenous language impractical in the context of Central Australia, including the diversity 

of languages within the region and the transience of health workforces.  

These factors of language diversity and workforce transience however, are only part of the 

reason for focusing on the needs of Indigenous language speakers in this Intercultural Health 

Care Communication study. In Central Australia (and the Northern Territory as a whole), the 

morbidity and mortality of Indigenous people is comparable to rates within developing 

countries (Oxfam Australia, 2006). To have such a major disparity in the midst of a 

developed nation demands attention from a range of perspectives. Whilst culture is widely 

accepted as influencing health care and outcomes for culturally diverse people, the response 

of dominant cultures to ‗others‘ is the problem in a colonising context, rather than culture 

itself. In spite of several decades of cultural awareness training, limited as it has been in 

some areas, major change has not yet occurred in health outcomes for Indigenous people in 

the region. From a cultural safety perspective, learning about culture is not enough to change 

practice and attitudes in most instances (Papps, 2005). A different approach is required. For 

                                                        
15. Dominant culture in this context is considered to be the mainly Anglo Australian populations, sometimes 

referred to as the ‗settler cultural group‘ in other literature (see 10.2).  

16. Yolngu refers to the linguistic and cultural group who are traditionally associated with lands in the North east of 
the Northern Territory, known as Arnhem Land. (See 10.2). 
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this reason, I have chosen to focus on intercultural communication between health 

professionals and Indigenous Language speakers, as communication is a keystone of all 

health care interactions. 

1.5 Language and culture in health care 

Language is an element of culture and the major means by which culture is transmitted, but it 

has been culture more broadly that has received much of the attention in health service 

policy developments (Pauwels, 1995). Culture is often made problematic with dominant 

cultural groups constructing other‘s cultures as something to be overcome, rather than 

accommodated. There is a direct relationship between first language capacity and the 

capacity to learn other languages (Evans, 2010; Pauwels, 1995). If Indigenous language 

speakers are ‗expected‘ to learn English proficiently, then opportunity must be given to 

ensuring capacity in their first language. Without this opportunity, the individual operates 

ineffectively between the dominant language and their first language. For this reason, it is 

important to preserve Indigenous languages and encourage their use even in situations where 

English dominates to avoid rendering a section of society isolated from their own and 

broader communities. Edwards (2005) also suggests that the links between self-esteem and 

identity is another reason to consider First Language capacity as a determinant of health. 

If health professionals wish to communicate health literacy,
17

 prevention, promotion and 

maintenance messages, then this must take place in a meaningful manner. Words and word 

use alone do not equate to understanding. Only when Indigenous speakers are free to operate 

in their preferred language is health care communication likely to succeed, but they must 

also interface with English speakers. Importantly, yet an issue that has received scant 

attention, English speaking staff also deserve to be well prepared for their responsibilities 

when it comes to health care involving Indigenous clients, given the already complex and 

                                                        
17. Health literacy is defined as the shared understanding in regard to health concepts, language and terminology—

involves an ability to read, interpret and use information for health benefits (see 10.2). 
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multiple health needs of this population. Health professionals therefore also need a model of 

intercultural communication that will facilitate culturally safe health care for Indigenous 

language speakers. 

Culture can be constructed as both a facilitator and impediment to safe and effective health 

service delivery for Indigenous Australians. However, the real facilitators and impediments 

to be examined, may exist within the mindsets and systems that uphold dominant culture 

thinking. The last two decades in particular, (1990-2010), has seen health services asked to 

consider the influence of culture within their systems. Policy frameworks such as cultural 

respect, cultural competency and cultural safety have emerged around the country 

(Thomson, 2005) and are endorsed in Central Australian health services, as mentioned in 

section 1.2 and 10.2. One of the difficulties in applying such frameworks however is 

variability in the definitions and conceptualisation of what exactly each approach implies.  

An introduction to the concept of cultural safety during a workshop in 1998 ignited my 

interest in exploring its potential within professional and personal contexts (see section 1.7). 

Chapters 3 and 4 provide further discussion of the rationale for choosing this approach over 

some of the others that have emerged. However, in short, cultural safety as developed in 

New Zealand was perhaps one of the more fully articulated philosophies in terms of 

principles for implementation. It is a philosophical approach does not make culture a 

problem. Instead, this approach asks the dominant culture and its practitioners to examine 

their responses to cultures that are different to their own.  

Cultural safety is a philosophy that requires self-examination on the part of the dominant 

culture health professional (Ramsden, 2002). In considering the principles put forward by the 

New Zealand developers (Ramsden, 2002), language and intercultural communication, 

although not overtly identified, are core components of any culturally safe practice, given the 

need to engage in dialogue with care recipients. The New Zealand context possibly does not 

require such explicit description of these elements, as Maori language and culture are more 
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embedded within the New Zealand national identity than are Indigenous languages and 

cultures in Australia.  

Cultural safety also places responsibility on the service provider to reflect upon and decolonise 

one‘s own practice rather than continuing efforts to change the behaviour of care recipients 

(Papps & Ramsden, 1996; Ramsden, 2002). From one Australian Indigenous perspective, 

decolonisation is a process of acknowledging and comprehending: …the impact that invasion, 

imperialism, colonisation, research and policy have had on the Indigenous people of this 

country (Sherwood & Edwards, 2006, p. 179) 

In the context of this Intercultural Health Care Communications study, decolonisation has 

been operationally defined as using acknowledgement and understanding of the impact of 

colonisation on Indigenous Australians and acting in a way as to ensure that elements of 

colonisation such as dominance, oppression, individual and systemic discrimination and 

racism are not continued (see 10.2). Dialogue, decolonisation and reflective practice all 

resonated for me when considering my own and others‘ experiences of intercultural 

communication with Indigenous Language speakers.  

The right to speak one‘s own language would seem to many an undebatable issue. However, 

invading or colonising groups have used language subjugation as a tool of colonisation and 

conquest for millennia (Evans, 2010; Rigney, 2004).The debate over whether individuals and 

groups should speak the nation‘s official language is a moot point in the current context of 

Central Australia, the last region to be colonised in Australia. The fact is, the majority of 

health service users do not speak English with a level of proficiency that enables safe and 

effective communication with health professionals (Pauwels, 1995). Repeated examples of 

communication failures between Indigenous and non-Indigenous participants within Central 

Australian health care prompted the question of how to engage in effective dialogue, when 

the dominant culture privileges its language over others.  
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An examination of power relationships is also inherent in a culturally safe health service, 

giving rise to the question of which group is in the best position to make any necessary 

change. Indigenous language speaking clients are frequently characterised as deficient for 

their lack of English, rather than linguistically sophisticated and competent for their 

capacities to switch between several Indigenous languages (Harkins, 1994; Pauwels, 1995). 

If culturally safe and effective care for all Australians is the intended goal of health care 

providers, then greater understanding of power within the experience of intercultural 

communication is an ethical and professional imperative. 

In Central Australia, Indigenous people with complex and multiple health problems, 

encounter health services repeatedly throughout generally shortened life spans. Even for 

those Indigenous people who, as a result of detrimental government policies (see 2.2) grew 

up without knowing their first language, communication with English-speaking health 

professionals can be challenging and unsatisfactory (Eades, 2009). Conversely, few health 

professionals employed in Central Australia are prepared for the complexities of 

communication with Indigenous people, or even aware of the need to prepare for 

communication issues.  

I am not suggesting that Indigenous Australians should not learn English. On the contrary, I 

believe that English language proficiency is a key to social power and inclusion in any 

country where it is the official language. The justice of this position is not relevant in a 

practical sense. I do believe however, that when a person, indigenous to a country, has to 

negotiate their health care needs as if in a foreign country, then this position requires 

examination. There are also numerous compelling arguments put forward for language rights 

and maintenance that can be demonstrated to have benefits reaching far beyond individual 

rights, with health outcomes not the least among them (P. Edwards, 2005; Mühlhäusler & 

Damania, 2004; Rigney, 2004). Given such arguments, it follows that those providing health 

care services, need to be equipped for the particular challenges presented in the study‘s 

context. 
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According to Trudgen (2001) and reinforced by Jakamarra‘s opening statement of this thesis, 

Indigenous Australians are literally dying because of a current inability to communicate with 

the dominant population. This seems like a very strong statement to make and one that 

should elicit serious attention. However, successive governments have largely ignored 

Indigenous First Language speakers in what Fishman described by the oxymoron, ‗benign 

neglect‘ (Mühlhäusler & Damania, 2004, p. 10).Furthermore, Mühlhäusler and Damania 

(2004) offer an economic reason for preserving and facilitating the use of Indigenous 

Languages in Australia. Whenever there is a group rendered dependent on the mainstream 

population, the economic burden will be substantial and potentially unsustainable. Policies of 

the past derived with an expectation that the ‗problem‘ of Indigenous existence would 

eventually disappear. Far from disappearing, Indigenous Australians have defied such 

expectations, but at an intolerably high cost to themselves and consequently, the country. 

1.6 Re-orienting my thinking 

My experiences of communicating across cultural and linguistic divides extend to my 

earliest working life as a schoolteacher and later as a nurse educator and University lecturer. 

The first phases of my career involved teaching in large multicultural schools in a major city. 

The next phase focused on working with Indigenous Language speaking adults in remote 

communities until entering the academic world, where cultures (not all defined by ethnicity) 

continue to feature in my work, and in which communication across cultures is inherent. 

Repeatedly I observed and possibly unwittingly contributed to problematising people who 

did not possess English language proficiency. Even beyond the health care setting, those who 

do not possess English as their primary language are defined as deficient rather than different 

(Harkins, 1994; Pauwels, 1995).  

It seemed to me however, that for any perceived deficit that may exist in English, there was 

an obvious, although rarely acknowledged deficit on the part of the English-only speakers to 

communicate more effectively with speakers of languages other than English. This 
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realisation prompted a closer examination of my own and others‘ dialogues around 

Indigenous and other non-English speaking Australians. For this reason, I have chosen to 

describe speakers of Languages Other Than English (LOTE)
18

 by their capacities rather than 

their perceived deficiencies. Instead of using terms such as LOTE, English Second Language 

(ESL),
19

 or non-English Speaking Background (NESB)
20

 as has been the practice in 

education and government for the last few decades (Pauwels, 1995), I have deliberately re-

oriented my language and thinking. I prefer to use the term Indigenous First Language (IFL), 

or Indigenous Language Speaker (ILS)
21

 or simply Language speakers
22

 with ‗Language‘ 

capitalised. An example of my own re-orientation in thinking is evident in a presentation I 

developed on communication issues within Central Australian health services (and 

subsequently published in a text to illustrate the issue more broadly (Taylor & Guerin, 2010). 

Nurses and other health professionals were often heard describing Indigenous clients as 

‗non-compliant; non-communicative; poor historians‘ amongst other labels. Rarely, if ever, 

is it acknowledged that the situation might more accurately be described as: Ineffective client 

history obtained due to poor cross-cultural communication skills of staff. Further staff 

education required (Taylor & Guerin, 2010, p. 125). 

In considering the use of labels and terminology, there is no widespread agreement on the 

terminology used to define Indigenous Australians, who in spite of repeated efforts to do so 

defy being categorised as an homogenous group. Indigenous Australians is the terminology 

used throughout this thesis, with the caveat that there is no implied notion of homogeneity or 

even general acceptance. Section 10.2 outlines specific operational and other definitions used 

in this thesis. 

                                                        
18. LOTE—implies people whose primary or first language is other than English. English may not necessarily be the 

speaker‘s second language, but may be third, fourth other if at all (see 10.2).  

19. ESL—implies people whose first language is other than English, but who do speak English as their second 
language (see 10.2). 

20. NESB—implies people who come from areas where English is not the primary language and therefore English is 
not their first language (see 10.2) 

21. ILS is defined as someone who speaks an Indigenous language, but may not speak it as their first language (see 
10.2). 

22. Language with a capital in text in used to denote Indigenous languages—a commonly used term in Central 
Australia. For example: she speaks Language—implying an Indigenous language (see 10.2). 
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1.7 Locating self in the research 

In 1994, I was a participant in what was for me a very influential workshop on Aboriginal 

Cultural Awareness in Central Australia. The learning curve was steep concerning my 

knowledge of Aboriginal cultural beliefs, practices and worldview. The most powerful part of 

the workshop for myself however, was a speech made by a young Aboriginal man who was 

asked what he thought was the reason behind the appalling health state of Aboriginal people. 

He was passionate and emphatic when he declared, ‗our biggest problem today is English‘ 

(Mills, 1994). He went on to say that English was wholly inadequate when it came to 

explaining so much about Aboriginal beliefs and concepts. For example, 

 …when we talk about a connection to land being at the core of our health… 

you all go, mm… yes, we understand, but you don’t! (speaker‘s emphasis). 

You can‘t possibly, because we can‘t tell you what that really means. You 

don‘t have the words in your language. You don‘t know because if you did, 

you wouldn‘t take this so lightly (Mills, 1994 personal communication.). 

Furthermore, he stated that the way non-Aboriginal people speak to Aboriginal people was a 

problem. Non-Indigenous people ‗talk down to them‘. There is a perception according to Mills 

(1994, personal communication) that non-Indigenous people like to keep Aboriginal people 

speaking quaint sub-standard English while keeping the ‗secret English‘
23

 to themselves 

(Mills, 1994, personal communication). Mills‘ words made such an impact on me that I 

diarised them at the time and have become more attentive to issues of English privilege and 

language right since. Years later, Robbie Mill‘s speech still has impact. One irony however, is 

that it had such impact because he was extremely articulate in my first language of English. I 

wonder if a less fluent messenger would have made the same impact.  

As rarely a day passed without the need to engage in an intercultural encounter in both my 

professional and personal worlds, reflection on my own and others‘ interactions became 

imperative. From frequent observations of health professionals struggling to communicate 

                                                        
23. Secret English – An Aboriginal English term for language that is too difficult to understand (see 10.2). 
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with Indigenous language speakers, to my own personal and professional struggles, the 

experience of intercultural communication became the focus of much discussion, reflection 

and attempts to understand what was occurring. Having worked with other language groups 

previously, I also wanted to examine why encounters in Central Australia with Indigenous 

language speakers seemed more challenging. 

I am a non-Indigenous person originally from a low socio-economic background. However, 

my place as a member of the dominant population, along with undoubtedly some personal 

attributes, has afforded me opportunities not readily available to Indigenous Australians. 

Official government policies did not deny me as a non-Indigenous Australian, the right to my 

own language, the right to an education or the right to an equivalent standard of health care. 

This thesis however, is not about feeling guilt for my whiteness
24

 or the inherent privilege it 

offers, as I do not ascribe to such a position, but I do support challenging my own privilege 

when it affects others.  

My first language, English, is my country‘s official language. As such, it is the language of 

government and its various institutions of law, education and health, among others. As 

previously mentioned, this is not the same for Indigenous Australians however, who find 

their own languages foreign in their own country (Marcus, 2005). This inequitable position 

prompted my interest to better understand what was the experience and consequences of 

accessing health care in settings where English was dominant, and Indigenous clients were 

described in daily discourses as ‗non-communicative‘, ‗non-compliant‘ and ‗unable to 

comprehend their own health care needs‘. Locally, my own perceived ‗authority‘ on 

Indigenous communication compelled me to examine how I acquired the role in my 

professional and personal life as someone who is sometimes called upon to ‗interpret‘ or 

facilitate intercultural exchanges. At the same time as my developing interest in intercultural 

communication, I became aware of cultural safety, then a relatively new philosophy that 

                                                        
24. Whiteness – a concept that is not so much concerned with skin colour but with the inherent privileges of being 

part of a dominant cultural group (see 10.2). 
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arose from Maori experiences of health care in New Zealand. This philosophy has 

considerable relevance for the colonised environment at the centre of this Intercultural 

Health Care Communication study.  

The phenomenon of culture has been widely explored in nursing and other health related 

research (Blackford, 2003; Ferguson & Candib, 2002; Kanitsaki, 2003; Leininger & 

McFarland, 2002; Papps & Ramsden, 1996). The consequences of language dominance 

and/or language awareness however, and how this impacts on those health professionals 

involved in English-dominant services, do not appear prominently in the literature of these 

disciplines. The focus is most often on linguistic minorities as the subjects of research, rather 

than on the linguistic majorities who control health services. Transcultural nursing literature 

is one such example that focuses on the clients‘ difference rather than the health 

professionals‘ capacity to accommodate any perceived difference:  

As nurses discover a client‘s particular cultural beliefs and values 

through research, they learn ways to provide culturally sensitive, 

compassionate and competent care that is satisfying and meaningful to 

the client and congruent with their life ways practices. (Leininger and 

McFarland 2002, p. 45) 

In spite of claims to the contrary by Madeleine Leininger, transcultural philosophy appears 

mainly concerned with nurses being made aware of exotic cultural differences, rather than on 

developing ways to enhance communication through an understanding of barriers and 

facilitators (Leininger, 1985; Leininger & McFarland, 2002; Papps, 2005). This is 

understandable given the theoretical foundations of transcultural approaches that derived 

from the discipline of anthropology. Cultural safety on the other hand, distinguishes itself 

from transcultural nursing approaches, by placing the onus more overtly on the health 

professional and the health care systems to reflect on their interactions and the power 

relationships implicit in working with cultural minorities (Papps, 2005; Papps & Ramsden, 

1996; Ramsden, 2002; Wepa, 2005). Post-colonial theories are the foundation of cultural 

safety approaches and therefore take the attention away from anthropological determinants, 
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to consider the historical, social, and political contexts more fully. Learning about exotic 

differences is a beginning step in the cultural safety process, which then contextualises any 

such knowledge within a decolonising framework.  

My own experiences undoubtedly influence this research, which is why my views and 

experiences are strongly apparent throughout. Rather than seeing this apparent bias as 

problematic and self-indulgent, Fook‘s (1999) explanation of the role of reflexivity and 

reflectivity in research was helpful. In choosing a cultural safety philosophy for this research, 

self-reflection or reflectivity and reflexivity became integral to my chosen methodology. 

Reflexivity is the ‗ability to locate yourself in the picture‘ (Fook, 1999, p.11) — a position, 

whilst reflectivity is the process: 

… in which you are able to reflect upon the ways your assumptions and 

actions influence a situation and thus change your practice as a direct result 

of this reflective process … reflectivity becomes a type of research method, 

one which allows a practitioner to research his or her own practice (or that 

of others) in order to change or improve it. (Fook, 1999, p. 11) 

Once I had chosen critical ethnography as an appropriate methodology, and selected cultural 

safety located within a post-colonial context as the most suitable theoretical framework, I 

needed to locate myself in the study as a reflective participant. Chapter 4 provides further 

explanation of this decision to include my experiences and views overtly. Reflectivity and 

reflexivity played prominent roles during the conceptualisation, implementation and 

development of this study of Intercultural Health Care Communications in Central Australia, 

not only for myself as researcher, but also for participants. 

1.8 Potential significance of the IHCC study 

Communication skills and knowledge of language facilitators and barriers may prove critical 

to the provision of culturally safe health care. A better-equipped workforce, with insight into 

the intercultural communication needs of people in Indigenous health settings, has the 
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potential to improve service delivery in any context. Understanding the experience of 

communicating health care issues with Indigenous Language speakers may also influence the 

preparation and further education of health professionals. Intercultural communication in 

Indigenous health care settings needs to be analysed, and health professionals provided from 

undergraduate level with the tools to communicate better with Indigenous language speakers. 

This is an area of health education in Australia that is not prominent in current nursing, 

midwifery, medical or other health curricula (Pauwels, 1995). 

In addition, considerable time and money has been invested in communicating health care 

information to people from diverse linguistic backgrounds and educational levels. Health 

information provided for Indigenous Australians often employs flip charts,
25

 and cartoon-

formatted publications that are simplistic with sometimes child-like English language. These 

formats have been promoted for use with Indigenous clients in the belief that these are 

culturally appropriate means of communicating. This study also briefly explores, describes 

and analyses some examples of culturally targeted modalities and health care 

communications for their effectiveness in Central Australian health care. Recommendations 

concerning their effectiveness may improve both the message and the mode of delivery and 

contribute to de-colonising health care practices. 

Understanding the experience of intercultural communications in Central Australian health 

care has the potential to improve health outcomes and service delivery, inform educational 

and training curricula and more effectively identify and target health care resources. It will 

add to the increasing but still limited body of knowledge relating specifically to intercultural 

communication involving Indigenous language speakers in Australia. Further, I hope that 

such understanding contributes to the will and preparedness of the dominant culture to seek 

meaningful dialogue with Indigenous people to ensure the delivery of culturally safe health 

care for all participants. 

                                                        
25. Flip charts are usually A3 or A4 sized publications designed to be used as teaching tools for audiences with low 

English proficiency. They are often characterised by large font size, plain English and numerous graphics. 
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1.9 Rationale for study 

It has become increasingly apparent from being both an observer and participant in health 

care settings in Central Australia that at the heart of so many frustrations, stressors and poor 

outcomes have been failures of communication that arise from a post-colonial legacy within 

this context and all the social dynamics this has created. A quote from playwright George 

Bernard Shaw in 1901, may seem to have little bearing on Central Australian intercultural 

communications. However, Shaw‘s suggestion that, ‗the single biggest problem in 

communication is the illusion that it has taken place‘ sums up so many of my own and 

others‘ experiences in Central Australian health care settings.  

With the best of intention and sometimes without it, health professionals are often ill 

prepared for the type of communication skills required to interact effectively with clients 

who speak an Australian Indigenous language. Although communication issues are accepted 

as problematic, the attention given to addressing these issues is inadequate (Pauwels, 1995). 

There is a need to examine the impact of these communication issues on both clients and 

health professionals in order to explore what underpins this neglect of a key component of 

effective health care practice. By including a focus on health professionals as participants, a 

more complete picture of intercultural communications may be achieved. In addition to 

examining the impact of such experiences on participants and the underpinning causes of 

communication difficulties, there are ethical, legal and even economic rationales for 

examining health care communications between English-speaking health professionals and 

Indigenous Language clients.  

Ethically, it is a universal human right to possess and maintain one‘s own language, 

particularly within one‘s own country (May, 2005; Rigney, 2004). Language subjugation or 

destruction is a tool of colonisation and dominance (P. Edwards, 2005; Evans, 2010). By both 

overt and covert methods, colonisers have historically sought to ‗divide and conquer‘ through 

making the language of state that of the colonisers. According to May (2005, p319), ‗a 
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dominant language group usually controls the crucial authority in the areas of administration, 

politics, education and the economy‘.  

 
Language is linked to issues of self-esteem and identity and consequently to health. Without 

a mutual respect for the Indigenous Language clients‘ right to their own language and 

identity, health may be unobtainable. Legally, issues of informed consent, treatment options, 

and duty of care are dubiously applied in a setting where communication is poorly executed 

(McGrath & Phillips, 2008). Language barriers ‗… can create obstacles to gaining genuine 

informed consent‘ (McGrath & Phillips, 2008, p. 27). When health professionals admit to 

operating in an environment of doubtful legal adherence, the potential for litigation is 

substantial. These barriers are discussed further in Chapter 8. In situations where 

communication is ineffective or not even identified as problematic, health care is clearly 

compromised, which highlights the need for this study. 

Economically speaking, the cycle of ineffective treatments, unresolved health problems, and 

a lack of attention to preventable health concerns, cost the community at large. Millions of 

dollars have been spent on less than 3% of the population with relatively little impact. The 

social costs of failure concerning Indigenous health also cost the nation in terms of its 

relationships with all sectors of the community as well as Australia‘s standing in the world. 

Social justice, reconciliation and a genuine commitment to decolonisation are also powerful 

reasons for the need to examine this issue. However, the reality may be that until legal and 

economic arguments are made, those with the power to change often remain impervious to 

more humanistic motivations. The issues identified throughout this study have ethical, legal 

and economic consequences that are highlighted in the data chapters (see Chapters 6 & 7).  

1.10 Aim  

This research aims to critically analyse health care communications between health 

professionals who were essentially English only language speakers and Indigenous First 

Language clients. In essence, it is concerned with analysing the intercultural contexts of 
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health care communication in Central Australia to identify barriers and/or facilitators to 

culturally safe communication with Indigenous First Language clients. This thesis does not 

aim to criticise health professionals who are placed in positions not intentionally sought by 

them. Few if any health professionals in my view would deliberately engage in practices and 

procedures that contribute to the ongoing trauma of colonisation of Australian Indigenous 

people. On the contrary, colleagues and others have sometimes seen their roles as health 

practitioners as dealing with the consequences, direct and indirect, of colonisation, rather 

than participating in the process today. It does however, seek to uncover the underlying 

assumptions, attitudes and responses that underpin healthcare and other systems and 

structures operating within the research setting, which hinder or facilitate intercultural 

communications with Indigenous Language speakers today. 

1.11 Research questions 

The specific research questions posed within this study were:  

 What is the experience of being an English-speaking health professional providing care 

to Indigenous language speaking clients? (To be explored through face-to-face 

interviews with health professionals across a range of Central Australian health 

services.) 

 What is the experience of being an Indigenous language speaker in an English dominant 

health care system? (To be explored through face-to-face interviews with Indigenous 

language speakers who were also health service users.) 

 What do video, audio, written and/or field observed examples of health communications 

between Indigenous and English first language speakers reveal about intercultural 

communication in the study context? 
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 What do the experiences and examples reveal about barriers and facilitators, current 

workforce preparations and attitudes toward intercultural communications within a post-

colonial context?  

 What can be done to improve the cultural safety of communications in Central 

Australian health care? 

1.12 Scope of the Study 

Perspectives were obtained from both Indigenous Language clients and English-speaking 

health professionals. My major source of data was from the health professionals, being a 

member of this cultural group myself. At the time of commencing this study, the majority of 

health professionals employed in the Central Australian region was monolingual, with 

English their first and only language.  

Over the past decade (since 2000) however, there has been a major increase in the numbers 

of overseas trained personnel employed in Central Australia, which has added another layer 

of complexity to an already difficult practice area (Wren, 2007). Health professionals who 

spoke languages other than English were not included in this particular study, but were 

mentioned by participants. For example, during the interview phase of the study there had 

been an active recruitment of nurses from Zimbabwe and India (since 2006). These nurses 

came in for particular mention in the study but were not interviewed, as they spoke other 

languages in addition to English. The variability of recruitment and preparatory strategies 

over time may make investigation of other groups relevant, but those who speak English 

only are likely to remain the demographic majority for health professionals. The specific 

references made in interviews are commented upon in the data analysis where appropriate, 

with further consideration of the issue of speakers of other languages in the discussion 

chapter. 



 

  28 

I started this thesis with an Indigenous voice and declared early that I wanted to provide due 

prominence to such voices. In this thesis however, I make no claim to represent Indigenous 

people other than through the voices of a small number of Indigenous participants who 

volunteered their perspectives of intercultural communication in health care settings in 

Central Australia. As an outsider to this cultural group, I felt it was not an appropriate role 

for a non-Indigenous researcher to attempt to present a comprehensive Indigenous voice, as 

the very issues under scrutiny in this study would surely affect my capacity to do justice to 

this group. Indigenous led and conducted research would be more appropriate for collecting 

such data (Smith, 2003). 

Instead, the Indigenous participants who provided rich data to consider in relation to the 

health professionals‘ perspectives were people with whom I had long-standing established 

relationships, and therefore formed a convenience sample only. Methodological issues that 

arose during my interviews with Indigenous First Language people confirmed my belief that 

it would have been unwise to attempt to obtain and analyse data from Indigenous Language 

speakers as an English only speaking researcher, even though other researchers have done so 

using interpreters. This aspect of the research methods is discussed further in Chapter 5. 

1.13 Overview of study 

Chapter 1 sets the scene for the study, by providing a background and justification. It also 

presents the issue of communication in health care as critically important and considers the 

significance of this study in a wider context. 

Chapter 2 provides an overview of the study‘s contexts. It describes the geographical, 

political, personal, cultural and historical locations for this study and outlines the main 

influences of each of these contexts on understanding the study. 
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Chapter 3 reviews the literature and examines the complexities and consequences of 

intercultural communication problems in health care settings, as well as identifying gaps in 

the literature, concerning Australian Indigenous language users.  

Chapter 4 explains the theoretical and methodological basis for the research design. An 

exploration is made of post-colonialism as the theoretical framework for the study, 

underpinned with cultural safety as a relevant philosophy. The methodology of critical 

ethnography is discussed and a rationale for its use in this study is provided.  

Chapter 5 is the methods chapter, which details specific activities undertaken in the conduct 

of this research and approaches to analysis. It provides rationales for the chosen approaches, 

describes decision-making in relation to planning and implementation, and addresses issues 

of ethics and rigour. 

Chapter 6 presents data from the English-only speaking health professionals, derived 

mainly from analyses of semi-structured interviews with English-speaking health 

professionals in Central Australia. The data also includes some analyses of video-recorded 

and field observed health care communications between professionals and clients from 

across a range of service settings.  

Chapter 7 presents the data from Indigenous First Language participants. Semi-structured 

interviews, videotaped and field observed health care communications and targeted 

communications such as signage and health resources were analysed. When sequencing the 

presentation of data, there has been a deliberate choice to ensure the first and last words, 

usually considered the more privileged in English communications, are those of Indigenous 

language speakers. 

Chapter 8 discusses the findings from chapters 6 and 7 in relation to the literature. 

Discussion of findings from each category of data, followed by a more detailed examination 

of the issues inherent in communicating with Indigenous First Language speakers in English, 
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is given. The theoretical framework of post-colonialism and the philosophy of cultural safety 

guide interpretation of the findings. 

Chapter 9 returns to answer explicitly the research questions outlined in chapter 1. It 

highlights what this study has contributed to intercultural health care communications in 

Central Australia, presents the limitations of the study and its main recommendations. A 

model of culturally safe intercultural communication for Central Australian health care is 

proposed, before concluding this thesis. 

1.14 Summary 

This chapter has introduced the issue of intercultural communications in Central Australian 

health care as an issue worthy of attention. It has identified a number of reasons for focusing 

on what has been a largely overlooked issue in analyses of the current state of Indigenous 

health in Australia today. Given that Indigenous health is a national priority, this 

Intercultural Health Care Communication Study turns the critical lens on a key element of 

health care—the capacity of health professionals to provide culturally safe care to 

Indigenous health service clientele.  

This chapter outlined the aims and objectives of the study, provided a background, rationale 

and purpose for undertaking an analysis of health care communications between Indigenous 

Language speaking clients and English Language speaking health professionals. Intercultural 

communications involving Indigenous language speakers are known to create potential 

barriers to effective health service delivery in Indigenous settings in Australia. 

Unfortunately, they have received relatively little emphasis in the preparation and ongoing 

professional development of health practitioners. The next chapter will provide an overview 

of the context of intercultural communications and communication issues in health care that 

are relevant to the subject of this study. 
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Chapter 2 

The research setting and context: Its different here  

 

2.1 Introduction 

The research setting for this Intercultural Health Care Communication study is physically 

located in the Central Australian region of the Northern Territory of Australia (see Figure 1, 

section 2.1). It has been my home for over twenty years at the time of writing (since 1988). 

Although that makes it a convenient location for me personally, there are numerous reasons 

for focusing on health care communications in this specific area. The unique geographical, 

historical, political and cultural elements that interact within this region have significant 

influence over health service delivery and outcomes.  

This chapter provides a brief overview of the context and some of the issues relevant to the 

research setting. Section 2.2 describes national health services to provide a context for 

understanding key aspects of the local health care environment within Central Australia. In 

section 2.3, is a description of the geographical, historical, political and cultural contexts. 

Sections 2.4 to 2.7 then consider each context separately in relation to this Intercultural 

Health Care Communication study.  
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Figure 1: Central Australian Health services area (approx. 1 million km square) and the position 

of the research context within the Northern Territory and Australia. 

2.2 National health services 

The Australian healthcare system is unique among those of comparable English-speaking 

countries such as the United Kingdom, Canada, New Zealand, and the United States of 

America. Some services, regulation and funding are provided by the Commonwealth 

Government, while other Australian health services are generally the responsibility of 

separate State and Territory governments. In recent years however, there has been increasing 

pressure for Federal (Commonwealth Government) intervention to address failing State 

health care systems, particularly in the Northern Territory. In spite of identified problems, 

most of the population enjoy relatively good accessibility and availability of health care 

services. When it comes to remote and Indigenous populations however, there are noticeable 

disparities in terms of access and availability (Wakerman, 2004). The following synopsis 

provides a brief overview of Australia‘s health system from the Australian Government 

Medicare Australia (2010):  

The Australian health system is widely regarded as being world-class, in 

terms of both its effectiveness and efficiency. The system is a mixture of 

public and private sector health service providers and a range of funding and 

regulatory mechanisms: 
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The Australian government with the primary role of developing broad 

national policies, regulation and funding.  

State and Territory and Local governments who are primarily responsible 

for the delivery and management of public health services and for 

maintaining direct relationships with most health care providers, 

including regulation of health professionals and private hospitals.  

Private practitioners including general practitioners, specialists and 

consultant physicians.  

Profit and non-profit organisations and voluntary agencies.  

The Australian Government‘s funding includes three major national subsidy 

schemes, Medicare, the Pharmaceutical Benefits Scheme and the 30% 

Private Health Insurance Rebate. 

Medicare and the Pharmaceutical Benefits Scheme cover all Australians and 

subsidise their payments for private medical services and for a high 

proportion of prescription medicines. Under Medicare, the Australian and 

State governments also jointly fund public hospital services so they are 

provided free of charge to people who choose to be treated as public 

patients. Australian Government funding of the 30% Rebate and other key 

incentives support people‘s choice to take up and retain private health 

insurance. (Australian Government, 2010) 

The Northern Territory as the name implies, is a territory within Australia and as such is not 

politically equivalent to the six states that make up the rest of the country. Although the 

States and Territories are responsible for the delivery of their own health services, the 

Northern Territory, with its differing constitutional status is more reliant upon Federal input. 

Central Australia is a flexibly defined geographical region within the Northern Territory of 

Australia. In terms of access to health care, users of Central Australian health services may 

reside in any of the three states that border the Northern Territory. States in Australia enjoy a 

level of self-government. As a territory, however, Federal powers can constitutionally over-

ride the Northern Territory government. This has implications for health service delivery, 

with Federal priorities often taking precedence over local concerns. A major example of this 

was the overturning of the Northern Territory‘s euthanasia laws by the Commonwealth 

Government in 1996. 

Although the majority of Australians live in large metropolitan coastal areas, our ageing 

population and the existence of vulnerable and/or marginalised groups has seen an attempt to 

http://www.medicare.gov.au/public/register/index.jsp
http://www.medicare.gov.au/public/services/scripts/index.jsp
http://www.medicare.gov.au/public/claims/private-health.jsp
http://www.medicare.gov.au/public/claims/private-health.jsp
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re-orient health services toward more affordable, equitable and sustainable health promoting 

and preventative care. Australia has been a signatory to the World Health Organization‘s 

(WHO) commitment to primary health care
26

 (PHC) since 1978 (Eckermann, et al., 2006). 

However, by comparison with curative and treatment health services PHC is poorly 

resourced or prioritised. The 2010 opening of a second renal dialysis unit in Alice Springs in 

addition to already having the largest dialysis unit in Australia demonstrates the preference 

and resulting need for treatment services. At the same time, PHC services remain under-

resourced in terms of prevention, even though job descriptions for remote health services 

identify PHC as core business (Gruen, Weeramanthri, & Bailie, 2002).  

2.3 Central Australian health services 

The remoteness of Central Australian health services means that access to high technology 

specialist treatment services is limited. The majority of health services in the region are 

classified as remote or very remote according to national classificatory scores, known as 

Australian Standard Geographic Classification—Remoteness Areas (ASGC-RA) introduced 

in 2009 (Australian Government Department of Health and Ageing & DoctorConnect, 2005). 

As shown in Figure 2, the Northern Territory differs significantly from the east coast of 

Australia where the majority of the population and health services are located. Bordered on 

three sides by the remotest regions of Queensland, Western Australia and South Australia, 

the Central Australian region faces challenges in health service provision that in combination 

with the historical, political and cultural influences, make the research setting worthy of 

attention. 

                                                        
26. Primary health care is both a philosophy and level of health care. It is first level care with a focus on prevention 

and health promotion (see 10.2). 
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Figure 2: ASGC-RA Map of Australia (DoctorConnect, 2010) 

Central Australian Indigenous people are disproportionate users of health services. Whilst 

comprising approximately 25% of the Central Australian population, Indigenous clients 

occupy on average some 80% of all hospital bed stays and account for 98% of remote health 

centre attendances (Department of Health and Community Services, 2009). Indigenous 

people in Central Australia use health services most often for symptom relief, and many still 

pursue traditional therapies in tandem with western medicine (Nathan & Leichlietener, 1983; 

Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women‘s Council Aboriginal Corporation, 

2003; Palmer-Thompson, 2007). Some health centres within the region are known to support 

the use of traditional Indigenous medicines and facilitate access to traditional Indigenous 

healers for their clients (Ngaanyatjarra Pitjantjatjara Yankunytjatjara Women‘s Council 

Aboriginal Corporation, 2003). 
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Central Australian health services consist of both government controlled and community-

controlled facilities. Government controlled services come under the Northern Territory 

Department of Health and Families (NTDH&F) (the third departmental name change during 

the last decade—see 10.3). Within Central Australia, tertiary health services are controlled 

by the Northern Territory Government, but reliant on Federal funding and subject to Federal 

intervention.  

Government controlled services in the region include two tertiary services, the larger Alice 

Springs Hospital and a smaller twenty bed hospital 500kms to the north at Tenant Creek. 

Alice Springs Hospital is well equipped to act as the major tertiary care centre for the region, 

but experiences considerable difficulties in recruiting and retaining staff in an isolated area 

(Department of Health and Community Services, 2009). There was a failed attempt to open a 

private hospital wing within the public Alice Springs Hospital in 2006. Given the remoteness 

and challenges of attracting specialist services to the region, few private hospital clients 

actually chose private health care when they were accessing the same health professionals 

employed in the public hospital. In the town of Alice Springs, there is also a government 

controlled community health service responsible for aged, adult and paediatric community 

care, renal dialysis and dental services. There is one Aboriginal Controlled Dialysis Service, 

located in Alice Springs that breaks the mould for its innovative approach to holistic renal 

management, known locally and for simplicity as ‗the Purple House‘.
27

 The Western Desert 

Nganampa Walytja Palyanjaku Tjutaku (WDNWPT) Renal Dialysis Unit was established in 

response to a need to address the impact of dislocation and cultural safety for Western 

Desert
28

 people requiring treatment for renal disease (Brown, 2010; Rivalland, 2006). A 

genuine example of Aboriginal self-determination, this renal unit was established in 2000 to 

provide renal treatment and education that would facilitate patients being able to return to 

                                                        
27. The Purple House is the Alice Springs base for WDNWPT Dialysis—named pragmatically for the colour the 

house is painted.  

28. Western Desert is a geographic and cultural region that incorporates Indigenous language groups who live in 
the deserts to the west of Alice Springs. These traditional lands extend into Western and South Australia.  
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their homelands for visits and/or ongoing treatment within their home communities 

(Rivalland, 2006). 

There are also a number of Aboriginal Controlled Health Services (ACHS) or Aboriginal 

Medical Services (AMS) in the Central Australian region, which has the largest proportion 

of Indigenous people nationally. Whilst the overall representation of Indigenous people is 

around 3% nationally, Central Australia‘s Indigenous population is approximately 25–30% 

of the total (Department of Health and Community Services, 2009; J. Taylor & Biddle, 

2008). The difference between Central Australia and the national representation of 

Indigenous peoples is amplified by the disparity in health. In this region 70–80% (more in 

remote communities) of health service users on average are Indigenous people (Department 

of Health and Community Services, 2009).  

This demographic gave rise to the need for culturally appropriate health service to meet the 

needs of Indigenous people in the region. The Central Australian Aboriginal Congress 

(CAAC or Congress) is one of the oldest Aboriginal community controlled services in the 

country. Commenced in 1973 as a congress to provide representation and advocacy for 

Aboriginal people in the region, by 1975, the need for a more culturally appropriate health 

service became a priority for the organisation (Central Australian Aboriginal Congress, 

2009). Although offering an alternative service to mainstream organisations, Indigenous 

clients by virtue of their often-serious health problems, require treatment and contacts within 

the government controlled health sector. Congress today is largely involved in providing a 

generalist practitioner clinic, as well as a comprehensive range of prevention and promotion 

activities and outreach services.  

There are also a number of remote primary health care clinics located across the region, 

varying in size from single-nurse posts to larger multidisciplinary teams. There are currently 

some sixteen Northern Territory government-controlled remote clinics and ten Aboriginal 

Controlled Health Services or Aboriginal Medical Services within Central Australia. The 
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closest Territory-controlled health centre is 130kms from Alice Springs via a sealed road. 

The most distant is an eight-hour drive via unsealed roads.  

Seasonal extremes and cultural activities can affect access to and from remote communities. 

Flooding or other damage can close roads and airstrips, whilst community activities such as 

funerals or ceremonial events may also limit access for some people. Registered Aboriginal 

Health Workers
29

 (AHWs) and Remote Area Nurses
30

 (RANs) constitute the onsite 

workforce in most remote clinics. Medical officers are generally, though not exclusively, 

located in Alice Springs, and usually visit remote communities on a fortnightly basis. 

Depending on populations and need, they also provide clinical support and medical 

consultations to AHWs and RANs via telephone. Internet remains unreliable in some remote 

communities, but tele-health facilitated by internet is increasingly being considered for 

remote services. More recently, medical officers who are resident in interstate metropolitan 

areas have begun conducting consultations by phone. This development of having medical 

support located out of the region has increased recently due to the implementation of the 

Northern Territory Emergency Response (NTER)
31

 in 2007. The impact and efficacy of such 

a model is yet to be fully evaluated, with some medical officers, never having visited the 

communities they service. 

The current reality of high morbidity, mortality, chronic and acute concerns of Indigenous 

people in particular however, leaves little time and few resources to implement genuine PHC 

services in many areas of Central Australia. Health in this context therefore, may be more 

accurately defined by the contradiction that most health professionals spend the bulk of their 

time focusing on illness, disease and injury. Added to the tensions between policy and 

practice, is the influence of mainstream responses to Indigenous and other cultures in Central 

                                                        
29. Aboriginal Health Workers are registered health professionals in the Northern Territory who are historically 

trained as primary health care workers (see 10.2). 

30. Remote Area Nurses are registered nurses who practise in isolated settings, requiring advance clinical skills (see 
10.2). 

31. Northern Territory Emergency Response (NTER)—the 2007 Federal Government‘s response to child abuse 
allegations in Indigenous communities that initiated a range of interventions directly affecting Indigenous 
people within the Northern Territory (see 10.2). 
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Australian health care, discussed briefly in Chapter 1 and addressed further in section 2.7 of 

this chapter. Whilst culture is generally the identified factor influencing service delivery and 

health outcomes, in a post-colonial context, it may more accurately be considered that it is 

what underpins responses to culture rather than culture itself that is the more critical 

influence. Henry and Tator (2006) describe a concept called democratic racism that is 

further discussed in Chapter 3. Democratic racism considers systemic inequities as less 

related to specific cultural variables than to the tension that arises when dominant cultures 

are caught between their own ethnocentrism and their belief in social justice and equity 

principles (Henry & Tator, 2006). Pursuit of such principles however may inevitably 

threaten the status quo and the inherent privilege of being a member of the dominant culture. 

2.3.1 Workforce Issues 

Western biomedical models and definitions of health generally underpin services in Central 

Australia. Personnel must meet the criteria for registration as a health professional (doctor, 

registered nurse, enrolled nurse, etc) or hold certain suitable qualifications for their particular 

discipline (e.g., allied health). Recruiting and retaining health professionals in Central 

Australia is an ongoing challenge. It is a chronically understaffed environment. Alice 

Springs Hospital for example, is a modern 180 bed well-equipped facility, but the staff 

turnover of has been as high as 300% (Department of Health and Community Services, 

2009) with new staff orientated fortnightly and an average length of stay that has been as low 

as 3–6 months. The majority of staff stem from urban backgrounds, many of them 

originating from Ireland, New Zealand or England (Department of Health and Community 

Services, 2009).  

Alice Springs also sits nicely on the ‗backpackers‘ route for many nurses, who have a short 

working experience in the Centre before heading on to Darwin, the capital city of the 

Northern Territory and then over to Cairns in Queensland, a well-known beachside city. This 

transience seems to be the nature of workforces today, reflected in the generational changes 

that see workforce longevity as outdated (McCrindle, 2006). Remote health services in 
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Central Australia have an even greater test in attracting and retaining staff, with heavy 

reliance on agency staff (Davey, 2010).  

2.4 Geographical context 

This study takes place in an environment renowned for its unique and somewhat exotic 

geographical and cultural aspects (Marcus, 2005). Even within Australia today, there are 

many who have only an image and assumptions on which to base their understanding of the 

setting. Central Australia as the name suggests, is located in the geographic heart of the 

country. The majority of Australians, through literature and other media portrayals, know it 

as the ‗Red Centre‘ or the ‗outback‘.  

From a global perspective, the isolation of Australia as an island continent in the southern 

hemisphere ensures geography continues to play a role in the country‘s development and 

place in the world. Australia was colonised in the late 1780s by the British, having been 

‗claimed‘ earlier by the explorer James Cook in 1770. While British colonists attempted to 

transplant northern hemisphere notions of altering the environment to suit their needs, the 

First Australians lived in concert with existing geography and ecology (Eckermann, et al., 

2006). Such conflicting ideologies between cultures continue to affect the delivery of health 

services in remote Australia today. 

The media often portrays Central Australia as a place fraught with dangers and disincentives 

for living there. Climatic extremes, vast distances, scarce resources and a lack of comforts 

can make Central Australia sound unappealing to coastal-hugging populations. The natural 

landscapes of Central Australia however, are rich in aesthetic and cultural significance. 

Consequently, many relative newcomers willingly call it home. More importantly, there are 

those First Peoples whose connections to the region extend back tens of thousands of years.  

In relation to health service provision, geography influences clinical decision-making, 

funding, resource allocation, staffing and access to services amongst other things. The 
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nearest major hospitals to Alice Springs are both 1500kms away in Darwin to the north and 

in Adelaide to the south. The overlapping of ‗official‘ State borders with existing well-

defined Indigenous countries
32

 means that clients whose place of residence is interstate often 

seek health care within the NT, adding to the complexity and cost of health service delivery 

(Brown, 2010; Medew, 2009).  

Geographical distance from the major centres influences the Federal definitions of 

remoteness, which in turn influence resourcing and service availability. Central Australia is 

classified remote to very remote (see Figure 2, in 2.3). Climatic extremes including long 

periods of drought or brief periods of flooding, impact service delivery and the health of 

individuals and communities. Environmental health risks such as dust and seasonal hazards 

including smoke from land management, cooking and heating fires,
33

 pose significant health 

risks to Indigenous people, as does culturally incongruent housing provided in remote 

communities (Musharbash, 2008). 

2.5 Historical context—Colonisation of Australia and Central 

Australia 

Australia is one of a great number of countries that became the target of European 

competition for lands, resources and peoples during the 17
th
 and 18

th
 centuries. So fiercely 

contended between the European superpowers of the day, it became necessary for an 

international court to regulate the rules by which countries could be claimed (Eckermann et 

al., 2006). The three agreed-to terms for claiming territories were through conquest, 

negotiation of a treaty with existing inhabitants or by the declaration of a land as empty or 

belonging to no one. Australia was the only territory to be claimed under what is now 

acknowledged as a legal fiction—that of terra nullius
34

 (empty land, belonging to no-one) 

                                                        
32. Countries, country used in the sense of Indigenous land connections indicates clearly defined territories, 

acknowledged as belonging to or being the traditional lands of specific Language groups. 

33. Fires remain a prominent feature of everyday life in remote Aboriginal communities in the region, whether for 
cooking, heating or as light for night time. Even when electricity is readily available the role of fires is integral in 
many people‘s daily activities. Burning of land for land management is also continued in some regions. 

34. Terra nullius—A European concept meaning land belonging to no-one (see 10.2). 
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(Eckermann, et al., 2006). All that was required was the planting of a British flag on the soil 

in question and the region had become part of the British Empire, according to European 

standards of the day.  

It is beyond the scope of this thesis to describe processes of history that took place over 

several hundred years. However, some cursory discussion may be relevant in identifying 

influences that have shaped outcomes today. While the Americas, Canada, New Zealand and 

other colonised countries contested their future paths through conflicts, bargaining and treaty 

making, Australia and its First Peoples were considered differently. The continent was empty 

according to some British eyes that saw no recognisable system of government, law and no 

people considered worthy of notice. According to archived communications between the 

British authorities and those sent to establish new colonies:  

The Aborigines' lives and livelihoods were to be protected and friendly 

relations with them encouraged, but the Instructions make no mention of 

protecting or even recognising their lands. It was assumed that Australia was 

terra nullius, that is, land belonging to no one. This assumption shaped land 

law and occupation for more than 200 years (National Archives of Australia, 

2010). 

The impact of British colonisation on Australia‘s First Peoples since 1788 is well 

documented (National Archives of Australia, 2010; Perkins, Langton, Atkinson, & et al, 

2008). Within a relatively short period, Indigenous east coast populations around Sydney had 

dwindled, with some language groups totally decimated within 30 years of contact (Schmidt, 

1993). While the colonisers settled the coastal regions relatively quickly, Central Australia 

remained somewhat of an enigma. Colonisation took much longer to reach the Centre of the 

continent.  

Central Australia was one of the last areas to be ‗settled‘ by Europeans who had largely 

avoided the mysterious and somewhat frightening interior. That was until the need for 

contact with the outside world established a telegraph line through the centre of the country 

in 1872, linking Adelaide to Darwin and then to the rest of the world (A. Thomson, 1999). 
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Prior to this there has only been a handful of non-Indigenous explorers searching for what 

was believed to be an inland sea, who been into Australia‘s centre. This history created a 

very different environment to the rest of Australia, where European settlement was 

established much earlier and the effects of colonisation already played out in the preceding 

century. Even within the Northern Territory, Central Australia had a different experience of 

colonisation in comparison to the northern parts that had established contacts with groups 

from Asia stemming back centuries (Perkins, et al., 2008; Trudgen, 2001). The northern 

regions were less isolated in terms of contact with the world beyond Australia. Although 

pastoralism and mining in the late 1800s brought Indigenous and non-Indigenous 

populations into contact in Central Australia, such encounters were often characterised by 

conflict as settlement ‗forced or enticed removal from traditional country‘ equating to 

removal from ‗self‘ (Watson, 2006, p. 11). 

Today‘s remote Indigenous communities arose as a result of stringent attempts to bring 

Christianity to the ‗natives‘
35

 through the establishment of missions or later attempts to apply 

a succession of policy responses to segregate, assimilate and protect
36

 Indigenous peoples 

within church or government run reserves (Taylor & Guerin, 2010). Prior to colonisation, 

Indigenous Australians lived highly mobile existences throughout Central Australia, moving 

purposefully and seasonally within their respective countries. Communities today are fixed 

by the placement of infrastructure such as a clinic, store, council office and school, but the 

mobility of people remains quite pronounced (Musharbash, 2008). In the few areas where 

reserves were not established, some groups remained within traditional homelands, but 

competed for resources with pastoralists and mining groups, with varying outcomes. Within 

the more isolated desert regions of Central Australia the last group of Indigenous people to 

come into contact with non-Indigenous people did so as recently as the 1980s (Batty, 2007; 

Folds, 2001). The recent nature of this contact is in stark contrast to experiences of other 

                                                        
35. Natives—Indigenous Australians have been variously referred to in historic literature, often with labels that 

were imposed rather than negotiated. ‗Native‘ was a term in use into the mid 1970s. This terminology seems to 
be in current usage more in northern hemisphere countries, but is not generally accepted in Australia today (see 
10.2). 

36. See Policy directions, Table 1 in 2.6 
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Indigenous Australians across the country who at that time, had been living with the impact 

of colonisation for several generations in some regions. Access to traditional lands, 

maintenance of cultural ceremonies and protocols and use of first languages had eroded over 

time for many Indigenous Australians in other parts of the country.  

The influence of history on the health of Indigenous people has been profound, with many of 

today‘s health issues linked to experiences of contact and colonialism. The dislocation from 

traditional lands and the introduction of European diets are implicated in the epidemics of 

renal, endocrine and cardiac diseases experienced today by many Indigenous people in 

Central Australia (Eckermann, et al., 2006). The impact of colonisation on pre-existing law, 

family structures and societal roles and responsibilities has been major, with incidences of 

family breakdown, violence and mental health problems prominent in the current health 

status of Indigenous Australians today (Randall & Hogan, 2006). 

Construction of Aboriginal people in Australia is typically from a perspective of deficit. This 

construction reinforces the popular notion of ‗white intervention or rescue‘, implied in the 

headline that accompanied the reporting in 1984 of the last group of Aboriginal people to 

enter the government reserves in the Western Desert region. The reporting of this group‘s 

entry into the reserve from their traditional lands, labelled ‗We find the lost tribe‘ gives an 

example of both the recency of contact in Central Australia and the ethnocentrism of non-

Indigenous discourses of the day (Batty, 2007, p27). Just as problematic as the discourse of 

Cook‘s
37

 ‗discovery of Australia‘, the family group depicted on the front page of the 

Melbourne Herald newspaper were neither ‗lost‘, nor ‗found‘. They voluntarily came into 

the settled areas to reconnect with relatives already caught up in the established government 

reserves. An unprecedented period of drought also played a role in bringing this group in 

from their country in a pragmatic move on their part according to a nurse who was sent to 

assess the health of this group (Brown, 2010, personal communication). Central Australia 

                                                        
37. Cook refers to then Lt James Cook who is credited in Anglo-Australian history with ‗discovering‘ Australia in 

1770. Given that it was already occupied, the discourse fails to specify that the ‗discovery‘ was only a ‗discovery‘ 
to the British of the day, who were unsure of the continent‘s existence and extent. 
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remains entrenched as the seat of non-Indigenous ‗intervention‘ more so than ever with the 

implementation of the 2007 Northern Territory Emergency Response
38

 (NTER) (Altman & 

Hinkson, 2007; Hinkson, 2007). 

History permeates every encounter in Central Australian health care. Many events of first 

Indigenous and non-indigenous contact are within living memory of people in this region. 

Add to this the strong aural/oral tradition of Indigenous people, and what is considered 

history to non-Indigenous people, is a current and tangible experience for many Indigenous 

people of Central Australia. Indigenous people within Australia and particularly within 

Central Australia have been under some form of non-Indigenous control since first contact 

with non-Indigenous colonisers. Even though colonisation occurred much later in Central 

Australia, the nation‘s foundation policy of terra nullius has undoubtedly influenced the 

manner in which Indigenous people were subsequently regarded. Of all the Indigenous 

groups in Australia, Central Australian people, by their later contact and desert lifestyles, 

were subjected to the most disparaging of descriptions that were underpinned by the de-

humanising notion of terra nullius (Folds, 2001). It is not hard to see the lack of attention to 

Indigenous Languages that followed over subsequent years, when the people who spoke 

them were not even acknowledged as people. 

2.6 Political context 

As part of the Northern Territory, Central Australia is subject to greater influence from 

Federal politics, by virtue of its status within a territory. However, even within the Northern 

Territory, with its seat of government located 1500kms to the north of Alice Springs, there 

can be complaints about a lack of equitable power for Central Australians who experience 

control over their lives that is distant geographically, culturally and politically.  

                                                        
38. The NTER is the name given to a suite of wide ranging policies and interventions that were purported to be in 

response to findings of child sexual abuse in the Northern Territory. Commencing in June 2007, parts of the 
racial discrimination act were suspended, to allow the Commonwealth Government to take control of Aboriginal 
communities and impose a range of interventions, including income management for all peoples within 
prescribed areas. 
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Politically, the Northern Territory has been dominated by conservative politics, with social 

justice and Indigenous rights remaining as thorny issues for parties whose main supports 

stem traditionally from pastoralist, mining and business sectors. Indigenous Land Rights and 

supports for services such as Indigenous interpreters were stalled, and largely neglected 

under previous conservative governments. In 2008, the election of a Labor
39

 (progressive) 

Government brought in an optimistic period and hopes for a more harmonious relationship 

between Indigenous and non-Indigenous populations in the Northern Territory. However, 

such relationships have also failed to eventuate, with the stronger influence of conservative 

Federal and local politics pushing their agenda of ‗new assimilation‘ and so-called 

‗normalisation‘ for Indigenous Territorians (Altman & Hinkson, 2007).  

Politics influences health services significantly. The competing tensions identified within 

this Intercultural Health Care Communication study are evident at all levels of service 

delivery. Indigenous Territorians are often portrayed in local media, as anti-progress, anti-

tourism and anti-social in their behaviour, placing responsibility for their disadvantaged 

position within society squarely on Indigenous people themselves. Locally, the term anti-

social behaviour has become a euphemism for Indigenous people‘s behaviour. The obvious 

inability to communicate interculturally appears to impact across much more than the health 

sector.  

From the outset of non-Indigenous and Indigenous interactions, official policies have sought 

to deal with the consequences of an early failure to consider the sovereignty of the original 

people of this land. Health personnel have often been at the interface of many interactions 

and policy responses in the Central Australian region. These events of culture contact took 

place over a considerable period, however and it is difficult to capture such history in mere 

                                                        
39. Labor refers to the Australian Labor Party (ALP) whose core values derive from social justice perspectives. 

Australian politics has traditionally been dominated by two major parties, purported to be philosophically 
opposite, but increasingly less distinguishable. In 2010, this dominance has been challenged with smaller 
parties and Independents gaining greater prominence. 
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paragraphs. Missionaries and ‗protectors‘
40

 were at the interface of this shared history, with 

religious nursing sisters given a duty to care for those Indigenous people subject to 

Government intervention. Central Australia‘s health professionals—the nurses, health 

workers and medical officers who were confronted with the visible decline in health status of 

Indigenous Australians were often conflicted about their roles in implementing official 

policies of the day (Brown, 2009 personal communication). Such conflict continues today 

with government policies continuing to have a significant impact on the lives of Indigenous 

Australians (Altman & Hinkson, 2007) as well as on the health professionals who care for 

them. 

To give just a brief overview of the policies that have affected Central Australian Aboriginal 

people, Eckermann et al. (2006) have provided a summary (see Table 1, in 2.6) that I have 

updated to reflect more recent policy directions (see shaded sections). This snapshot of 

Australian Government responses to Indigenous people highlights the lack of personal power 

that has undoubtedly had an intergenerational impact, and which can be directly linked to 

some of the health and well-being issues experienced today. Had I been born an Indigenous 

Australian for example, I would not have full citizenship rights of this country until I was 

nine years old in 1967. Certainly my parents and grandparents would have lived as ‗non-

citizens‘, who would have been compelled by policy directions to assimilate, integrate, self 

determine, self manage and then reconcile with non-Indigenous Australia. Apart from 

national policy initiatives, each state and territory had its own set of policies that positioned 

Indigenous people as automatically ‗wards of the state‘ until the late 1960s. Control over 

marriage, employment, education, land ownership and finances were subject to government 

discretion, creating a situation where some Indigenous people sought to hide their 

Indigenous identities (Taylor & Guerin, 2010). Indigenous Languages were actively 

discouraged from use in many areas, contributing to the rapid decline within the relatively 

short period since British colonisation began in 1788 (Evans, 2010).  

                                                        
40. Protectors were paid officials who were non-Indigenous people placed in positions of responsibility over 

Indigenous people (see 10.2). 
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Table 1: Policies affecting Central Australian Indigenous People since 1788 (Eckermann, et al. 

2006, pp. 22–24). Shaded areas updated by author. 

Policy direction Years  Policy intent and underpinning beliefs 

Terra Nullius 

European settlement 

1788–1880s Empty land—belonging to no-one 

Indigenous people constructed as having no culture or 

humanity—labelled as the ‗Missing link‘ in Darwinist 

theory 

Protectionism or segregation 1890–1950s ‗Smoothing the dying pillow‘—intent to care for 

Indigenous people until their inevitable extinction duty 

to ‗Civilise the savages‘ 

Growth of Missions and missionaries 

Establishment of Reserves 

Assimilation 1950s–1960s Indigenous people expected to assimilate into white 

communities 

Integration 1967–1972 Pressure to make up for past mistakes 

‗Choice‘ to integrate or not, say what is wanted 

Self determination 1972–1975 Multiculturalism –recognition of different cultures 

Should be in charge of own affairs 

Self management Stage 1 1975–1988 Aboriginal people should be accountable for their 

decisions and management of own affairs/finances 

Self management Stage 2 1988–1996 Aboriginal affairs to be organised under Aboriginal and 

Torres St Islander Commission (ATSIC)—take 

responsibility for housing, welfare, health, education & 

employment. 

High Court recognition of prior ownership of Australia 

Reconciliation—Economic  

Rationalism 

1996 Stolen Generation Inquiry—reluctance to accept impact 

of colonisation 

Mutual obligation 2005-2007 Intent to ‗share responsibility; for health and well-being 

with government. Indigenous people were to show their 

commitment to improve living standards in exchange 

for infrastructure and services most mainstream 

communities already accessed. Characterised by the 

example of a remote WA community given a petrol 

pump in exchange for Aboriginal families‘ ensuring 

their children‘s faces were washed and that they 

attended school.  

(McCausland & Levy, 2006) 

Northern Territory Emergency 

Response or ‗Intervention‘ 

(NTER) 

2007–ongoing Commonwealth Government response to report into 

child sexual abuse in remote Indigenous communities. 

This policy suspended aspects of the Anti-

Discrimination Policy, introduced income management 

for welfare recipients and sought to take over land leases 

to provide access for programs of infrastructure 

development. 

Closing the Gap 2008–ongoing Aimed at addressing the discrepancies in Indigenous life 

expectancies and disadvantage through education and 

employment.  
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Table 1 gives just a broad overview of the numerous policy directives and underpinning 

intent and beliefs. It should be noted that each state and territory also had their own locally 

applicable policies, subjecting Indigenous Australian‘s to even greater intervention and 

control than suggested by this brief summary. 

With the opening of inland Australia and the coming of missionaries, protectionism and 

segregation endured well into the twentieth century. The expected extinction of Indigenous 

people in Central Australia, which clearly did not eventuate, prompted the need for a new 

policy direction which was termed ‗smoothing the dying pillow‘ (Eckermann et al., 2006, p. 

22). ‗Smoothing the dying pillow‘ was seen as a way to support the Indigenous populations 

to their ‗inevitable demise‘ through the establishment of missions and reserves in which 

Indigenous Australians were compelled to live.  

Although some Australians may find comparisons with South African Apartheid offensive, it 

is a reality that many Indigenous Australians experienced apartheid policies. Segregation 

policies emerged when it was realised that Indigenous Australians were not in fact dying out, 

but sustaining population growth in mission and reserve environments where food, 

irrespective of quality, was in constant supply. Segregation policies prevail still, albeit 

covertly and rarely officially sanctioned. That is, until the most recent example in 2007 

known as the Northern Territory Emergency Response mentioned previously.  

For myself, I view assimilation as possibly the most insidious form of colonisation. It 

presumes a right and a wrong way of living and viewing the world. It is an example of the 

ethnocentrism that Eckermann et al. (2006) considered to underpin all interactions between 

Indigenous and non-Indigenous people. It was during assimilation periods in particular that 

Indigenous Languages were actively discouraged and Indigenous Australians were required 

to demonstrate their capacity to live as non-Indigenous Australians. When this left many 

Indigenous people psychologically and emotionally damaged from having to deny their own 

identities in order to gain acceptance in their own country, the policy shifted yet again to 
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Integration where it was intended that how one lived was to be theoretically at least, a matter 

of choice.  

Then, after generations of control over every aspect of Indigenous lives and a growing 

realisation of the failure of such policies, people were suddenly declared to be self-

determining and self-managing. The only problem with this new ideology was that 

Indigenous people were largely unprepared for the dramatic change. In Central Australia at 

least, experiments in self-determination and self-management left many people confused, 

abandoned and ultimately blamed yet again for ‗their failures‘. One of the few authors to 

really challenge the futility of past and current policy approaches is Ralph Folds in his book, 

‗Crossed Purposes‘ (Folds, 2001). He suggests that until all parties share a common 

understanding of what exactly is meant by self determination and self management that 

Indigenous and non-Indigenous Australians will remain at crossed purposes (Folds, 2001).  

In 2007 the Northern Territory Emergency Response (NTER) allowed the Federal 

government to ‗justify‘ the suspension of aspects of the Racial Discrimination Act to allow 

policies to be imposed on Indigenous Australian citizens on the basis of racial identity 

(Altman & Hinkson, 2007). The effects of the NTER or ‗Intervention‘ as it became known 

are yet to be fully appreciated. However, it has already been suggested that poor intercultural 

communications have left many Indigenous people confused, angered and disempowered. I 

was asked by Jakamarra (one of this study‘s Indigenous participants) if I could explain why 

he was suddenly no longer in control of his own finances, as quarantining of social security 

payments was introduced as part of the NTER in June 2007. When I could not offer a 

satisfactory answer, he responded that: ‗I might as well be back in the reserve‘, referring to 

the government run reserve in which he spent most of his life. Politically, health care in the 

Northern Territory is driven by multi-layered bureaucracies that are often far removed from 

the people seeking and needing care.  
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2.7 Socio-cultural context 

Central Australia is home to a diverse mix of peoples, some indigenous to the region and a 

significant number who come from elsewhere for various periods and reasons. It was not 

until I became a resident in Central Australia that I really came to appreciate the rich heritage 

of Indigenous Australia. My previous exposure to Indigenous issues had created a belief that 

Indigenous cultures and languages were all but gone. Central Australia is a fascinating 

environment that is often portrayed negatively and yet one that I have found to be quite the 

opposite.  

My own positive experiences and responses to the region however, do not mean that I can 

gloss over the significant and undeniable social problems found here. There are clear 

disparities in social conditions between Indigenous and non-Indigenous Central Australians. 

There are law and order problems, homelessness, public drinking, intoxication and violence 

that are perhaps more visible than in other communities around Australia. Visibility is a 

major influence in shaping perceptions of Indigenous people in the region, as most of the 

same issues impacting non-Indigenous Territorians are less public, hidden within the private 

spaces that are usually indoors or out of view. Nevertheless, for me, a rich and challenging 

environment such as this, should be talked up rather than talked down. It can be the middle 

of nowhere or the centre of everything, depending on how one embraces it. The daily 

negative and derogatory sentiments expressed by dissatisfied locals and visitors in local 

media perhaps says more about the issue at the heart of this thesis—an inability to 

communicate with those who know this environment best, the Indigenous people of Central 

Australia. This inability to communicate I believe, leads to the development and perpetuation 

of racism, discrimination, marginalisation and social exclusion that arising from fear, 

misunderstanding and a lack of connection. 

Within what initially might appear as a bicultural context of Indigenous and non-Indigenous 

populations, each population is diverse in cultures, histories, experiences and motivations for 
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being in Central Australia. The following section will briefly describe some of the diverse 

cultural groups that co-exist within the region known as Central Australia. 

2.7.1 Indigenous cultural groups of Central Australia 

From an Indigenous perspective, territorial borders existed long before the imposition of 

national state and territory boundaries. The Indigenous Language Group map (Figure 3, in 

2.7.1) shows the diversity of tribal countries across Australia. As one of the last regions to be 

colonised in Australia, the region remains the repository for the few remaining Indigenous 

languages regarded as living—that is, transmitted between generations and in active use 

(Schmidt, 1993; Walsh, 1993).  

Linguistically, Central Australia is home to the 8% of Indigenous languages that remain 

actively transmitted, from parents to children. Indigenous language speakers, raised in 

missions and reserves, often speak English due to the policies of the day that enforced 

schooling and in some instances banned the use of Indigenous languages within the 

communities. However, even those who were taught or acquired English still experience 

similar problems of miscommunication due to the influence of First Language parents or 

grandparents and the use of Aboriginal English
41

 (Eades, 1991). Within the Central 

Australian region indicated in Figure 3 (this section 2.7.1), there are major cultural/language 

groupings, each with distinct dialects within. The major linguistic groups are the Arandic, 

(including Central, Southern, Eastern and Western Arrernte languages), the Warlpiri, Luritja 

and Pintupi, Pitjantjatjara and Alyawarra. 

 

                                                        
41. Aboriginal English –modified English used by Indigenous people- see 10.2 
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Figure 3: Map of Indigenous language groups (Horton, 1996) 

Table 2 (in 2.7.1) shows the specific language groups relevant to the research setting, with 

dialectical variations within each. This table shows the linguistic diversity of Indigenous 

people within just the Central Australian region, highlighting the challenge of providing 

adequate supports and resources to meet the needs of all Indigenous language speakers 

locally. The groups identified in Table 2 are culturally, linguistically, politically and 

historically diverse in terms of their respective experiences of colonisation. The Arandic 

speaking people are those most associated with the area known as Alice Springs and 

surrounding areas, including the Anmatyerre, Alyawarre and Kaytetye peoples to the north 

and east. The Western Desert Language groups live mostly to the west and south of Alice 

Springs, with the Ngarrkic belonging to the north-western regions. 
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Table 2: Indigenous Language Groups, Languages and Dialects of Central Australia, Institute for 

Aboriginal Development, 1990 (Institute of Aboriginal Development) 

 

Arandic Western desert Ngarrkic Ngumbin Other 

Arrernte 

(Aranda, Arunta) 

Ngaanyatjarra Warlpiri Gurindji Warumungu 

Eastern Arrernte Ngaatjatjarra Warlmanpa Jaru Jingili 

Central Arrernte 

(Mparntwarentye) 

Pitjantjatjara  Mutpurra Yanyula 

Southern Arrernte Yankunytjatjara  Ngarti Arapanna 

Western Arrernte Luritja  Nyininy Dieri 

Anmatyerre Papunya Luritja  Walmajarri Kriol 

Alyawarre Pintupi    

Kaytetye Kukatja    

 

The Indigenous populations in Central Australia also differ from non-Indigenous populations 

in their age distributions. While the rest of Australia‘s populations are increasingly made up 

of older people, Indigenous groups are mostly under 25 years of age (Indigenous 

Healthinfonet, 2010). The Indigenous and non-Indigenous population distributions across 

age groups are almost the reverse of each other. This has implications for health services that 

are dealing with the burden of a burgeoning aging population in mainstream Australia and 

the consequences of losing a large sector of elderly people within the Indigenous 

communities. One anomaly of the relatively younger Indigenous populations however, is the 

fact that Indigenous people are experiencing diseases of aging much earlier than other 

Australians (Indigenous Healthinfonet, 2010; Taylor & Guerin, 2010). 

Central Australia may be best known nationally and internationally as a place where 

Indigenous cultures are most prominent. Not all portrayals of Indigenous cultures are 

positive however. Labels such as ‗traditional, contemporary, urbanised, westernised‘ and 

even ‗lost‘ are used to define and construct culture from mainly non-Indigenous 

perspectives. These labels can be harmful to Indigenous people in Central Australia as 

suggested in the incident referred to in Figure 4, the cartoon by Nicholson (2008), ‗The real 

Australians‘. 
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Figure 4: ‘The real Australians’ Cartoon by Nicholson from "The Australian" newspaper: 

www.nicholsoncartoons.com.au (Nicholson, 2008) 

Figure 4 depicts a cartoon (Nicholson, 2008) published in the Australian, a national 

newspaper and in the local Alice Springs newspaper, of a real life incident that exemplifies 

the tension and contradictions lived out in the town. A group of young Warlpiri
42

 women 

were attending a leadership course in Alice Springs, when some international tourists staying 

at the same hotel made a complaint that they felt intimidated by the group‘s presence. There 

was no suggestion of intimidating behaviour or any interaction of any kind with the tourists. 

The group‘s mere presence was unsettling to the complainants. The management responded 

by asking the Warlpiri women to leave. The incident illustrates the contradictory and 

harmful responses to Indigenous Australians that still permeate today. In spite of a 

flourishing tourism and art industry based on Aboriginal culture, Alice Springs remains a 

place of tension and contradiction. 

Central Australia is not unique in its cultural mix or relationships. It is however, like many 

places with a tangible colonising history, still coming to terms with how this history 

positions various groups. Most often however, the rights associated with being the original 

                                                        
42. Warlpiri— Indigenous people whose traditional lands are in the Western Desert region of Central Australia. 

http://www.nicholsoncartoons.com.au/
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inhabitants of this region are illusory in the face of powerful mainstream interests—tourism, 

pastoral, mining, and business, to name a few. In my experience, Indigenous people of this 

region are often denigrated for their so-called ‗special treatment‘ and the ‗benefits‘ of 

welfare payments. In reality however, this most often translates into shorter, sicker lives, and 

disempowerment, as confirmed by national statistics on Indigenous health status 

(Healthinfonet, 2010). The maintenance of culture in such circumstances requires 

considerable effort, resilience and resistance. 

Indigenous cultures are not static. They are highly adaptive, resilient, and responsive to 

change, even though core values and beliefs may remain. Outward manifestations of culture 

may change—dress, diets, technologies, and language. However, the underpinning 

worldview of Indigenous people may remain strong (Folds, 2001). This capacity to retain 

strong cultural values and beliefs does not discount the fact that many Indigenous people 

today are living with the impact of intergenerational and ongoing colonisation.  

2.7.2 Non-Indigenous cultural groups of Central Australia 

Central Australian non-Indigenous cultural groups include pastoralists, miners, and today 

mostly government employees involved in health, law, education or other public services. 

Although there are non-Indigenous people who have connections to the Northern Territory 

that span several generations, the majority of the NT‘s non-Indigenous populations are 

relatively temporary and transient. Tourism is a major focus for the region, with population 

numbers fluctuating throughout the year, placing added strains on health services. For those 

who do make Central Australia home for a length of time, a common pattern within 

conversations is to ask or be asked, ‗Where are you from (originally)?‘ 

There is little doubt that the major employment opportunities for non-Indigenous people in 

the NT usually derive from servicing Aboriginal populations in some form or another. 

Employment opportunities for non-Indigenous people are relatively good, compared to other 

states, with strong financial rewards for those who choose to work in remote regions. The 
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cultural mix within non-Indigenous populations is mainly Anglo-Australian. Like the rest of 

Australia however, there is a mix of other non-Indigenous ethnic groups. Increasingly, 

Sudanese and other African people who have arrived through refugee resettlement schemes 

are adding to the cultural mix of Central Australia. The health professions in particular are 

contributing to the diversity with staff recruited from overseas. The last few years has seen a 

change in the demographics of overseas-trained nurses from Irish, English and New Zealand 

backgrounds, to those from Zimbabwe, India and China (Wren, 2007). 

2.7.3 Health cultures 

Interfacing with all of these ethnic and other cultural groups are the health cultures of 

medicine and nursing. Medical practitioners and nursing personnel have historically been at 

the forefront of some dubious policy implementation and detrimental health ‗care‘ as well as 

being advocates for improved outcomes and services for Indigenous people. These 

contradictions mirror what is still occurring today—health professionals act as agents of 

government and other non-Indigenous institutions to ‗intervene‘ in Indigenous lives and 

well-being, supposedly for the principle of ‗the greater good‘ (Altman & Hinkson, 2007). On 

the other hand, many health professionals also advocate for Indigenous Australians to 

achieve and expect the same health outcomes as any other member of a developed and 

affluent country in the 21
st
 century. Many give their entire careers to the field of Indigenous 

health. 

Medical and nursing cultures have historically developed from a sense of beneficence and a 

vocation to care for the sick and vulnerable. Development of Central Australia‘s medical and 

nursing cultures was strongly tied to religious organisations, with many of the regions first 

doctors and nurses also being missionaries. The vocation mentality that prevailed for so long 

however, is now subject to other societal influences. Intergenerational change has seen the 

influx of health professionals arriving in Central Australia with somewhat different 

motivations and expectations, such as the financial draw of remote practice or the element of 

adventure and opportunities for rapid career progression in areas of limited human resources.  
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When I first came to the Territory in 1988, I was somewhat offended by the frequent 

question put to newcomers—‗So, are you mad, missionary or misfit?‘ I did not feel I was 

any of these. I certainly had not come to ‗save‘ or convert Indigenous people. I was of sound 

mind as far as I knew and I did not think I was a misfit. I came for a visit and like many, 

unexpectedly found a home. However even today, the motivations of many who visit Central 

Australian can be categorised similarly, with the addition of a couple of other ―M.s‘—

mercenary, mortgagee, management aspirations or mobile. Money is a major incentive, 

along with paying off the house. There are many who find that the climb to the top of the 

career ladder is much quicker in this region, so working one‘s way up from the bottom for 

many Generation X and Ys
43

 is unnecessary. Then there are those working tourists who are 

simply moving through to another health service job in the next great tourist destination. It 

would be unreasonable to those many highly professional and dedicated staff that are simply 

here to do a great and challenging job, to suggest everyone must fit into these categories. I 

make no such suggestion, but the cultures and motivations that draw health professionals to 

Central Australia are certainly influential in determining the experience of care for both 

clients and staff.  

Medical and nursing cultures are hierarchical in nature. Power structures are well 

entrenched, although contemporary training is possibly producing medical officers who are 

perhaps more approachable than their previous cohorts and nurses who are more prepared to 

challenge existing power structures. Within non-Indigenous society however, medical and 

nursing professions retain a level of social power. Within the context of Central Australia, 

where medical personnel have held considerable authority to intervene in the lives of 

Indigenous peoples either through government policies, public health and welfare measures, 

the cultures of health personnel require examination within this study. Power and 

colonisation are key themes explored throughout the study and were identified by 

participants. The responsibility such power imbues in individuals and an organisation is 

                                                        
43. Generational categories defining those born between 1965–1979 as Generation X and 1980–1994 as  

Generation Y (McCrindle, 2006) 
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considered within the historical, political and social contexts of this study. With such a 

complex mix of geographical, historical, political and socio-cultural influences coming 

together in this region, communication is an issue worthy of far greater scrutiny and attention 

than it receives. Competing interests and differing world-views often brought, and continue 

to bring these groups into conflict (Randall & Hogan, 2006). In the context of health care, 

without overstating it, communication can be a matter of life and death. 

I have worked with diverse cultural groups throughout my career, as a teacher, nurse, health 

educator and academic. I have observed and sought to analyse the differences between the 

professional cultures that I have been involved with in my career. In Central Australia, I have 

developed functional literacy resources for registered Aboriginal Health Workers (AHWs) 

and Indigenous Language speakers generally. I have been part of health and education 

systems that largely expected Indigenous people to improve their English communication 

skills, with no obvious expectation that non-Indigenous staff would improve their capacity to 

communicate with linguistically diverse groups. When Indigenous people ‗fail‘ to take their 

medicines, to comply with treatments, or act in a way to improve their health and so on, it is 

often considered to be their fault. However, this view did not sit well with my personal 

observations or experiences and does little to uncover the cultural influences that I myself 

might bring to bear on interactions. Health cultures in Central Australia exert considerable 

power within the lives of Indigenous people and consequently on the lives of the health 

professionals who are shaped by their own cultures. 

2.8 Summary 

This chapter has outlined the various contexts that have given rise to the research questions 

and study of Intercultural Health Care Communication. It has described some of the unique 

geographical, historical, political and socio-cultural elements that have potential to impact on 

Indigenous health and health care in the Central Australian region. As described in this 

chapter, geographical isolation has influenced the way in which mainstream Australia 
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regards Central Australia. Its distance from the mostly coastal dwelling population centres 

together with its more recent history of colonisation, are implicated in the neglect of 

Indigenous Australians‘ cultural and communication needs within health care settings. For 

those who come to work in Central Australia, it can mean that issues less prominent in other 

parts of Australia remain current in the health care contexts of this study. Most health and 

other personnel are ill-equipped for working with Indigenous First Language speakers. The 

unique political status of the Northern Territory along with very different socio-cultural 

demographics, all shape the way health services are delivered and who utilises them. These 

aspects, which combine to make Central Australian health care so challenging, are the very 

aspects that drew my attention to the issue of intercultural communication and the context of 

this study. 

The next chapter provides a review of literature relevant to communication in health care, 

looking at global and local research and policies. It considers communication generally and 

intercultural and health care communications specifically, intercultural communication as a 

global issue and linguistic minorities in English dominant health services. In the local 

context, this section examines literature relating specifically to Indigenous First Language 

speakers, Indigenous languages in Australia and Indigenous health and communication 

research. Research regarding English First Language speakers and the role of language in 

colonisation and establishment of power is reviewed. For a philosophical perspective, the 

developments in nursing and health disciplines are considered with a special emphasis on the 

philosophy of Cultural Safety. Chapter 4 further explores cultural safety as the philosophical 

framework underpinning this study of Intercultural Health Care Communications, along with 

other methodological and theoretical literature. Finally, as this study has implications for the 

preparation of health professionals, there is a brief review of education and training literature 

relevant to intercultural communications. 
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Chapter 3 

Closing the research gap: what’s in the literature and what’s 

missing? 

3.1 Introduction 

Health communication and intercultural communications specifically has become a 

burgeoning area of interest in the last two decades in particular (1990–2010). A review of 

literature using the search terms intercultural communication, cross-cultural and/or health 

communications reveals potentially thousands of research and other literature. The majority 

of the literature however is international in origin and content. When search criteria are 

further refined to look at the Australian context and in particular, focused on Indigenous or 

Aboriginal Language speakers, the volume of material drops dramatically. This lack of 

literature suggests that the needs of Indigenous Language speakers may be overlooked in 

Australian health care settings where English is the dominant tool of communication. 

Globally, the literature indicates that being a linguistic minority has a direct and often 

negative impact on health and uptake of health care (Benavente, 2004; Blackford, 2005; 

Gerrish, Chau, Sobowale, & Birks, 2004; Institute of Medicine, 2009; Irvine et al., 2006; 

Smedley, Smith, & Nelson, 2003). In Central Australia, Indigenous people are members of 

linguistic minorities in a country dominated by English speakers. As established in Chapters 

1 and 2, the ability of Indigenous Language speakers to negotiate healthcare services and 

communicate with health professionals can dramatically affect their health and well-being. 

This chapter provides a review of literature that looks at communication issues between 

Indigenous clients and non-Indigenous health professionals. It looks broadly at the issue of 

cross-cultural communication or intercultural communication as operationally defined for 

this study (see 10.2) and specifically at the role of language in health care. It also touches on 
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literature relevant to the philosophy of cultural safety, which underpins this research, with a 

more detailed discussion following in Chapter 4.  

The literature reviewed in this chapter is organised within the following sections: 

3.2 Communication and intercultural health care communications; 

3.3 Linguistic minorities in English dominant health services;  

3.4 Indigenous First Language speakers, Indigenous languages, Indigenous health and 

communication research in Australia; 

3.5 Interpreters in intercultural communications; 

3.6 English First Language speakers; 

3.7 Philosophical developments in nursing and health disciplines;  

3.8 Education and training in intercultural communications; 

3.9 Indigenous voice. 

3.2  Communication and intercultural health care communications 

Communication is widely recognised as an integral part of health care interactions. This is 

increasingly so, in reflection of growing multiculturalism throughout countries such as the 

United States, Great Britain, Canada and Australia. Communication is described as the beating 

heart, or the lynchpin on which all else relies: 

If information is the lifeblood of healthcare, then communication is the heart 

that pumps it. Every information exchange is a communication 

act…(Toussaint & Coiera, 2005) 

However, in spite of this acknowledgment, communication skills for health professionals are 

often relegated to a minor component of health curricula in Australia (Pauwels, 1995). A 
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considerable amount of literature does focus on communication within health care practice, 

including intercultural communications (Blackford, et al., 1997; Dawes, 2001; Gerrish, et al., 

2004; Gudykunst & Kim, 2003; Hall, 2003; Institute of Medicine, 2009; Irvine, et al., 2006; 

Smedley, et al., 2003). However, this is less prolific when it comes to the Australian context 

and the needs of Indigenous linguistic minorities.  

Communication is mediated through language, either verbal or written, and includes aspects 

such as non-verbal communications. Communication barriers have been extensively written 

about in the literature in relation to speakers of languages from outside Australia (Blackford, 

et al., 1997; Cioffi, 2003; Kanitsaki, 2003). Global research shows communication 

breakdowns put clients at risk and limits the care experienced by clients who speak a 

different language to the health professionals (Cioffi, 2003; Fadiman, 1997). Whilst 

communication issues have been considered for non-English speaking populations in the 

United States, Canada, New Zealand and Britain, in Australia, such literature has mainly 

focused on migrant populations with less attention paid to Indigenous language speakers 

(Lowell, 2001; Pauwels, 1995).  

Health literacy is another layer in which communication barriers can arise in health care. 

Although not exclusively related to differing language backgrounds, health literacy is what 

allows individuals to comprehend health care information in a meaningful way. As poor 

health literacy can also be an issue for clients who share the first language of the health care 

professionals, this study has not focused more than cursorily on what is undoubtedly a major 

influence, but one that may be best examined in further research. For me, health literacy can 

only be facilitated through effective communication and intercultural communication where 

appropriate. Peerson and Saunders, (2010) also suggest that the lack of clarity in definitions 

and ability to measure health literacy may need attention before addressing it is practicable. 

Health literacy as it relates to this Intercultural Health Care Communication study is 

discussed further in Chapters 8 & 9. 
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Using the examples of non-English speaking clients globally, the consequences of 

ineffective communication in health care are indisputable. Language barriers, including 

health literacy levels, have been implicated in lowering access to primary and preventative 

services, impaired patient comprehension, a lack of informed consent and compliance, as 

well as diminished quality of care (Robinson & Phillips, 2003; Schouten & Meeuwesen, 

2006; S. Smith, 2006; E. Wilson, Chen, Grumbach, Wang, & Fernandez, 2005). If it is 

accepted then that communication plays such an integral role in access to and effectiveness 

of health care, then the gap in the literature relevant to Indigenous Australians requires 

filling. 

3.3 Linguistic minorities in English dominant health services 

Belonging to a linguistic minority dramatically influences health status, according to the 

global literature reviewed in this chapter. It can influence the quality of care received and 

care outcomes (J Betancourt & Jacobs, 2000; Cioffi, 2003; Fadiman, 1997; Ferguson & 

Candib, 2002). For example, Wilson et al. (2005, p. 800) state that ‗…limited English 

proficiency is a barrier to medical comprehension and increases the risk of adverse 

medication reactions.‘ While it is usually the clients or users of health services who are 

identified as having limited English proficiency, the same concerns can arise when the health 

professionals are themselves from a linguistically different background to the dominant 

health service workforce (Blackford & Street, 2000). In their study of 1200 Californians 

conducted in 11 languages, Wilson, et al. (2005, p. 800) concluded that, ‗Access to 

language-concordant physicians substantially mitigates but does not eliminate language 

barriers‘. Whilst it might be desirable to have language concordance between health 

professionals and their clients, it is clear that this is not always possible nor a solution in 

itself, suggesting a need to further examine the experience of intercultural communication to 

effect any substantial change in the status quo. 
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Irvine et al. (2006) conducted research in the bilingual health care settings of Wales, 

focusing on factors that facilitated or impeded language sensitive health care practice. 

Language sensitive practice and language awareness are concepts that they identified as 

playing a significant role in improving intercultural communications between health services 

and linguistic minority clients. Language sensitive practice and language awareness are 

defined as: ‗explicit knowledge about language and conscious perception and sensitivity in 

language use …‘. Language awareness and language sensitivity as concepts are not well 

explored in other literature, yet these have considerable relevance to the Intercultural Health 

Care Communication Study that is the subject of this thesis.  

There are some points of comparison between Indigenous Australian languages and the 

Welsh language. Welsh language is indigenous to Wales, yet is a minority language in terms 

of ‗prestige, power and populations‘ (Irvine et al., 2006, p. 423). Its speakers share 

challenges of access and quality of care experienced by other linguistic minorities across the 

world. The Welsh language and sensitivity study by Irvine et al (2006) gave a picture of 

language sensitivity in practice. They clearly outlined their approach to thematic analysis, 

which also was useful for analysing the data within this Intercultural Health Care 

Communication study (see 5.6). Indigenous Language speakers in Central Australia 

however, are generally not fluent in English, so their problems communicating with health 

service providers are perhaps more obvious than for a bilingual client in Wales. Indigenous 

Australian clients who do speak English can still experience miscommunications due to the 

cultural differences in the way English is used (Bain, 2005; Eades, 1991, 2009) (see 

Aboriginal English). 

Some global literature has examined the impact of having legal and statutory requirements to 

support linguistic minorities. According to Irvine et al. (2006) the Welsh Language Act of 

1993 places legal and statutory requirements to provide services in both languages, giving 

equality to both languages, but research has found that this is not always matched in practice. 

The study by Irvine et al. (2006) aimed to capture individual feelings, opinions and 
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experiences of health professionals to gain an understanding of language awareness in health 

care practice. This aim was similar to the Intercultural Health Care Communication study in 

Central Australia that is the subject of this thesis. A key difference however, is the legislative 

support that Indigenous languages have in countries such as Wales, New Zealand and 

Canada. Research suggests Indigenous language speakers are still often overlooked in 

countries with supportive Acts of Parliament, indicating an even greater disadvantage exists 

for Australian Indigenous language speakers, who remain unsupported by any such legal and 

statutory requirements. 

The Welsh study (Irvine et al. 2006) also identified several themes that included, care 

enhancement, organisational issues and training implications. In addition, its findings and 

recommendations offer useful considerations for the Intercultural Health Care 

Communication study, including that relatively small organisational and attitudinal changes 

could have a role in improving the quality of care provided to linguistic minorities (Irvine et 

al. 2006). For example, facilitating language choice through identification of linguistic 

attributes, documentation, and response to language choice on client identification bands and 

other documentation, was believed to improve what had been largely ad hoc responses prior 

to their study in Wales. By showing language sensitivity, assessment is improved, diagnoses 

that are more accurate are achieved, and effective treatment and improved compliance are 

obtained, which proved a central consideration for health professionals (Irvine et al. 2006). 

Organisationally, this Welsh study highlighted the flawed economy of not providing 

language services and supports where indicated. Training implications identified language 

learning as a useful preparation for dealing with linguistic minorities, along with language 

awareness training and health care education (Irvine et al. 2006).  

Australia is more multicultural and linguistically diverse than the mainly bicultural makeup 

of countries like Wales and New Zealand, prompting the question of which languages should 

be the focus in relation to Indigenous contexts. In Central Australia, the diversity of 

Indigenous languages within this defined region elicits the same question for the tertiary and 
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secondary health services who deal with linguistically diverse clients. Remote health 

services, described briefly in Chapter 2, may have a more obvious choice in terms of which 

Indigenous language to focus on, with communities usually representative of a particular 

language group. For example, the remote community of Ntaria
44

 is predominantly a Western 

Arrernte community, being located in Western Arrernte country, while Yuendumu has a 

mainly Warlpiri speaking population, being located in the Warlpiri lands. Health 

professionals therefore may have a clear choice in focusing on a relevant language if they so 

choose. Even in these contexts with a clearly dominant Indigenous language however, clients 

may be multilingual rather than bilingual. While some argue over the usefulness of learning 

one of a number of possible languages for a given region, there seems to be value in the 

experience and awareness gained when health professionals make the effort to learn even a 

limited amount of a language other than English. For example, Cioffi (2003) found in 

Australia, that even limited use of a minority language could help establish a bond between 

health professionals and clients that results in enhanced care for linguistic minorities. 

Wilson et al. (2005) maintain that there is a need to recognise clients with Limited English 

Proficiency (LEP) as a high-risk group requiring special attention. They looked at the impact 

of having ‗language concordant physicians‘ or staff who spoke the language of the client. 

Where this occurred, it was shown to reduce reports of adverse medication effects and 

confusion with medication instructions (Wilson et al. 2005). They recommended that other 

professions be considered for similar research to gauge what impact if any, language 

concordance between clients and health personnel might have on other areas of care. 

Indigenous personnel in Central Australia are usually employed because of language 

concordance with certain client groups in the belief that similar results will be shown. 

However, research also suggests that being a member of an Indigenous community, 

irrespective of Indigenous language proficiency, can also improve communications with 

Indigenous language speakers (Cass, et al., 2002; Genat, 2006).  

                                                        
44. Ntaria is the Arrernte name for the community, also known as Hermannsburg, the name of the Lutheran 

mission established in the late 1800s. 
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In Australia, the number of Indigenous language speaking health professionals is negligible, 

with the exception of the registered Aboriginal or Indigenous health worker and liaison 

officers who usually require Indigenous language proficiency as a criterion for employment. 

The overall Indigenous representation of the health workforce is less than 1% nationally, 

although the Northern Territory has the highest proportional representation of almost 9% 

(Australian Indigenous HealthinfoNet, 2010). The majority of Indigenous health 

professionals (40%) are nurses, however in the Northern Territory this trend is reversed, with 

the majority being employed as Indigenous Health or Liaison Officers. Indigenous medical 

graduates (at present there are only 100 comprising 2% of the Indigenous health workforce 

and 0.2% of all medical professionals) and other health professionals will not necessarily 

also be speakers of an Indigenous language, due to the impact of language loss and 

colonisation in Australia (Australian Indigenous HealthinfoNet, 2010).  

Whilst shown to have positive outcomes, Wilson et al. (2005) also cautioned against any 

uncritical reliance on language concordant staff. They suggested that this may further 

segregate health care systems and have unintended consequences in decreasing access to 

medical resources. Where language discordance existed, Wilson et al. (2005) further 

identified the need to increase use of trained medical interpreters as their research. Others 

have shown this to decrease medical communication errors and enhance quality of care 

(Cass, et al., 2002; Pauwels, 1995; E. Wilson, et al., 2005). With a burgeoning use of new 

technologies, Wilson et al. (2005) suggested employing innovative techniques such as 

remote simultaneous interpreting and videoconferencing to increase accessibility of 

professional interpreter services, which are critical to improve care for limited English 

proficiency clients. This approach to remote interpreting has relevance for Central Australian 

health services where a lack of availability of interpreters acts as a disincentive for routinely 

using them in communications with Indigenous language speakers, although reliability 

internet access remains a problem in some remote areas. 
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3.4 Indigenous Language Speakers, languages, health and 

communication research in Australia 

Indigenous Language speakers are relatively few in number in Australia today, even though 

Australian Indigenous languages are believed to be the oldest continuously spoken languages 

in the world. In Central Australia where they are linguistic minorities however, their over-

representation as health service users creates an anomalous majority (Pauwels, 1995; Walsh, 

1993). Furthermore, Indigenous languages of Australia did not exist in written form prior to 

colonisation (Evans, 2010; Schmidt, 1993). As orally/aurally transmitted languages, the 

relatively recent development of written communications and specifically English language 

communications means that the Indigenous voice is not as prominent as that of the non-

Indigenous voice in Australia.  

The literature relevant to this study is often produced by non-Indigenous researchers (like 

myself) making commentary on Indigenous peoples‘ experiences. However, literature 

generated from Indigenous people directly is slowly increasing (Rigney, 2001, 2002, 2004; 

Sherwood & Edwards, 2006). Linguistic and/or anthropology disciplines provide the 

majority of literature relating to Indigenous languages and language speakers, along with the 

education and legal professions, who have seemingly recognised the importance of 

examining intercultural communications for some time (Lowell, 2001; Pauwels, 1995; D. 

Thomas, 2004). 

Cass et al (2002) provided evidence of the need for attention to miscommunication between 

Indigenous and non-Indigenous people in health care settings. Their qualitative study of 

videotaped interactions in a dialysis unit filled exclusively by Yolngu (Arnhem Land clan 

group) clients, identified factors that limited effective communication. As a participatory 

action research study, the research team included both Indigenous and non-Indigenous 

researchers. Cass et al. (2002) undertook their qualitative study in a satellite dialysis unit in 

Darwin, Northern Territory in 2001. Indigenous participants were from a single language 

group—the Yolngu people of northeast Arnhem Land. Their study reinforced what was 
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believed to be the case, but remained largely unexamined at the time; that shared 

understandings of key concepts between English-speaking health professionals and Yolngu 

clients were rarely achieved (Cass et al. 2002). The research also identified numerous factors 

implicated in the frequent and pervasive examples of miscommunication. These included: 

lack of client control over language, timing, content, and circumstances of interactions, 

differing modes of discourse, biomedical dominance, along with marginalisation of Yolngu 

knowledge, lack of staff training in intercultural communication, and lack of involvement of 

trained interpreters (Cass, et al., 2002). 

Other literature related to what was described as the ‗crisis in communication‘ also involving 

Yolngu people is found in the earlier published works of Richard Trudgen and the 

Aboriginal Research Development Services (ARDS) (Trudgen, 2001). With few publications 

in formal health journals, Trudgen‘s book, Why warriors lie down and die… provides some 

compelling arguments for a closer examination of communication between English speakers 

and Indigenous Language speakers. Trudgen sees the communication gap as the main reason 

underlying ‗… the current crisis in health‘ where the gap is cemented into the system and 

simply not noticed (Trudgen, 2001, p. 70), because it is a communication problem.  

Another interesting insight from Trudgen (2001) is that inadequate preparation applies not 

only to the non-Indigenous health professionals, but also to Indigenous Language speaking 

Aboriginal Health Workers (AHWs). These professionals, employed for their linguistic and 

cultural knowledge, may experience the same difficulties in understanding their English-

speaking colleagues as other Indigenous clients. Without adequate preparation for the role of 

intercultural brokers, the linguistic capacities of AHWs may be limited. The consequences of 

poor communication identified by Trudgen (2001) include inadequate diagnosis, lack of 

informed consent, ineffective health education and prevention, culturally unsafe care, and an 

inability to evaluate and modify care where needed. Whilst most literature looks at the 

consequences, little of it explores what underpins the problems between English and 



 

  71 

Indigenous language speakers other than the work of Trudgen and the ARDS, who have paid 

attention to this gap for some time. 

According to a range of literature, strategies for improving health outcomes for Indigenous 

Australians have included cultural awareness training, increased use of interpreters, 

increased availability of Aboriginal Liaison Officers (ALO/ILO), Aboriginal Health Workers 

(AHW/IHW), and increased employment of Indigenous staff across all sectors of health 

services (Lowell, 2001). Further efforts have focused on: increased resources; (Eckermann, 

et al., 2006; Genat, 2006; Goold & Liddle, 2005) separated services (Central Australian 

Aboriginal Congress, 2004) and recommendations to learn ‗an‘ Indigenous language when 

working in Indigenous health settings (Franks & Curr, 1995; Trudgen, 2001).To date, the 

gaps identified in health outcomes for Indigenous Australians, as well as the communication 

gaps and the gaps in focused intercultural communication research relevant to Indigenous 

Australian health care contexts, remain unfilled. 

3.4.1 Indigenous Languages in Australia 

At the beginning of British settlement of Australia, Indigenous languages were said to have 

numbered over 250 distinct languages (Schmidt, 1993; Walsh, 1993). Languages that had 

been in existence for 40,000 or more years disappeared from use in the face of pressures to 

communicate with the dominant ‗others‘.
45

 The tendency to discuss Indigenous Australians 

in terms of being ‗the other‘ in relation to dominant non-Indigenous Australians is suggested 

by Kemble (2007) to remain a current example of ongoing colonisation. According to 

(Ridgeway, 2002) the fact that Australia‘s Indigenous languages remain without official 

language status, leaves them unrecognised even as national languages. While embracing art 

and other aspects of culture, Indigenous languages remain a mystery, a relic of the 

problematic label of ‗traditional‘ communities that now exist in only the remotest parts of 

Australia. Ridgeway (2002) also suggests that the government‘s official language policy 

                                                        
45. Others—used to indicate difference between cultural groups. The discourse of ‗othering‘ suggests one cultural 

group to be the norm, while all others are by implication not the norm (see 10.2). 
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privileges English and may restrict or deny access to health and education by Indigenous 

First Language Speakers, with consequences that impact upon identity and self-esteem. 

Lester-Irabinna Rigney is a contemporary Indigenous academic and researcher on the rights 

of Indigenous people to retain and maintain their first language. According to Rigney (2002) 

who sees language as core to identity and self-esteem, the links between language and health 

and well-being are explicit. He maintains that:  

Fundamental to all societies … is the transmission of language, culture and 

identity to the next generation. Education and language (by Language I 

mean Aboriginal English, variations of languages and First languages) are 

the glue needed to maintain, revive and reclaim culture (Rigney 2002, p.2).  

Rigney (2002, p. 6) further points out that Australia is the only Commonwealth country that 

does not have a treaty with the Indigenous peoples: 

Legally weak Indigenous languages have struggled to maintain a foothold in 

Australia against constitutionally protected English. … Language was and 

still is the major colonising and assimilating factor in Australia … It would 

seem that Australia is slow to incorporate the necessary legal mechanisms to 

maintain its own linguistic heritage.  

In countries with a greater regard for Indigenous languages than in Australian, life 

expectancy and health status of Indigenous people are substantially better (Rigney 2002). 

This link warrants further investigation, and as Refshaugue (2002, p. 3) advises: 

We must not forget that the fundamental reason for the state of Indigenous 

languages is the policies, practices and attitudes of past governments and 

generations, when not only was Aboriginal culture and heritage denigrated, 

but Aboriginal people were actively prevented from learning or passing on 

their languages. 

When denigration and active discouragement of language and culture is official policy, 

individuals and groups are left with an unmistakeable message that these attributes have little 

value. The impact on self-esteem and health in general consequently becomes an accelerant 
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for language and cultural loss. Today, in Central Australia there is the phenomenon of 

‗shame‘ 
46

 experienced by many Indigenous Language speakers in trying to navigate their 

care in English within mainstream health services (Watson, 2006). 

‗Shame‘ for Indigenous people is a different concept to the sense given this word for me as 

an English first language speaker. In Central Australia the use of the English word ‗shame‘ 

by Indigenous people implies a profound embarrassment or feeling of anxiety that might 

cause humiliation, and that differs in intensity and meaning from an English speaker‘s 

concept of the word (Lowell, 2001). People can use the phrase ‗shame job‘ or ‗too shame‘ to 

avoid being seen in certain situations that English speaker might simply describe as 

embarrassing rather than shameful. ‗Shame‘ is implicated in Watson‘s (2006) study as a 

major factor affecting the uptake of health care services by Warlpiri men most specifically, 

but it is also relevant to other sectors of the Indigenous populations of Central Australia. The 

fact that ‗shame‘ associated with being less proficient in using English, can prevent people 

from seeking timely help is mentioned in the data and discussion chapters of this 

Intercultural Health Care Communication study as well (see Chapter 7). However, ‗shame‘ is 

another potential area for research as the literature is scant in relation to its possible role in 

health seeking behaviours. Further insight into Indigenous notions of shame and what health 

professionals might do to minimise the impact of shame experienced within English 

dominant health settings is required.  

3.5 Interpreters in intercultural communications 

One of the most obvious responses to dealing with intercultural communication challenges 

usually includes the suggestion to employ the services of an interpreter. Although frequently 

identified as the solution to the problems of intercultural communications, interpreters for 

Indigenous language speakers have been less well utilised in the health arena, than they have 

in other sectors such as law (Lowell, 2001; Pauwels, 1995). Whist the idea of using 

                                                        
46. See Aboriginal English terms (10.4) and also Chapter 1. 
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interpreters seems an appropriate solution, in the context of the Intercultural Health Care 

Communication study, there are various factors influencing the availability, accessibility and 

uptake of interpreter services in Central Australia. These influences, which are historical, 

geographical, political, economic and cultural in nature, have been identified in the literature 

with some analysis as to why health services in particular have been less inclined to routinely 

employ Indigenous Language Interpreters (Crossin, 1999; Fisher & Weeramanthri, 2002). 

Fisher and Weeramanthri for example, suggest that Aboriginal patients in the Northern 

Territory are not as involved in decision-making because of health service failures to 

recognise the rights and capacity of Indigenous Australians who have been subject to 

medical control for generations: 

The national underdevelopment of key services – Aboriginal Health 

Workers, Liaison Officers and particularly interpreter services – shows a 

lack of appreciation by health institutions of the importance of involvement 

of Indigenous patients in decision making (2002, p. 49). 

While some of the international literature cautions that untrained, ad hoc interpreters may 

result in miscommunication, Wilson et al. (2005, p. 800) suggest that amongst other ethical 

and privacy considerations ‗trained medical interpreters and professional interpreter 

services can improve communication, satisfaction and adherence …‘. In the Australian 

context however, Lowell (2001) found that the use of trained interpreters provides only a 

partial solution in regards to communicating with Indigenous people. Interpreters are 

themselves often part of the same cultural world as the people for whom they provide 

translations, and consequently they may have the same difficulties with conceptual 

interpretations (Cass, et al., 2002; Lowell, 2001; Trudgen, 2001). 

Colonial responses to Indigenous languages arguably remain embedded in Australian culture 

and politics. A prevailing view of some of Australia‘s most influential and powerful politicians 

is that Indigenous Australians should and will speak English whether they like it or not 

(Karvelas & Megalogenis, 2007). This could be an example of democratic racism as identified 

by Henry and Tator (2006), as far as there is a belief that speaking English will be beneficial 
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for Indigenous Australians, whilst at the same time applying a racist and Anglo-centric view 

that Indigenous languages are in some way, less important. Democratic racism is defined by 

Henry and Tator (2007, p.15) as…an ideology that permits and sustain people‘s ability to 

maintain two apparently conflicting sets of values. One set of values reflects a commitment to 

a liberal, democratic society motivated by egalitarian values (such as those espoused in health 

care). Conflicting with those values are attitudes and behaviours that include negative feelings 

toward those who are racialised within society, and that results in differential treatment or 

discrimination (Browne, personal communication, 2010). There is little purpose in funding 

interpreter services when official responses to Indigenous Australians reflect the position that 

English is a requirement for participation in the benefits of Australian mainstream society. The 

global literature however, has already suggested that by introducing any other language and 

culture to the health communications encounter, health is at risk, and some compensatory 

support is required.  

 

With regard to Indigenous Australians, the research is often less formalised and less 

abundant. One of the major sources of literature relating to the intercultural communication 

experience in Australia comes from Richard Trudgen who has spent the last decade (2000–

2010) educating non-Indigenous health professionals and services providers to pay attention 

to the communication needs of Indigenous people. Trudgen discusses the needs of 

Indigenous language speakers more anecdotally and reflectively than through formal 

research. It might be well argued however, that story telling is in fact a form of Indigenous 

evidence-based research (Thomas, 2004).  

Trudgen (2001) provides a graphic example of the potential difficulty experienced in health 

care encounters by using the metaphor of Apple Macintosh and IBM
47

 computers. Both 

computers are capable of sophisticated thinking, problem solving and analysis, yet until 

recently, were unable to share and receive information between them. The relationship of 

                                                        
47. Apple and IBM are major brand names for computers that in efforts to dominate the market, were initially 

incompatible with each other, but have since found greater benefit from developing the capacity for each to 
communicate. 
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this analogy to health care is that no such ‗translators‘ have been available or effectively 

employed in health care settings in relation to Indigenous language speaking clients. All that 

was required in order for an Apple computer to ‗talk‘ to an IBM computer was a tool for 

translation. Trudgen (2001) suggests that in terms of Indigenous/non-Indigenous 

communications, a suitable translation tool that functions effectively has not been routinely 

employed, through either indifference or lack of awareness. 

Anthropologist Margaret Bain (2005) is another author whose research into communication 

with Indigenous Australians suggests that what is needed is an effective translation ‗tool‘. 

According to Bain (2005) and Trudgen (2001), the most appropriate translation ‗tool‘ is 

likely to be a non-Indigenous person who has achieved proficiency in one or more 

Indigenous languages. Neither Trudgen nor Bain explain why they feel a non-Indigenous 

person best fills the role of the translating ‗tool‘. The lack of reasoning behind the 

suggestions calls into question the concept of ‗whiteness‘ and possible ongoing colonising 

practice. Trudgen and Bain have both been highly influential and valued authorities on the 

issue of intercultural communication with Indigenous Australians, but there is a question 

mark over the need for the translating ‗tool‘ to be a non-Indigenous person. Furthermore, a 

number of researchers recommend that health professionals who intend to work effectively 

with Indigenous First Language people must learn a relevant Indigenous language (Cramer, 

2005; Franks, and Curr, 1995; Trudgen 2001). This position however, takes a serious and 

prolonged commitment that may not be practicable in today‘s highly mobile workforces. 

Furthermore, Lowell (2001) identified the need for more than language proficiency to ensure 

mutual comprehension, as language use is usually contextualised through culture. 

Interpreters can play a key role in facilitating intercultural communications but they can not 

be the complete solution, and English speaking health professionals need to be advised about 

how to work effectively (Lowell, 2001; Pauwels, 1995). In the context of Australian 

Indigenous communications, there are also certain cultural mores that suggest a differing 

approach from what is advised for other non-English speakers. In some situations for 
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example, the position of accredited interpreters within local kinship structures may actually 

limit the ability to be involved in encounters with some individuals. The most appropriate 

interpreter may in fact be a family member, but this is contrary to established protocols for 

working with interpreters within health services (Pauwels, 1995) and needs to be carefully 

negotiated depending on the issues under discussion. However, the variables influencing 

Indigenous Australian communications are extensive and often unknown to the English-

speaking health professionals, without the support of Indigenous Liaison or health personnel.  

The key point made in the literature in regard to Interpreters is that the skill of interpreting 

and working through an interpreter is fundamentally different to translating, and health 

professionals require education and training to work effectively with interpreters within 

health care settings (Lowell, 2001; Pauwels, 1995). In summary, the international literature 

frequently identified the use of suitably trained interpreters as an appropriate strategy to 

enhance intercultural health care communications. Although quite substantial literature exists 

concerning the role of suitably trained interpreters and ad hoc interpreters, the research 

related to interpreters for Australian Indigenous language speakers is minimal.  

Of the available literature, certain issues have been identified with regard to availability, 

access and uptake that differ from some international contexts. Interpreter services for 

Indigenous language speakers have been historically neglected in Australian health care 

settings. The literature suggests a need for greater attention to and understanding of the role 

of interpreters in improving health care communications between Indigenous language 

speakers and Australian health service providers. 

3.6 English first language speakers 

English is believed to be spoken by some 400 million people around the world ‗...as a 

mother tongue and an additional 2 billion as a second and/or foreign language …‘ with the 

projection of up to 40% of the world‘s population by 2040 (Filmer, 2007). However, whilst 

there may be advantages in speaking a widely understood language, this dominance is not 
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necessarily a positive thing when it may be at the expense of other‘s languages and cultures. 

Murphy and Kraidy (2003, p. 310) It is suggested that the dominance of English-language 

publications tends to ‗...privilege an Anglo-American perspective that restricts our 

understanding of broader sociopolitical contexts‘. This global hegemony of English, makes 

English speakers seem ‗normal‘ and all other language speakers deficient in some way, even 

though Filmer (2007) sees the monolingualism of many English first speakers as limiting. 

This deficit mentality toward those who do not speak English is reflected in some of the 

literature and responses to Indigenous Language speakers within Australia. In spite of its 

multicultural makeup, Australia is a largely monolingual nation. Health care services in 

Australia are structured for English language communication, even though individuals from 

a variety of ethnic and cultural backgrounds staff them.  

Research concerning intercultural communications generally indicates that the experience 

can be anxiety provoking for all participants, which prompted my own examination of the 

overall experience for both English-speaking health professionals and Indigenous language 

speaking clients. In some older Australian research that examined the anxieties and attitudes 

of both staff and patients to cross-cultural encounters for example, Davidson, et al (1983) 

considered aspects of communication from the perspectives of both Aboriginal and non-

Aboriginal participants. Their study looked at communication anxieties of non-Aboriginal 

people that may impede their communications cross culturally, and identified 

communication attributes that could enhance or impede the activity. Communication 

apprehension, anxiety or shyness and receiver apprehension were all identified as 

influencing the quality of information exchanged. Communication flexibility or the person‘s 

ability to read the situation and respond verbally in an appropriate fashion was an important 

facilitator in intercultural communication.  

The study also looked at the non-Aboriginal health professionals‘ previous exposure to 

Indigenous communication, attitudes to and concern about Aboriginals, ease and ability of 

understanding and being understood (Davidson, et al., 1983).Knowledge of communication 
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rules does not automatically imply that non-Aboriginal participants can use those rules when 

interacting with Aboriginal people (Davidson, et al. 1983). The performance of non-

Aboriginal people depends on their readiness to listen to what others say and on their 

readiness to change their own behaviour if they feel the situation demands a different 

approach. Appropriate training that includes prior assessment of apprehensions about 

listening can reduce anxiety however. Without assessment, experiential training simulations 

could produce undesirable learning behaviours and lead to misinterpretation of behaviours or 

future stressful encounters or prejudice (Davidson et al. 1983). This research, while now 

somewhat dated, is still relevant to training and education for health professionals. 

The dominance of English within Australian health care usually means the literature focuses 

on examining the Indigenous or other language speaker for linguistic features and 

communication mores. In an auto-ethnography examining English dominance, Filmer (2007, 

p.755) examined what it would ‗...feel like to encounter English, or another dominant 

language, from the other side of the equation‘. Filmer (2007) found the experience of being 

the minority language speaker had a negative effect on self esteem and confidence. Filmer 

(2007, p. 755) observed that as an English first language speaker, one could ‗...enjoy the 

imperial privilege of having inherited a linguistic currency considered the coin of the realm 

in most places‘, which is not the case for the majority of people around the world. In relation 

to this Intercultural Health Care Communication study, Central Australian health 

professionals, who must be English language speakers as a requirement of employment, are 

already in positions that place them at an advantage over the people who are not English 

proficient. Whether there is an awareness of this positioning among health professionals in 

Central Australia has not been established, and consequently, is considered within the 

context of this study. 

Unless needing to learn another language or without having a particular interest in 

linguistics, it might be unusual to think about one‘s own language much beyond formal 

school lessons. The linguistic literature offers deep level analysis of English as a language 
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that is possibly more than any health professional might need or care to know unless 

possessing a personal interest in languages. What is useful however, is the literature that 

offers insights into how English functions and the specific features that can be used 

comparatively to understand points of potential misunderstanding with other language 

speakers. Silence is one such example. English is a language that does not accommodate 

silence well, whereas Indigenous languages have silences that are imbued with meaning 

(Mushin & Gardner, 2009). This may be useful information to reflect upon once health 

professionals encounter Indigenous languages that have silence as inherent features. As this 

is not a linguistic study however, I chose to review literature that was more relevant to the 

health and intercultural communication experience than to go deeply into the linguistic 

literature.  

3.6.1 Language, colonisation and power 

Throughout history, invading and colonising groups have achieved dominance over 

populations often through physical conflict. Colonisation has then continued in the longer 

term through the deliberate erosion of customs, practices and language (P. Edwards, 2005; 

Evans, 2010; Perkins, et al., 2008). One of the key tools of colonisation throughout history 

has been the swift and purposeful subjugation of indigenous languages by imposing the 

language of the coloniser (P. Edwards, 2005; Evans, 2010). Yet Rigney (2004) maintains 

that the right to one‘s first language is, or should be, a fundamental human right.  

According to Edwards, (2005, p. 6) the patterns of colonisers throughout history:  

… often include physical invasion of … lands by more powerful groups, 

which assume that their languages are superior to those of the dispossessed. 

The next step is to rationalise this assumption by economic or educational 

arguments. Phrases such as "You'll get nowhere without English" or 

"Opening to the wider cultural world" come to mind … 

When a dominant culture is monoglot it assumes that the minority should 

assimilate by forgetting their language. Ignorance of the multilingual 

abilities of humans could account for this, together with resentment at not 

understanding what is being said in a place that they assume is "theirs". Or, 

perhaps worse, a belief that the other language is "primitive". 
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The Federation of Aboriginal and Torres Strait Islander Languages (FATSIL) publishes a 

magazine devoted to Australian Indigenous Language maintenance. Examples abound from 

contributors who can remember the active suppression of their first languages: ‗Older 

generations… were banned from speaking their traditional languages at school‘ (FATSIL, 

2006). In addition, many young Indigenous people, even relatively recently, have been 

prevented from maintaining their First Language and marginalised by mainstream 

educational systems. The obvious educational disadvantage experienced by many today has 

created entire populations who may not be strong in either an Indigenous language or 

English. Health professionals therefore, may find younger Indigenous people are also 

difficult to deal with in relation to intercultural communication. 

Even beyond the historical process of colonisation however, language is used daily to either 

exclude or include individuals and groups. It is not a huge leap for health professionals to see 

the power of language used in this manner. Discipline-specific language is used in health 

care all the time and can often serve to control the flow of information for recipients as 

required (Pauwels, 1995). In the intercultural setting, medical terminology can also allow 

messages to be lost in translation, particularly when the great majority of words and phrases 

have no readily translatable equivalent in Indigenous languages. Not only can words be 

difficult to translate, many may not even be conceptualised in a meaningful way if they fall 

outside of the worldview of some Indigenous First Language speakers (Pauwels, 1995). The 

role of discipline-specific language is addressed within this Intercultural Health Care 

Communication study in explorations of power and possible continued colonising practices 

found within Central Australian health care. The idea that health professionals themselves 

may be rendered powerless and colonised by the health care systems in which they operate is 

not evident in any literature searched. This omission suggests important gaps in the body of 

knowledge around intercultural health care communications.  

On the other hand, the consequences of miscommunication for the health of Indigenous 

Australians are well documented (Cass, et al., 2002; Cramer, 2005; Lowell, 2001; Trudgen, 
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2001). The consequences of miscommunications for Indigenous Language speakers become 

even greater when the impact of intergenerational powerlessness, racism and discrimination, 

is considered. Cramer highlights some of these consequences in relation to mental health 

status in remote Indigenous communities: 

In many visits people needed social support, seeking a nurse‘s attention and 

concern. Behind the daily complaints and general malaise some nurses 

detected a sense of unhappiness or loneliness and sometimes depression. 

Clients rarely verbalised their emotions to nurses, nor did nurses usually 

assess their mental health... (2005, p. 56). 

Gaining informed consent in the remote setting was also a major challenge identified, with 

‗Clients rarely asked questions about a decision made, a specimen taken or a treatment 

given‘ (Cramer 2005, p. 59). She concluded that it was not only language contributing to the 

lack of consent for decisions and procedures, but also that ‗...nurses were not always able to 

provide an explanation to a client and obtain their consent or did not attempt to do so‘ 

(Cramer 2005, p. 59). Making greater efforts to minimise miscommunications and 

facilitating communications that do not necessarily privilege English over the Indigenous 

client‘s language, may contribute to de-colonising practice. If cultural safety in health care is 

at all possible, then health professionals must be asked to de-colonise their practice in 

response to Indigenous clients. 

3.6.2 Anthropological literature 

In the pre-cultural safety literature, the influence of anthropologists was prominent across 

disciplines, particularly working in tandem with medical researchers in Australia (Thomas, 

2004). In the 1970s in Australia, with the national focused turned toward health, education, 

and welfare of Indigenous populations, there was a concurrent growth of non-Indigenous 

government employees sent into the field of Indigenous service delivery. Webber (1978) was 

one of the more influential authors to consider that in order for non-Indigenous workers to be 

effective in their roles in intercultural contexts, they needed to develop an understanding of 

the interpersonal behaviours of Aboriginal people. Webber‘s research documented 
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interpersonal behaviours of Aboriginal people, such as looking, listening and touching mores 

(Webber, 1978).  

Webber‘s findings are often quoted in other health and education literature, as a useful 

starting point for non-Indigenous people working in intercultural settings. Although 

Webber‘s insights may be considered to focus on the ‗exotic other‘, he does caution non-

Indigenous workers to guard against normalising their own behaviour and constructing 

others as not the norm and therefore possibly less acceptable (Webber, 1978). Nevertheless, 

Webber‘s work has been influential in raising awareness of potential barriers and 

misperceptions in intercultural communication, and it stimulated my own interest in cultural 

issues back in the early 1980s.  

Webber‘s published research is reflective of the era in which it was developed, with 

references to ‗aboriginals‘ (small a) and ‗Europeans‘ (capital E). This was considered so 

inappropriate by one current reader of the volume used for my literature review, that the 

reader had gone through the book and capitalised every ‗small a aboriginal‘ in pen. Huggins 

(1991) points out the implicit colonial hangover in citing texts where European, English, and 

Americans were always afforded the courtesy of capitalisation, whilst ‗aboriginals‘ and other 

people of colour were curiously downgraded to the status of lesser nouns (Huggins, 1991). In 

spite of its age however, Webber‘s work remains a valuable introduction to intercultural 

communication. From a cultural safety perspective, (see 3.7.1) it also reinforces the need to 

extend intercultural communication beyond the cultural awareness and cultural sensitivity 

stages. When re-examined within a culturally safe framework, Webber‘s insights add 

significant value for newcomers and short-term health employees who may be at the cultural 

awareness stage in their development toward culturally safe practice. 

Von Sturmer (1981) explored interpersonal relationships in his research through a 

description of etiquette, manners, greetings, and decision-making protocols. Eye contact for 

example is presented as a culturally determined behaviour that can be misinterpreted 
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between Indigenous and non-Indigenous Australians (Von Sturmer, 1981). This study took 

another anthropological approach that has been useful for those with limited preparation for 

working within Indigenous contexts. Again, a criticism is that the focus was on the ‗other‘ 

without consideration of self. Cultural safety philosophy has sought to analyse this tendency 

to try to define one group as the ‗norm‘ and any one of a different cultural background as 

‗the other‘. Kemble (2007) sees the cultural danger in projecting a particular group as the 

standard by which others are measured. My main concern with this type of knowledge is the 

tendency for it to become almost prescriptive. It may not have been the Von Sturmer‘s 

intention but such works are often used as a ‗recipe‘ for intercultural interactions rather than 

a starting point for analysis and further understanding. These examples, and other more 

recent researchers such as Bain (2005) position themselves within anthropological 

frameworks that focus on what Ramsden (2005) called the ‗exotic differences‘ between 

cultural groups. As such, they are at the cultural awareness phase in which difference is 

identified and legitimised, but with no apparent examination of self in relation to the ‗other‘ 

(see section 3.7.1).  

‗Exotic differences‘ seem to capture the attention of people working in intercultural settings 

for the first time. These identified differences have the potential to influence experiences 

either positively or negatively. Even a rudimentary awareness of difference can certainly be 

useful information to new nursing and medical staff starting work in Central Australian 

health services (Wren, 2007, personal communication). Bain (2005) believes that discussion 

of difference in regards to communication is not only appropriate but also necessary for 

understanding, yet sees certain sensitivities as possibly undermining such discussion. She 

blames the current political climate for somewhat impeding discussion of difference, and I 

agree with her that, ‗In today‘s politically charged context, it is difficult to speak of 

differences‘ (Bain, 2005, p. 1). It is almost as if any discussion of difference necessarily 

implies some negative judgement or prejudice rather than a simple articulation of what may 

be misunderstood or misinterpreted without this discussion.  
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What is interesting about Bain‘s work is her examination of the use of abstractions, such as 

‗if‘ and ‗when‘ as well as the ways of learning. In this regard, Bain (2005) is one of the few 

researchers to explore the role of worldview and language in relation to Aboriginal 

Australians. She found that Aboriginal use of abstractions always retain a direct link with 

reality, whereas ‗western‘ (sic) use often breaks links with the real (Bain 2005). Examples of 

this mismatch in health care settings are numerous. Saying to a client, if you don‘t do this, 

you might lose your leg, may mean for some Indigenous participants in the conversation that 

they only hear, you will lose your leg. When this information does not match belief however, 

because right now the patient feels fine, it can contribute to considerable confusion and the 

perception that ‗white men are liars‘ as suggested by Bain (2005). This confusion makes 

health promotion one of the biggest challenges, because of the different ways in which 

language is used and conceptualised. 

Bain believes her research indicates most communication problems are with those whom she 

calls ‗traditional Aboriginals‘, defined as someone ‗...for whom an Indigenous language is 

their first language and who may well live on a remote community‘ (Bain, 2005, p. vii). This 

definition presents several difficulties for me, as previously discussed in Chapter 2). I know 

many Indigenous Language speaking people who live in remote communities, but may not 

be categorised as ‗traditional‘. As stated previously, I do not believe the problems are solely 

with the people Bain deems as ‗traditional‘ or that this definition is in fact valid. Part of the 

lived experience of many ‗traditional‘ Aboriginal people today includes their experiences 

living under past policies in government run reserves and/or church run missions, where 

English was forced upon people with an active discouragement to continue speaking their 

own languages or living a traditional life. Another problem with Bain‘s labelling, is the 

concern that this implies communication problems do not exist for those perceived as ‗non-

traditional‘ people. There is evidence from other researchers that Indigenous people who 

speak only English, can be overlooked if they are having any problems communicating, 

because of the perception they are using the shared dominant language (Eades, 1995; 

Pauwels, 1995). 
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Another anthropological study by Liberman (1985) is relevant to the same geographical 

region in which I have undertaken this Intercultural Communication study. Although over 

twenty years old, Liberman‘s study provides an ethno-methodological analysis of 

interactions and is one of the seminal research studies often cited in the literature today 

relating specifically to Indigenous Australians. Liberman (1985) demonstrated through his 

research the many potential points of difference between English and Indigenous 

communication styles, for which either or both participants may be unaware or unprepared. 

Liberman (1985) uses the term indeterminacy to describe intercultural contacts that are full 

of ambiguities, half formulations and a sense of only a vague understanding of what is being 

communicated. Further Liberman suggests that: 

… Understanding this indeterminacy – and what it is that parties do with it – 

is basic to knowing what is occurring in intercultural social interaction 

(Liberman 1985, p. 171).  

Liberman‘s research provides valuable examples of the role of indeterminacy, technical 

features of Indigenous communication such as gratuitous concurrence,
48

 repetition, and 

silences. His work is comprehensive and has contributed a major body of knowledge to the 

understanding of Aboriginal and non-Aboriginal communications in Central Australia from a 

cultural awareness perspective.  

What is still missing from the literature is research that considers the stages of sensitivity and 

safety. It is at these stages that difference is validated, and the dominant language group 

reflects on the impact of their language and culture on the minority group in order to 

progress to a level of safety in health care communications. The Intercultural Health Care 

Communication study sought to examine these stages through participants‘ experiences, in 

order to move beyond an awareness of language issues to culturally safe communications. 

                                                        
48. Gratuitous concurrence is the tendency to say yes, irrespective of the speaker‘s real intentions or beliefs. The 

respondent prefers to agree rather than create disappointment or conflict (see 10.2).  
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3.7 Philosophical developments in nursing and health disciplines 

Language and communication have been widely researched, eliciting extensive debates, 

theorising and discussion about their role and importance across various contexts. Prominent 

among those quoted on language and communication is the philosopher Martin Heidegger 

who maintained that there is a connection between language and being (Heidegger, 1977–

1993). Such a position reinforces the need to examine language and language dominance 

within health and particularly in the field of Indigenous health, where Indigenous identity is 

strongly linked to language (Rigney, 2005). Hans-Georg Gadamer (1960, 1989) is another 

philosopher often cited for his stance on the relationship between speaking and thinking. 

Language shapes the way in which we think and what we can think about (Whorf, 1956). A 

further exploration of the philosophical literature around language and communication is 

provided in Chapter 4 ‗Methodology‘ and again in Chapter 8 ‗Discussion‘. Although there is 

a wealth of theoretical literature focused on communication and language, this review has 

mainly explored the research and theory development specifically linked to health care 

communications. Unlike the disciplines of education, law, linguistics and sociology, health 

disciplines have been less focused on the role of language and language rights until relatively 

recently.  

In nursing education and practice for example, a long-standing philosophy of equality 

prevailed relatively unchallenged for some time. According to Goold and Liddle (2005) all 

nurses swore a duty to provide care that was irrespective of a person‘s race, creed or colour. 

This approach to diversity among recipients of nursing care did not receive serious critique 

before the emergence of two key philosophical developments— transcultural nursing
49

 and 

cultural safety. Transcultural nursing philosophy in the late 1950s was groundbreaking for its 

focus on cultural needs in health care. Then in the 1980s this philosophy found its own 

challenger in cultural safety theorists, who argued that any concept of care that was 

                                                        
49. Transcultural nursing – a theory of nursing that derives from anthropological perspectives of culture (see 10.2) 
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‗regardless of‘ difference‘ should instead become ‗regardful‘ (Taylor & Guerin, 2010). In 

the next two sections, both transcultural nursing and cultural safety literature are reviewed. 

3.7.1 Transcultural nursing 

With the steady growth of nursing theorists to emerge from the professionalisation and 

development of nursing as a discipline, the principles of equal treatment were finally put to 

the test. One of the first nursing theorists to test the notion of ‗equality‘ based on treating 

everyone the same, regardless of difference, was the pioneer of transcultural nursing 

practice, Madeline Leininger. Heavily influenced by anthropological roots, Leininger studied 

the health behaviours of various ethnic groups and arrived at a series of nursing 

considerations that were believed useful for providing holistic care to clients of a different 

ethnic background to the nurse (Leininger & McFarland, 2002). This was revolutionary for 

its time and raised the issue of culture as a potential barrier to receiving adequate care. 

Within the framework of transcultural nursing, Leininger and McFarland (2002) suggested 

that in order to enhance the care experience for clients from a different ethnic background, 

nurses should make efforts to learn various greetings and phrases, food preferences and 

health behaviours of the cultural groups within their care. Language in this context was given 

a superficial consideration only. Certainly, no critique of the role of language as a colonising 

strategy or power differential was considered in transcultural nursing theory.  

Although Leininger has been quick to respond to any perceived criticisms of her theory, the 

impact of colonisation in shaping power relationships with cultural and linguistic minorities 

does not prominently feature in the transcultural literature. Culture within this framework, 

was conceptualised as a marker of difference and the focus was most often on what cultural 

safety proponents coined as the ‗exotic‘ other (Ramsden, 2002, p 116). Racialised constructs 

of different populations theoretically assist nurses from the dominant culture of the health 

services to enhance the care experience of patients who differed in cultural background. 

Transcultural nursing, under Leininger‘s leadership at least, seemed reluctant to develop 

beyond superficialities and in this regard proved inadequate for the purposes of this study. 
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Leininger has contributed significantly to ensuring culture is considered within health care 

practice. However, in hearing Leininger present at a conference in 2002, she and other 

devotees of transcultural approaches appeared unwilling to consider the potential of cultural 

safety. Instead, I felt at the time that Leininger sought to dismiss any critique offered by this 

new philosophy as a misunderstanding of transcultural nursing philosophy.  

Whilst some authors have refined and further developed transcultural nursing theory, it 

remains largely an unfulfilled promise for me. Practitioners are rarely asked to examine their 

own role in the care experience for people who differ from them in terms of cultural and/or 

linguistic background. This omission is why the development of cultural safety philosophy 

holds such promise within the context of Central Australian health care. Instead of 

continuing to present superficial constructs of culture that appeared to ‗fix‘ certain cultures 

in time, cultural safety introduced a broader and more useful definition of culture and 

philosophical and theoretical framework for practice. 

3.7.2 Cultural safety 

In the 1980s, attention to the impact of culture on health outcomes in New Zealand led to the 

development of a nursing philosophy that has become known as ‗cultural safety‘ (Ramsden, 

2002). Cultural safety sought to ensure safe and effective care of clients and communities 

who differ in background to the health professionals providing health care services. Several 

key principles of cultural safety require dominant culture health professionals to 

acknowledge their positions of power in a colonised context, to undertake a process of de-

colonisation, and engage in dialogue with the intended recipients of their service (see also 

Chapter 4) (A. J. Browne et al., 2009; Eckermann, et al., 2006; Papps & Ramsden, 1996; 

Ramsden, 2002; Smye & Browne, 2002). Browne et al (2009, p.167) also find relevance in 

cultural safety‘s ‗…focus on the interrelated problems of culturalism and racialization; and 

a commitment to social justice as central to the social mandate of nursing‘. De-colonisation 

as an element of cultural safety, involves an active shaking up of power relationships and an 

examination of the structures and tools that reinforce the status quo (T. Edwards & Taylor, 
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2008; W. A. Wilson & Yellow Bird, 2005). In a context of intercultural communications, 

language and language use as elements of culture, take on added importance. Whoever 

controls the discourse potentially controls the information and ensures their own positions of 

power over others (Freire, 1970/1993).  

In contrast to transcultural philosophy, cultural safety took a much deeper approach to the 

interaction between health professionals and clients, especially the experience of colonised 

peoples within the context of New Zealand. It arose from post-colonial theoretical 

foundations that prompted a growing awareness of the power differentials between nurses 

from the dominant cultural group and clients from a minority cultural group. It was prompted 

by the experience of Maori midwifery students who found that the health environment 

actually required them to give up aspects of their ‗Maoriness‘ in order to participate more 

fully with their non-Maori colleagues (Papps & Ramsden, 1996; Ramsden, 2002). Cultural 

safety is a philosophy with relevance for any setting or interactions where participants differ 

not only on the basis of ethnicity, but in other markers of difference such as age, gender, 

socio-economic status, religious beliefs, and sexual orientation (Ramsden, 2002). Cultural 

safety was developed and promoted through nursing education, asking nurses to reflect on 

their personal power and cultural history, rather than continuing an uncritical imposition of 

their own understandings and beliefs on their patients. 

Irihapeti Ramsden‘s thesis on cultural safety and nursing education in Aotearoa (New 

Zealand) remains a leading work documenting the historical development, components and 

responses to the philosophy within her country. Unfortunately, Ramsden passed away in 

2004 taking with her a major voice in cultural safety, but certainly not a major influence. 

Although there is a growing body of literature on cultural safety (A. J. Browne, et al., 2009; 

Coup, 1996; Ramsden, 2002; Smye & Browne, 2002; Zon, et al., 2004), there remain some 

challenges to defining it (Anderson et al. 2003). Cultural safety starts with an 

acknowledgement of difference, at the initial awareness stage, moving on to sensitivity, and 

then the concept of safety, which is essentially determined by the recipients of care. Health 

professionals and health services can not declare the safety or otherwise of their care. The 
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client is the only one who can assess the cultural safety of care provided, making the need 

for effective communication between clients, practitioners and services important to the 

assurance of appropriate and acceptable care. 

Whilst the principles of cultural safety have wider relevance than for New Zealand alone, it 

would be ‗unsafe‘ and unwise to transpose the New Zealand model to Australia uncritically. 

One fundamental difference between the New Zealand experience and that of Australia‘s 

Indigenous peoples is the existence of a treaty, the Treaty of Waitangi, which clearly 

articulates the sovereignty of the first inhabitants. Another major difference is the relative 

homogeneity of the Maori people, with regard to language, customs and culture. Many non-

Indigenous New Zealanders have learned and are exposed to Maori languages on a daily 

basis, though Maori owned media, school policies and enshrined legal protections. This is a 

different circumstance compared to the Australian context, where Indigenous Australians 

languages do not enjoy the same profile and legal supports.  

The latest range of policy developments within Australia however, seem to have bypassed 

cultural safety in favour of putting a local brand on terminology and conceptualisation. A 

growing flurry of concepts purports to move on from cultural safety, to cultural competence 

(in keeping with our vocational based training) and cultural security. Grote (2008) conducted 

a review of literature concerning the principles and practice of cultural competence. 

Although I do not fully agree with Grote‘s (2008) description of the relationship between 

these approaches to culture in health care, positioning cultural safety as an element of 

cultural competence, she provides a comprehensive review of the literature and some of the 

ways in which various institutions are teaching and/or incorporating cultural perspectives 

into education and practice. I perceive cultural safety and cultural competence as two 

different philosophical approaches to culture in health care, for a number of reasons 

discussed further in Chapter 4.  

Cultural competence is defined by citing Cross, Bazron, Dennis and Isaacs as:  
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…a set of congruent behaviors, attitudes, and policies that come together in a system, 

agency, or among professionals and enable that system, agency, or those professionals 
to work effectively in cross-cultural situations‘….. (Grote, 2008) 

 

 

Cultural security as mentioned in Chapter 2 is the current (2010) framework for service 

delivery of the NT Department of Health & Family Services, but it is not fully articulated on 

the Department‘s web site. Cultural security apparently intends to reorient away from ‗attitudes 

to behaviour‘ but it is not clarified in the Department‘s document whose attitudes and whose 

behaviour are to change and how.  

 

It appears that superficially at least, these other frameworks fail to locate the onus of 

responsibility with the health services, but instead continue to construct Indigenous cultures 

(and therefore people) as the problem. Cultural safety locates this problem with the dominant 

culture, and its literature is of relevance to this study of intercultural communication because 

one of its key tenets calls for health professionals to engage in dialogue with their clients. 

Their ability and/or willingness to do so are at the heart of this study, which suggests that the 

dominant position of English language communications can and does affect the quality and 

efficacy of care provided to Indigenous clients. 

3.8  Education and training in intercultural communication 

Within the literature reviewed, the majority of publications have articulated 

recommendations for the education and training of health professionals based on research 

findings. A review of the literature relevant to intercultural communication strongly 

positions the issue as an integral part of health professionals‘ skill requirements (Blackford, 

et al., 1997; Cass, et al., 2002; Grant & Luxford, 2008; Lindström, 2008; Pauwels, 1995; 

Ulrey & Amason, 2001). In the numerous reports on Indigenous health in Australia, 

improving communication between clients and health services is usually mentioned 

(Australian Commonwealth Government, 2003; Government, 1991; National Aboriginal 

Community Controlled Health Organisation and Oxfam Australia, 2007; Wild & Anderson, 
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2007). Whilst widely accepted as an essential skill for health professionals, communication, 

and specifically intercultural communication, is given inadequate attention within Australian 

health curricula and during ongoing professional development (Lowell, 2001; Trudgen, 

2001). 

Communication however, takes place in a cultural context and cultural education is 

frequently mentioned as a strategy to improve health care for Indigenous Australians. 

Cultural safety has been identified by the Congress of Aboriginal and Torres Strait Islander 

Nurses (CATSIN) as an appropriate strategic framework for health services that cater for 

Indigenous Australians (Goold & Liddle, 2005). Ramsden and other New Zealand authors 

provide a clearly articulated process for embedding cultural safety within that country‘s 

nursing and midwifery curricula (Papps, 2005; Ramsden, 2002, 2005; Wepa, 2005). Since 

the philosophy was proposed as suitable for a global context, there has been a growing body 

of research examining its transferability to other settings as well as making inevitable 

comparisons with transcultural theories (J. Anderson et al., 2003; Belfrage, 2007; JR 

Betancourt, Green, & Carillo, 2002; Bin-Sallik, 2003; A. J. Browne, et al., 2009; Cooney, 

1994; Coup, 1996). The division between cultural safety and transcultural approaches 

appears to be widening rather than merging. What is less prominent in the literature is how 

cultural safety might be ‗safely‘ incorporated into the Australian context and specifically into 

the Australian Indigenous health context (Johnstone & Kanitsaki, 2007). In particular, 

fundamental differences between New Zealand and Australia, culturally, politically and 

historically require careful consideration in shaping any educational programs for health 

professionals. 

Intercultural communication courses are beginning to appear within the Australian context, 

but the availability of Indigenous content remains very limited. Searches of various key sites 

for Indigenous health, such as the Leaders in Indigenous Medical Education (LIME) 

Network (www.limenetwork.net.au) and the Australian Indigenous Healthinfonet 

(www.healthinfonet.ecu.edu.au) have a very small number of identified sources for 

http://www.limenetwork.net.au/
http://www.healthinfonet.ecu.edu.au/
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information on Indigenous communications. The key research cited is the ‗Sharing True 

Stories‘ research by Cass, et al (2006). Of concern is the growing number of ‗toolkits‘ and 

checklists for intercultural communication, which are presented as part of on-line cultural 

competency approaches. 

Several core components re-appear within the global and local research however, as 

suggested content for the education and training of health professionals in intercultural 

communications. Language awareness and language sensitivity (Irvine et al. 2006) is 

relevant to this study of Intercultural Health Care Communications due to factors that may 

prohibit learning specific Indigenous languages in the Central Australian context (see 

Chapters 2 and 8). As mentioned in 3.5 health professionals need to learn the skills of 

working with and through interpreters Pauwels (2006). The research reviewed in this 

chapter, along with the findings from this Intercultural Health Care Communication study, 

are further examined in Chapter 8 in relation to the recommendations made for education 

and training needs of health professionals who work with, or encounter Indigenous language 

speakers in their practice. 

3.9  Indigenous voice 

As stated in the introduction, the Australian Indigenous voice is limited to an extent by the 

historical reality that privileges non-Indigenous peoples‘ access to academic traditions, 

which themselves are essentially Anglo in orientation. A small, but increasing number of 

Indigenous people in the Australian/New Zealand context are writing about the need for 

decolonising practice and the social justice demands that must be met if any change to the 

status quo is expected (Rigney, 2004; Sherwood & Edwards, 2006; L. T. Smith, 2003). 

These are in concert with other Indigenous authors such as Battiste (2000) and Ermine 

(2007) who have called for greater examination of the impact of colonisation and ways to 

reclaim and recognise Indigenous voices, knowledges and world views as legitimate. 
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What is less apparent in the literature is how Indigenous people experience and perceive 

intercultural communication with English language speakers. One of the very few 

publications to consider the issue in Australia from an Indigenous perspective stems from the 

Summer Institute of Linguistics, whose publication ‗Whitefella Culture‘ was developed as a 

resource to explain non-Indigenous cultural mores (Hargrave, 1997). Although an older 

work, and not written by an Indigenous author necessarily, this publication nevertheless 

provides valuable insights for Indigenous people about the issues that perplex and confound 

communications and other interactions with non-Indigenous people, especially in the context 

of the workplace. For example, it provided scenarios from remote Indigenous communities 

in which the non-Indigenous employees‘ interactions might be misunderstood or 

misinterpreted (Hargrave, 1997) such as responses to time and the apparent agreement to 

meet at specific times. Non-Indigenous participants may interpret this ‗agreement‘ as a 

commitment to meet when it may in fact simply be an example of gratuitous concurrence – a 

tendency to agree for the sake of harmony. 

I make no claim to represent Indigenous voice, other than including the voices of Indigenous 

participants who agreed to assist in this study, and I am conscious of the fact that I am a non-

Indigenous researcher and academic. As this research is a critical ethnography however, I 

can undertake to advocate on behalf of the Indigenous participants in ensuring their voices 

are included. My major focus however is on what health professionals and health services 

can do to alter the status quo and make room for all Indigenous voices to be prominent and 

accessible. Linguistic analyses of communication barriers and facilitators, anthropological 

descriptors, and even quantification of miscommunications, can all be found in the literature 

(Bain, 2005; Cass, et al., 2002; Edis, 1998).This area of the literature is very limited within 

Australia, although more is available from Indigenous people across the globe.  

The perspectives of Indigenous language speakers in regard to their experiences of health 

care services in Central Australia, as well as more broadly in Australia, is largely missing 

from the literature. Locally it has been the practice to acquire feedback from Indigenous 
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clients orally rather than in written data collection techniques, in keeping with cultural 

traditions (Tranter, 2010; Wilson, 2010). This Intercultural Health Care Communication 

study has not claimed an Indigenous perspective, but it had provided a small opportunity for 

Indigenous voices to be presented, although through a non-Indigenous researcher. 

Nevertheless, the lack of Indigenous-led research remains problematic, in that it allows non-

Indigenous health services and policy makers to pay less attention to perspectives that are 

not presented in written English - the format likely to have the greatest impact on the 

English-dominant culture. 

3.10 Summary 

Although prominent in global literature pertaining to linguistic minorities, language and 

intercultural communication are largely overlooked in the literature concerning Indigenous 

Australians. This belief emerges from both a review of the literature and my personal 

experience of serious and frequent communication failures between Indigenous Language 

clients and English Language speaking health professionals. The potential for harm due to 

ineffective, inappropriate or inaccessible health care communications is an issue requiring 

urgent investigation. While mentioned in numerous reports, communication barriers are 

often relegated to a single dot point that ensures intercultural communications remain 

inadequately addressed. 

This chapter examined some of the global and local literature relevant to the study of 

Indigenous and English languages in health care communications. It showed some older 

works including selected anthropological research to be relevant for initial examination of 

communications involving Indigenous Language speakers. Literature that considered the 

colonising role of language dominance, and the relatively limited current research that 

examines intercultural communications in Australian Indigenous health care contexts, were 

also reviewed. Various theoretical frameworks were considered, including cultural 

competence, cultural security and transcultural nursing theory. Literature related to cultural 
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safety was introduced, concluding with literature linked to the training and education of 

health professionals relevant to the study setting. This chapter also identified gaps in the 

literature concerning the impact of privileging English in health care for Indigenous peoples, 

the role of interpreters and the influence of an Indigenous construct of shame in influencing 

health seeking. A further gap in the literature and the one that this study seeks to contribute 

to is in exploring the impact on health professionals left unprepared for the experience of 

intercultural communication. 

The next chapter outlines the methodology underpinning this Intercultural Health Care 

Communication study conducted in Central Australia. It provides a rationale for the chosen 

methodology, which was critical ethnography. Critical ethnography has been described as 

‗ethnography with a political purpose‘ (J. Thomas, 1993). There was a political purpose on 

the part of the researcher to challenge the status quo in relation to the quality and 

consequences of intercultural communications in Central Australian health care services. The 

literature pertinent to the methodological issues of cultural safety and post-colonialism is 

critiqued and considered for its relevance to this study. 
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Chapter 4  

Methodology: Challenging the status quo in Central Australian 

health care communications 

4.1 Introduction 

Most of the literature reviewed in Chapter 3 identified barriers to effective communications 

and serious consequences of ineffective intercultural communication involving linguistic 

minorities. This Intercultural Health Care Communication study chose to turn the critical 

lens towards the majority or dominant language group who deliver health care services in 

Central Australia and who are mostly English-only speakers. To gain a better understanding 

of the experience, attitudes and preparations of health professionals for intercultural 

communications, specifically involving Indigenous Language speaking clients, this study 

employed a critical ethnography methodology.  

This chapter describes and justifies critical ethnography as the methodology chosen for the 

study, as well as the philosophical underpinning of cultural safety within a post-colonial 

theoretical framework. The rationale for selecting these particular approaches is presented, 

along with an overview of methodological issues encountered within this Intercultural Health 

Care Communication study. In this chapter various influences on decision-making for the 

chosen methodology are examined, including insights from decolonising methodologies 

outlined by Indigenous authors (Battiste, 2000; Ermine, 2007; Sherwood & Edwards, 2006; 

L. T. Smith, 2003). My place as the researcher within this Intercultural Health Care 

Communication study is also explored (Fook, 1999; Schön, 1987; L. T. Smith, 2003). 

Chapter 5 ‗Methods‘, discusses issues such as ethical considerations and rigour.  

The methodology chosen was one that would shed light on the experiences of intercultural 

communication within an English dominant system primarily focusing on those who provide 

health care, as they may be better positioned than the clients, to affect change to the status 
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quo. While there may be some value derived from examining the extent of communication 

problems and other related events, such as clients taking own leave (TOL)
50

, poor 

compliance and missed appointments, it was the human experience and subjective influences 

that were the focus of this Intercultural Health Care Communication study. My choice of 

methodology therefore stems from an ontological framework that views the world as 

‗…characterised by socio-economic and cultural inequalities, where researchers have a part 

to play…‘ in attempting to bring about greater equality and social justice (Usher, Bryant, & 

Johnston, 1997). Such aims and the questions pursued in this Intercultural Health Care 

Communication study position the research within the critical inquiry paradigm. 

4.2  Why critical ethnography? 

The Central Australian health care environment is rich in its cultural composition and the 

interplay between the various cultures makes for a unique and challenging practice setting. 

Health professionals employed in the region are predominantly imported from urban and 

coastal Australia or internationally (See Chapter 2). The client populations are mainly 

Indigenous people from Central Australia, with the balance either non-Indigenous local 

residents, tourists from all over the world and workforces supporting the region‘s mining, 

pastoralist, hospital or government services. There is diversity within both the Indigenous 

populations and the mainly non-Indigenous, English-dominant health service providers in 

terms of culture, history and contexts. Ethnography as a methodology is concerned with 

description and interpretation of cultural patterns, phenomena and/or settings (O'Toole & 

Beckett, 2010). The context of this study within a post-colonial world and the negative 

associations many Indigenous people have to anthropological research, determined the need 

for a more inclusive approach. To choose a methodology that did not require critical 

examination of culture and context would ignore and perpetuate the ethnocentrism of our 

colonising past (Eckermann, et al., 2006; Rigney, 2002). For this reason critical ethnography, 

                                                        
50. Take own leave (TOL) is the term used locally to described patients who discharge themselves from health 

facilities against medical advice (see 10.2). 
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which not only describes and interprets culture but also has a political purpose (Thomas 

1993) was the most appropriate methodology for this Intercultural Health Care 

Communication study. 

Furthermore, literature reviewed in Chapter 3 focusing on the linguistic needs of Indigenous 

Australians within health care settings was found to be relatively scant. This apparent neglect 

may have its origins in our colonising past, that generated a view that Indigenous Australians 

were either set for extinction or would ultimately be assimilated into the dominant non-

Indigenous populations (Rigney, 2002) (see also Chapter 2). While other factors were 

prominent in the research literature, such as health-seeking behaviours, worldviews and other 

cultural influences, consideration of communication issues involving Indigenous Australians 

was less well formulated (Watson, 2006). Issues of power, social justice, and both individual 

and human rights were prominent themes to be explored, suggesting the need for a more 

critical approach to examine existing conditions and challenge the status quo. The study‘s 

findings are later considered within a post-colonial theoretical framework that incorporates 

the cultural safety philosophy articulated by one of its founders and key advocates, Irihapeti 

Ramsden (Ramsden, 2002).  

4.3 Paradigmatic context 

In selecting qualitative research, within the critical inquiry paradigm, I have made certain 

conscious decisions and assumptions. Communication is an essential component of the 

human experience. The links between identity, being, and language identified by Heidegger 

(1962) and others, and the use of language as a mechanism of oppression and control (Freire, 

1970/1993) all combine to make a persuasive argument for taking language and 

communication more seriously. An inability to communicate in any way has been implicated 

in isolation, alienation and a lack of engagement with those around us. Gadamer (1975) 

emphasised the need to pay attention to language use by reiterating the ideas of the 19
th

 

century philosopher Wilhelm von Humboldt, who first conceptualised languages as 
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representative of particular worldviews. Gadamer (1975) also acknowledged the role of 

historical and cultural influences in shaping worldviews and in how language is used. 

Gadamer (1975) maintained that the critical influence of the context of language use has 

greater importance than the actual learning of a different language. In the Central Australian 

health care context, Indigenous Language speaking clients may use English in ways that 

differ from an English first language speaker. However, as Gadamer (1975) suggested, being 

able to converse at some level in a foreign language does not necessarily acculturate the 

speaker to the context, leaving room for potential misunderstandings and ineffective 

communications, already identified in some Australian health research (Lowell, 2001). 

Quantitative research generally seeks to draw conclusions between cause and effect, often 

employing statistical analysis to issues under study. Communication of thoughts, feelings, 

knowledge and experiences on the other hand, is a subjective activity best examined within a 

qualitative paradigm. In the most basic of constructs, quantitative research is about numbers 

and qualitative is about words (Broom & Willis, 2007; O'Toole & Beckett, 2010), although 

increasingly these distinctions are less rigid. Of relevance to this Intercultural Health Care 

Communication study, an important distinction of qualitative research is the emphasis on 

understanding how meaning is constructed and associated with words. A qualitative 

paradigm was an obvious fit therefore, for a study of experiences of language dominance and 

intercultural communication. However, there are a number of approaches within qualitative 

research that could have been considered, such as phenomenology, grounded theory or 

participative action research. Participative action research for example, was soundly 

employed to identify and then develop strategies for dealing with communication barriers 

within a renal unit in Darwin as outlined in Chapter 3 (Cass, et al., 2002). Most of the 

possible qualitative approaches would have provided a perspective on the experience of 

intercultural communications in Central Australia. However, not all approaches would have 

answered the specific questions posed by this study, or have been practical for the 

researcher. 
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In seeking to explore and examine the experience of intercultural communications within 

English dominant health care communications, a decision was to be made between an 

interpretive approach and a critical one. For me, the choice was clear. I was not only trying 

to interpret the participants‘ experiences. I wanted to think critically about them to 

understand what assumptions and influences underpinned intercultural health care 

communications in Central Australia, and to develop critical knowledge that would lead to 

better outcomes for participants in health care. I wanted to expose those assumptions that 

have constructed the majority of communication problems as stemming from Indigenous 

participants, rather than from the role and practice of English-speaking health professionals. 

From this perspective, the description of critical inquiry as research that openly seeks to 

‗challenge the status quo in order to improve things for the better…‘ was more relevant than 

an interpretive approach that would aim mainly to ‗explore or describe‘ (Roberts & Taylor 

1999, p.123). 

When asked about possible barriers to communication in this setting, one of the health 

professional‘s responses was, ‗Well, their (Indigenous) culture to start‘ (Penny, see also 

Chapter 6.) As with Jakamarra‘s opening quotation, this piece of data is included here 

because it typified the unexamined and throwaway comments that had pervaded discussions 

with people locally prior to embarking on this research. This response was the participant‘s 

superficial explanation, but one that on further examination was not what Penny really 

believed. This participant later articulated systemic and non-Indigenous biases as more 

genuine barriers than the Indigenous cultures (see 6.7). Apparent problematising of 

Indigenous culture by health personnel provoked my interest in critical inquiry long before 

commencing this Intercultural Health Care Communication study. To find such statements 

within the data validated for me the choice of critical inquiry as an appropriate paradigm in 

which to examine what was behind these sentiments.  
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4.3.1 Critical theory and critical social science 

For health professionals to effectively use reflection on practice, it is useful to have a 

language that is appropriate. Theory ‗organises relevant knowledge to help describe, 

organise or explain a phenomena‘ (Roberts & Taylor, 1999). Traditional approaches were 

believed to overlook or make invisible some of the important power issues that served to 

explain certain phenomena however. It was not until some researchers determined that so 

called rational science did not provide a complete understanding of phenomena simply 

through applying scientific methods of research, that a more critical theory and critical form 

of science emerged. Research that purported to be objective and uncritical was no longer 

considered adequate for arriving at a complete understanding of human experiences. 

Critical theory and critical social science are not new. They go back more than two centuries, 

arising from periods of social upheaval and oppression, particularly following the First 

World War in Europe. Critical theory is an evolving and variously defined concept. A 

contemporary definition offered is that critical theory is a guide to analysing matters of 

power, race, class, gender and other competing power interests within a society (Kincheloe 

& McLaren, 2002). The over-riding goal of critical social theory was to challenge existing 

power structures and emancipate people through knowledge (Roberts & Taylor, 1999). More 

recently, theorists such as Jürgen Habermas revisited critical theory and the social sciences 

by suggesting that research did not need to be exclusive, but could be inclusive, 

incorporating empiric and historical knowledge with the analytical and hermeneutic, to 

arrive at new critical knowledge (Roberts & Taylor 1999). The development of critical 

theory and critical social sciences ensured that issues of power and oppression were 

considered making these relevant to the Intercultural Health Care Communication study 

undertaken in a post-colonial Central Australian context.  

Without considering critical theory and critical social science, there is a danger in choosing 

an ethnographic methodology simply because of culture being a prominent feature of the 

issue under review. Cultures are examined within this study, but not for obtaining an 
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anthropological picture of specific cultures. Instead, the choice of critical ethnography as 

distinct from anthropological ethnography emphasises a principle to examine and change 

practices that deny equitable access to health care or disadvantage a particular cultural group. 

As the participants in intercultural health care communications are usually professionals and 

clients, this study includes both cultural groups who themselves are enmeshed within health 

care systems that influence the experience and outcomes for all. In the intercultural 

communication context, all participants may experience power, powerlessness, and 

oppression (J. Anderson, et al., 2003).  

4.3.2 Ontology and Epistemology  

In considering an appropriate methodology researchers are compelled to consider questions 

about what they believe about being in the world (ontology) and how they come to know the 

world (epistemology). Ontology and epistemology are two aspects of research that might be 

said come first in influencing what questions a researcher will ask, what they want to know 

and how they believe they can know it (Roberts & Taylor, 1999). 

My own way of knowing the world or my ontological standpoint, naturally stems from my 

formative years, my cultural education and my life experiences. My view on being human in 

a changing world has developed through an integration of theory and practice, reflection and 

critique. My cultural traditions demand critique rather than an unquestioning acceptance of 

information, although this critical view of the world has come later in life. In contrast, much 

of my early education was based very much on a one-way provision of information that was 

to be accepted unquestioningly. However, I also recognise that the ontological positions of 

others, including participants in the study, may or may not accord with mine. 

It is also important to consider epistemological issues early in a study that includes 

participants from differing cultural and linguistic backgrounds. If epistemology is concerned 

with ways of knowing, it must be acknowledged that my own cultural traditions privilege 

certain ways of knowing above others. Western or European traditions place great emphasis 
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on ‗evidence‘ or proof to justify ways of knowing. What is considered and accepted as 

evidence however, is not universal. Indigenous evidence has historically been regarded as 

less ‗credible and scientific‘ than European epistemologies, in spite of their considerable 

seniority (Battiste, 2000; L. T. Smith, 2003). In dominant Western biomedical cultures, 

Indigenous ways of knowing, oral traditions, and qualitative evidence have typically been 

undervalued. This clash of epistemological positions forms a backdrop to the Intercultural 

Health Care Communication study. 

In refining the issue to be studied, it might reasonably be asked why I have chosen to focus 

on language and intercultural communications rather than the influence of culture. One 

answer is that knowledge of culture is transmitted mainly via language and modes of 

communication. Furthermore, it is my contention that problems related to the provision of 

health care to Indigenous Language clients lies not in Indigenous cultures as the literature 

has suggested (see 3.4). In my view, the problem lies in communicating between cultural 

groups in order to respond more positively than problematically and the reality in which this 

communication takes place within potentially racist and democratically racist contexts. 

Individuals can study culture/cultures through observation and theorising, but may remain 

unwilling or unable to engage in dialogue, which is a necessary component of a cultural 

safety approach. With communication as a barrier, the knowledge and theorising stays 

largely untested and unconfirmed by the ‗other‘
51

. Experience working with various cultural 

groups leads me to believe this happens with different cultural groups constructing 

knowledge, assumptions and beliefs in the absence of a meaningful dialogue.  

According to Whorf (1956), thought is only expressed through language. In a study 

embracing language, communication and cultures, the literature reviewed in Chapter 3 often 

referred to several influential figures who speak extensively about the issues relevant to 

Central Australian intercultural communications. This Intercultural Health Care 

                                                        
51. Other – denoting individuals and groups who differ in some way from the majority group (see 10.2).  
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Communication study however, is not a linguistic study, but research that seeks to examine 

and analyse participants‘ experiences of communicating across cultures.  

4.3.3 Methodological approach 

The shift from a traditional anthropological approach that sought to observe and describe 

cultures, to one that also sought to critically analyse the interface between the researcher and 

the researched cultures, offered a more relevant and culturally safe framework for this study. 

Critical ethnography is a further development from traditional anthropological ethnography, 

described by Thomas (1993, pp.2-3) as: 

... a type of reflection that examines culture, knowledge and action … 

Critical ethnographers describe, analyse, and open to scrutiny otherwise 

hidden agendas, power centers, and assumptions that inhibit, repress, and 

constrain. Critical scholarship requires that commonsense assumptions be 

questioned. 

As Manning, Van Maanen and Miller state in the introduction to Thomas‘ book: ‗Critical 

ethnography emerges when members of a culture … become reflective and ask not only 

―what‘s this?‖ but also ―what could this be?‖‘ (Thomas, 1993, p. v). These and other 

questions help to test the commonsense assumptions made during intercultural 

communications. 

There was frequent agreement from my local peers in response to the observably different 

care for Indigenous people, that things were ‗different‘ in the Northern Territory. In looking 

for a suitable methodology to examine the experience of intercultural communications in 

Central Australian health care, I wanted to not only consider what this difference was, but 

what it could be. Repeatedly requiring change from Indigenous people who have already 

undergone enormous and rapid change, without an examination of the other side of the 

health care equation is to operate without all the pieces of a puzzle. Something will always 

be missing and the picture will be incomplete and obscured. Such a one directional response 
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also negates the existence of power imbalances between the dominant health systems and 

structures and the minorities who use health care services.  

The value of using a critical ethnography approach was highlighted for me in Thomas‘s 

study of violence in prisons, which seemed relevant to the questions I had surrounding 

intercultural communications in Central Australian health care. Just as Thomas‘s participants 

were constructed through racially imposed stereotyping as violent prisoners, my own 

observations and personal experiences identified Indigenous people being labelled as non-

compliant, unable or unwilling to take responsibility for their own health. By examining 

communication in context, a critical ethnography can be expected to do more than observe 

and describe (Roberts & Taylor, 1999).  

Critical ethnography therefore was a further development in the field of ethnography, which 

provided a foundation for examining cultural issues. However, as with transcultural nursing, 

much of the work of ethnography relied heavily on constructs of culture as mostly fixed, 

something to be observed in a naturalistic manner and responded to with a new knowledge 

base. Critical ethnography, like cultural safety however, challenges stereotyped and racially 

constructed notions and examines what lies beneath interactions. Issues of racism and 

discrimination, power and oppression must be examined, rather than the exotic aspects of 

differing cultures from an anthropological perspective. In this sense, contemporary critical 

ethnography seeks to decolonise research (Vidich & Stanford, 2000).  

The status quo within Central Australian health care, appears to be one where a particular 

section of the community is denied full participation through a lack of adequate attention to 

communication needs. The capacity to provide a culturally safe health system for Indigenous 

Australians requires culturally safe communications, which are limited by system 

inflexibility and acceptance of the status quo as unproblematic. It is not justifiable to accept 

that care provided to one group of people is of a lesser standard than would be accepted by 

and provided to members of the dominant culture.  
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In summary, this Intercultural Health Care Communication study required a methodology 

that would examine the differing cultures operating within Central Australian health care 

settings and critically analyse their interactions to allow issues of power, dominance and 

colonisation to emerge. There were enough examples from my own experiences, 

observations and fieldwork to realise that a quantitative approach, a qualitative interpretive 

methodology, or even traditional anthropological ethnography, would reveal little of the 

underlying issues influencing the experience of intercultural health care communications. A 

critical ethnography was considered the most appropriate methodology to understand the 

place of culture (and language as an element of culture) in influencing the political status quo 

of health care in Central Australia. 

4.4 Insider/outsider—Emic and etic perspectives 

Whilst ethnographic studies have tended to be conducted by researchers who were outsiders 

to the culture under examination, this Intercultural Health Care Communication study was 

conducted as both an insider and outsider to the cultural groups concerned. As a registered 

nurse and an English First Language speaker, I am an insider of sorts, possessing some 

understanding of the cultural context in which intercultural communications take place in 

Central Australia. As such my ability to interpret and understand meanings, beliefs and 

experiences of participants with whom I share a cultural and linguistic background may be 

enhanced. However, I am also an outsider to the Indigenous cultures in Central Australia. 

Furthermore, my understanding continues to be limited by gaps in understanding what 

underpins the behaviours and responses I have witnessed. I wanted a deeper, richer 

understanding of the experience of intercultural communications, from emic and etic 

perspectives, in order to make a difference for both Indigenous recipients and non-

Indigenous providers of health care. 

The ‗insider (emic) perspective‘, implies having personal experience of a culture/ society, 

while the etic or ‗outsider perspective,‘ suggests the perspective of a person who has not had 
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a personal or ‗lived‘ experience of a particular culture/society (Young, 2005). Her 

interpretation of the terms emic and etic:  

… also involves an interaction between this self-definition and how others 

perceive one‘s self … While the term ―others‖ can involve both broad 

concepts such as race, ethnicity, gender and social class, it also operates at 

more personal levels of contact … with multiple layers (Young, 2005, p. 

152). 

As an insider, using Young‘s conceptualisation of a multi-layered self, I might identify as 

non-Indigenous, Anglo Australian. If asked what I do, I am a lecturer, an academic. I would 

probably perceive myself more as an educator than a registered nurse. The non-clinical focus 

of my nursing career often challenges this particular identity for some. As Young (2005) 

describes of herself, I might also be considered a class migrant, coming from a low socio-

economic background, to a position of relative affluence.  

Locally, my professional reputation at times, appears to position me as a resource for people 

wanting to communicate inter-culturally in the region. Both Indigenous and non-Indigenous 

people, health professionals and lay people have sought me out at times to assist in giving or 

obtaining information, across linguistic divides, even though I have no fluency in any 

Indigenous language. As Young (2005) explained about her concepts of self, some of these 

personae receive more public recognition than others.  

As the researcher, I needed to acknowledge my position a member of the colonising group, 

which influenced my discourse and my analyses. However, I try to critically examine that 

position and the position of participants from my own cultural group. According to Smith 

(2003, p. 15) there is a need to be aware of the ‗values and beliefs, practices and customs of 

communities, to be able to research without causing offence‘. Partnerships are needed. My 

own communication style also had an inevitable impact on the research, which itself became 

data for analysis. It was difficult to change long held habits and ways of operating even with 

knowledge and awareness of the ineffectiveness of some approaches. As Watson (2006) 
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acknowledged in his research, I too found this entrenched way of operating to be an inherent 

weakness in my research. However, it generated an even greater appreciation of the 

importance of identifying and preparing for intercultural communication in Central 

Australia.  

Cultural baggage taken with the researcher is considered a powerful influence on the 

interpretation of findings and the researcher must remain alert to the informant‘s 

organisation of cultural knowledge. By employing both emic and etic perspectives within my 

research, I was able to ‗bridge the gap‘ as Young (2005, p 152) describes it, between 

academic theorising and the experiential, lived knowledge. With Indigenous participants, I 

was mindful of my role as an outsider to their culture. Rather than attempt to interpret 

experiences of Indigenous participants as an outsider, I focused mainly on the non-

Indigenous health professionals, using the relayed experiences of Indigenous Language 

speakers to enhance the data obtained in a combination of insider/outsider approaches. Such 

a combination of perspectives gives a more complete picture of the issue under scrutiny, so 

there is no need to be exclusively etic or emic (Werner & Schoepfle, 1987). Watson (2006) 

maintains that in any ethnography the control of ethnocentrism, the tendency to view one‘s 

own culture as the norm and usually superior, should be of central concern. For this reason, I 

wanted to ensure reflective practice was part of my own methodology as well as 

incorporating decolonising strategies in my dealings with Indigenous participants. To this 

end I sought and responded to regular advice from critical friends and Indigenous advisors 

with whom I had established relationships. 

4.5 Theoretical and philosophical congruence – the links between 

critical ethnography, post-colonialism and cultural safety 

In selecting critical ethnography as a methodology, it was important that the theoretical 

framework and underpinning philosophy were congruent and appropriate to answer the 

research questions. Post-colonialism as a theoretical framework is concerned with the 

experiences of colonialism and their aftermath. As with many of the concepts and definitions 
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articulated throughout this thesis, there is ongoing debate as to their precise meaning and 

nature. As with cultural safety, primary health care and other concepts, post-colonialism may 

be a theory, a way of practice or a process (Quayson, 2000). Quayson (2000) poses a 

distinction between post-colonialism with a hyphen and post colonialism unhyphenated, as a 

usage that is gaining prominence in the literature to indicate a further development in the 

field. For the purposes of this study however, post-colonialism (hyphenated) is presented as a 

theoretical framework that is underpinned with a cultural safety philosophy, concerned with 

the impact of colonisation. Cultural safety is recommended by Browne (2005) and Browne et 

al (2009, p167) as a powerful analytical framework because of its potential to ‗focus on 

power imbalances and inequitable social relationships in health care; the 

interrelated problems of culturalism and racialization; and a commitment to social 

justice‘. 

Given the research context described in Chapter 2, the choice of a post-colonial theoretical 

framework might seem obvious. However, various authors hold different positions on what 

this terminology actually means, which suggests the need for caution. Colonisation and 

colonialism as terms, evoke for many a sense of something historical, pertaining to the past 

and largely, or not of a contemporary world. That is of course, depending upon one‘s life 

experience and position in the world.  

Sykes‘ response to the terminology of ‗post-colonialism‘ was sharp and challenging to the 

non-Indigenous researcher when she said, ‗What? Post-colonialism? Have they left?‘ (Smith 

2003, p.24). In the Central Australian context, as previously discussed, colonisation and 

colonialism are anything but finished. The framework for this research is described as post-

colonialism, which might seem to imply that colonialism is over. Sykes‘ response suggests 

that the continued dominance of non-Indigenous people in this country means that 

colonialism is an ongoing process. I agree that ongoing colonisation is certainly the case in 

Central Australia, even if different arguments can be made for other parts of the country. 

Colonisation as a process is defined as: ‗a practice of domination, which involves the 
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subjugation of one people to another …‘ (Kohn, 2008). The strategies involved in colonising 

any group have common principles underpinning them, including dispersal and 

dispossession of people, forcefully or through coercion, oppression and denial of rights and 

language subjugation according to Eckermann et al (2006). Language subjugation as a tool 

of colonisation is continued by health services that fail to adequately acknowledge the rights 

of all linguistic minorities to retain their own language.  

Prior to the introduction of guiding principles for ethical research, investigative practices that 

dehumanised and colonised Indigenous Australians were common, in the pursuit of so-called 

scientific research. Indigenous Australians are among the most ‗studied‘ group of people in 

the world with unique status as possibly the oldest surviving cultures (L. T. Smith, 2003; D. 

Thomas, 2004). The European world at the time of Australia‘s colonisation was obsessed 

with scientific paradigms. This obsession saw Indigenous Australians positioned for a long 

time, as specimens rather than people (Marcus, 2005; D. Thomas, 2004).The science of 

anthropology with its measures and constructs of human development was largely implicated 

in relegating Aboriginal Australians to the bottom of an ethnocentrically constructed 

evolutionary ladder. Darwinism
52

 had a profound impact on the way Indigenous Australians 

were perceived, and worse still, researched, measured, observed and categorised. Many 

Indigenous Australians are still getting over the trauma of being considered as specimens 

rather than people, with the skulls and other remains of relatives still located in museums 

around the world (Marcus, 2005; D. Thomas, 2004).  

Thomas (2001, p.3) describes the beginnings of Aboriginal health research in Australia as 

being more concerned about the ‗loss to ‗science‘ should Aboriginal people become 

‗extinct‘…rather than on addressing Aboriginal health problems‘. According to Smith 

however, research still holds negative connotations for Indigenous people globally.  

                                                        
52. Darwinism—a theoretical construct of evolution that implied a hierarchical order to various cultures (see 10.2). 
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The word itself, ‗research‘, is probably one of the dirtiest words in the 

indigenous world‘s vocabulary … The ways in which scientific research is 

implicated in the worst excesses of colonialism remains a powerful 

remembered history for many of the world‘s colonised people (L. T. Smith, 

2003) 

The legacy of this colonising approach to research involving Indigenous people generally 

has elicited mistrust and reticence on the part of many Indigenous groups to being ‗studied‘. 

In turn this mistrust and reticence has lead to the development of assurances and safeguards 

of ethical standards and specific principles for the conduct of research involving Indigenous 

peoples (National Health and Medical Research Council, 2003; L. T. Smith, 2003; D. 

Thomas, 2004). In attempting to undertake research that includes Indigenous people from 

Central Australia therefore, I have tried to be mindful of the close proximity of events and 

remembered history that still affects the lives of potential participants. Scientific research is 

particularly sensitive in this context, as is research that has its origins and ongoing 

connections to anthropological activities. This study of Intercultural Communication in 

Central Australian health care was also a study of the experiences and interactions of 

numerous cultural groups, including Indigenous health service users, the non-Indigenous 

health professionals, and the health services (see 2.7). Within each of these groups are the 

sub-cultures of different language groups, medical, nursing and other health professionals‘ 

cultural groups and the cultures implicit in government-controlled and Aboriginal-controlled 

health services. With so many cultures intersecting within the experiences of health care 

communications, and given the sensitivities and historical burden of past ethnographic 

research involving Indigenous people, critical ethnography and cultural safety were most 

appropriate. Furthermore, nurses as a professional group have also been burdened with a 

history of professional domination by medicine (Roberts & Taylor, 1999). Being mindful 

that Freire (1970) suggested those who are oppressed may also become oppressors at some 

point, an examination of the power relationships in the Intercultural Health Care 

Communication contexts of this study, was essential to uncover oppressive practices. 
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Within the literature, there are numerous possibilities for a philosophical framework to guide 

this study. According to Smith, (2003) the privileging of western scientific knowledge, and 

the associated text-based traditions give weight to the written word over oral traditions. This 

ensures orally transmitted knowledges such as those found among Indigenous Australians, 

are assigned lesser value by the dominant cultural group. ‗Research ‗through imperial eyes‘ 

(Smith, 2003, p. 42) describes an approach that assumes Western
53

 ideas about the most 

fundamental things are the only possible ideas to hold, certainly the only rational ideas, and 

the only ideas that can make sense of the world.  

It would be just as wrong for me as a non-Indigenous researcher, to presume homogeneity of 

western ideals as it would to presume a lack of diversity among Indigenous ideals. For both, 

indeed for all cultures, I would suggest, there is a continuum of ideals. While some 

commonalities may be identified within various cultures as their ‗norms‘, not every member 

holds fast to these norms at all times. As a de-colonised researcher and with values 

developed long before such terminology ever entered my consciousness, I am not so 

culturally arrogant as to assume that a singular view of ideas can make sense of the world. In 

fact, the joy of working in Central Australia for me has been the way in which differing 

worldviews and knowledges have provided a constant mental challenge to any hidden or 

entrenched ideas I may try to hold. 

In the context of this study, I have used my own cultural traditions of research and 

scholarship because I do not believe I can use another‘s without continuing to colonise. I 

have however, tried to be open about my approaches, my assumptions and my rendering of 

the participants‘ stories as much as possible. In relation to communication generally, I have 

come to believe that Indigenous communications honed over thousands of years and across 

vast geographical distances, have much to offer a receptive and de-colonised non-Indigenous 

recipient. For myself, this implies an exchange of knowledges—not a one sided taking 

                                                        
53. Western is used within the cited literature to indicate non-Indigenous European and Anglo cultures (Smith, 

2003). 
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without giving something in return. It was only when I took the time to explain my own 

academic tradition and to actually show an example of a thesis to some Indigenous Language 

participants that a shared understanding became apparent. Responses suddenly had greater 

purpose and importance. The importance of explaining the potential benefits of research to 

participants, if not directly, but indirectly, takes on added significance as an example of 

reciprocity. Reciprocity is not only a key feature of Indigenous relationships, but a criterion 

to be addressed in the application of ethical research (National Health and Medical Research 

Council, 2003). 

Cultural safety as a philosophy has arisen within a post-colonial context and as such an 

acceptance of language rights are implicit in the delivery of an accessible and accessible 

health service. The inherent emphases on issues of power, decolonisation and self-reflection 

provide a valuable template against which to analyse intercultural communication. However 

the term post-colonialism is problematic for some who interpret ‗post‘ as meaning a past 

event (L. T. Smith, 2003). 

Ramsden (2002) in her thesis on cultural safety chose to describe her theoretical framework 

as ‗neo-colonial‘, suggesting that what has occurred in contemporary times is simply a new 

phase of colonialism. In the Central Australian context and the Australian context more 

broadly, since the beginning of what is now known locally as the ‗Howard era‘
54

 I would 

argue that Australia is also experiencing a new colonialism. However, for the purposes of 

this study I will use the term post-colonial as per Browne et al. (2005) to imply events since 

the historical process of colonisation commenced in Australia in the late 1780s and more 

recently in Central Australia.  

Post-colonialism as a concept is increasingly being used in the health literature to consider 

the broader social, historical and economic influences that shape health care services and 

                                                        
54. Howard era—refers to the period of government under the leadership of Australian Prime Minister John 

Howard 1996–2007. 
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systems (A. Browne, 2005). Rather than focus on individual responses, post-colonial theories 

require consideration of the context that shapes contemporary health services and practice. In 

summary, this Intercultural Health Care Communication study situated within a post-colonial 

context is informed by post-colonial theories, cultural safety philosophy and critical social 

science, which all combine to form my philosophical framework. 

4.6 Philosophical underpinnings—a cultural safety approach 

The philosophical underpinning this study is one of cultural safety, which allows culture to 

be broadly defined and does not fix culture as something static. It suggests the need for 

members of the dominant cultural group to undergo a process of decolonisation in order to 

engage in meaningful and equivalent dialogue (Papps & Ramsden, 1996; Ramsden, 2002). 

Derived from Indigenous health professionals, specifically Maori midwifery students, this 

philosophy was considered the most valuable one for my study of intercultural 

communication for several reasons.  

Firstly, it stemmed from a colonising experience. With notable differences between the 

Australian and New Zealand histories of colonisation, the comparison in health outcomes for 

the cultural minorities of both countries suggested relevance. The Congress of Aboriginal 

and Torres Strait Islander Nurses of Australia (CATSIN) also identified cultural safety as a 

philosophical framework appropriate for consideration in Australian Indigenous contexts 

(Goold, et al., 2002).  

Secondly, this theory sought to unsettle the status quo by requiring the dominant culture 

health professionals to de-colonise themselves and their practice through reflection on the 

power relationships inherent in health care settings. Cultural safety as it has developed over 

time, also allows culture to be defined as any major point of difference between the health 

professional and the clients for whom they provide care. This may be cultural difference due 

to age, gender, sexuality, religion, socio-economic status or ethnicity (Papps, 2005). As such, 

the principles of cultural safety cater for cultures in transition, as well as those labelled 
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traditional or contemporary. With no fixed definition of cultures, it differs fundamentally 

from the transcultural notions of cultures that can be easily described by language, food 

choice, dress and rituals. 

Finally, the ability to illuminate the intercultural communication experience is the result of 

cultural safety‘s reorientation from examining the minority as the problem, to a focus on the 

impact of the dominant culture‘s position and privilege. Through choosing to undertake a 

critical ethnography underpinned by a post-colonial framework and cultural safety 

philosophy, I have sought to combine insider/outsider perspectives to acquire a more 

complete picture of the experience of intercultural communications in Central Australian 

health care. 

My goal as a non-Indigenous researcher was not to further appropriate Indigenous 

knowledge and practices. My goal was to uncover the issues implicit in poor communication 

and not to blindly follow the traditional westernised notion of locating the deficit with 

Indigenous people. This study places greater emphasis on uncovering experiences, attitudes 

and responses of non-Indigenous health professionals. It is not acceptable to present an 

authoritative Indigenous voice as a non-Indigenous person, but I included Indigenous voices 

as a means of illuminating the experience of health professionals in Central Australia. Using 

Indigenous voice this way is expected in a critical ethnography.  

Conventional ethnographers generally speak for their subjects…critical 

ethnographers, by contrast, accept an added research task of raising their 

voice to speak to an audience on behalf of their subjects as a means of 

empowering them by giving more authority to the subjects‘ voice (J. 

Thomas, 1993). 

In using a decolonising theoretical underpinning for this Intercultural Health Care 

Communication study, I have been able to adhere to principles of cultural safety theory to 

reflect on my own and others positioning. By being a non-Indigenous researcher and 

focusing primarily on my own cultural group, I sought to reinforce this study‘s contention 
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that the privileging of English in health care is what requires examination, beyond the 

traditional deficit approaches that locate responsibility for ineffective intercultural 

communication with Indigenous Language clients. 

4.7 Summary 

This chapter has outlined the methodology used in this study and provided arguments for the 

choice of critical ethnography over other methodological approaches. The political purpose 

inherent in selecting a critically ethnographic methodology is described as challenging the 

status quo with regard to existing experiences of intercultural communications involving 

Australian Indigenous Language speakers. It has considered the literature related to various 

methodologies and presented a framework for this intercultural communication study. Post-

colonialism and cultural safety are discussed in relation to their relevance as the theoretical 

framework and guiding philosophy respectively, which underpin this study of Intercultural 

Health Care Communication in Central Australia.  

The following chapter outlines the methods. It includes analysis of health communications, 

identification of current preparations for, and attitudes towards cross-cultural 

communications, and how data were managed to arrive at an understanding of the 

experiences of communications involving Indigenous Language speakers in an English 

dominant health care system. Methods are described in detail, with consideration for the 

research setting, participant selection, ethical issues, and research rigor within a qualitative 

critical paradigm. 
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Chapter 5  

Methods: The right tools for the job  

5.1 Introduction 

Although the issue of Intercultural Communication can be and has been examined in a 

variety of ways, it is the researcher‘s particular focus and ontological standpoints that 

determine which methodology will best answer their particular research questions. As 

outlined in Chapter 4, this Intercultural Health Care Communication study arose from a view 

of the world that certain cultural inequalities must be challenged. It is essentially concerned 

with subjective human experiences and as such draws on the critical paradigm and 

incorporates qualitative inquiry. Critical ethnography chosen as the methodology for this 

study therefore, directs the researcher to employ certain research methods.  

The methodology chosen for any research inevitably influences the way in which data are 

collected, and is the critical potential of any study (Habermas, 1979; J. Thomas, 

1993)‗Where and from whom we obtain data ultimately provides the meanings that shape the 

analysis‘ (Thomas, 1993, p. 37). This chapter outlines what was actually done during the 

study of Intercultural Health Care Communications in Central Australian health care, 

including the methods and the relevant guiding principles for undertaking and assessing the 

research. It describes ethical issues, the study setting, the selection and recruitment of 

participants, collection and analysis of data, and research rigour, which within a qualitative 

methodology is variously termed fittingness and auditablity (Roberts & Taylor, 1999). 

Figure 5 (this section) provides an overview of the methodology and methods employed in 

this Intercultural Health Care Communication study. 
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Figure 5: Overview of methodology and methods for the Intercultural Health Care 

Communication Study 
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5.2 Ethical considerations 

Indigenous people have been subjected to some of the most unethical research over time, 

prompting the need for separate and specific ethical considerations for research in which 

they are participants (National Health and Medical Research Council, Australian Research 

Council, & Australian Vice-Chancellors' Committee, 2007; L. T. Smith, 2003). Given the 

study‘s location, it was important to firstly seek approval from the local Central Australian 

Health Research Ethics Committee (CAHREC), which includes Indigenous advisors. There 

seemed little point in or possibility of pursuing this study involving Indigenous participants 

without local support. CAHREC sought clarification over my capacity to undertake what 

was the committee initially thought a linguistic study. On providing further information, the 

proposal was accepted to be health research concerning health practice. Subsequent to 

making some minor amendments to the suggested approach, CAHREC approved the study 

(Approval No 2005.05.01, dated 30/6/05). 

 A request was then made to Flinders University Social and Behavioural Research Ethics 

Committee (SBREC). A number of changes were recommended including potential 

contamination of health interactions by a third party during video-taping, consent form 

amendments to access clients‘ medical records and data storage confirmation. Once these 

points were addressed, SBREC approval was confirmed for Project Number 3491 on April 

21, 2006 (see 10.6). Access to client‘s medical records was later determined to be 

unnecessary for the purposes of this study and this was not requested of participants.  

5.2.1 Ensuring anonymity and confidentiality 

In a relatively small research setting, it was always going to be difficult to ensure complete 

anonymity of participants. Even though Central Australia is geographically vast, it is socially 

and professionally quite small. Anyone who knew that I was conducting research might 

assume that people I was with at different times and locations may have been participating in 

my research. However, my role locally involves a number of professional relationships. 
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Conducting the research over a lengthy period also provided some cover for participants so 

that any assumptions about who was or was not involved remained merely speculative. 

Names of participants were changed, and locations removed unless they are so general as to 

not be linked to specific individuals. All identifiers such as place of work have been 

excluded where necessary. Signed consent forms have been stored in a secure filing cabinet 

and office. There is no recording on the signed forms to indicate which transcribed data 

belongs to which participants, with voice recordings, saved on a password-protected 

computer. Files are saved with a number identifier that is recorded with a code used to 

identify participants to myself only.  

5.2.2 Vulnerability, power and control 

In relation to the ethical conduct of this study vulnerability, power, and control have an 

added significance as some of the concerns inherent in intercultural communication and 

health care. With specific national guidelines for research involving Indigenous participants, 

it may be easy to assume these issues are of greater concern for the non-Indigenous 

researcher interacting with Indigenous participants. Indigenous specific guidelines recognise 

the unethical manner in which past research has been conducted and seeks to ensure the 

rights and dignities of Indigenous Australians are protected in current and future research 

practices. However, the non-Indigenous participants also warrant the same considerations of 

ethical treatment and vulnerabilities, power and control are also relevant for all participants 

in this Intercultural Health Care Communication study.  

As stated, I exert no particular power over the health professionals from an employment or 

personal perspective. However, as a researcher, there is considerable power vested in me in 

relation to how I handle the data. Health professionals expressing frank views or retelling 

stories that may reflect poorly on their practice can be made vulnerable from an employment 

perspective. This required a strong trust relationship between the researcher and participants. 

Assurances of non-identification were very important to participants. Apart from any 
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specific identifiers in the data, where individuals‘ particular patterns of speech may have 

made identification easy for anyone who knew them, I have tried to break up content to 

minimise the risk of exposure. 

As mentioned, the vulnerability of Indigenous participants is a matter of concern for ethical 

committees nationally and globally. Researchers in Australia are advised to consult and 

address the guidelines provided in ‗Values and ethics: Guidelines for ethical conduct in 

Aboriginal and Torres Strait Islander research‘ (National Health and Medical Research 

Council, 2003). According to these Guidelines, research involving Indigenous people should 

show consideration of six core values identified as essential to the conduct of ethical 

research. These values are reciprocity, respect, equality, responsibility, survival and 

protection, spirit and integrity.  

In response to the values of respect, equality and responsibility, it was important to make 

sure the consent obtained from participants was informed. The intention to use interpreters 

was one way of facilitating the communication of consent issues. However, as found within 

this Intercultural Health Care Communication Study, interpreters are not the complete 

solution or even always a possible solution to ensuring comprehension and agreed 

understanding. All reasonable steps were taken however, to ensure that participants were 

informed and where any doubt existed, I did not proceed with data collection. 

Most Indigenous Language participants did not want to involve an interpreter, a situation 

that is discussed in Chapters 7 & 8. To gain informed consent in these circumstances a 

detailed explanation was given using plain English for Indigenous Language participants 

(see 10.7). The goals, possible outcomes and level of participation needed were explained 

directly by the researcher in most cases. One person required a translator to discuss the 

consent and project prior to meeting with the researcher. I was then able to reconfirm their 

understanding of what was being asked of them and what I was trying to achieve. A plain 

English script was used in conjunction with the formal required consent form, as co-
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developed with an Aboriginal Liaison Officer (see 10.8). The written form was presented in 

conjunction with verbal explanations for Indigenous Language speakers. 

For English First Language speakers, the consent form included the same information in a 

more formal English language style (see 10.9). All potential participants were advised of 

their rights to withdraw consent at any time and of the researcher‘s and interpreters‘ 

obligations to maintain privacy, anonymity and confidentiality. An emergency contact 

number was provided to all participants as recommended by the NHMRC Guidelines. The 

consent form outlined my identity and background as a researcher, the purpose and nature of 

the study, the right to refuse to participate and to withdraw at any time, the responsibilities of 

the researcher, the possible benefits of the study, the possible risks of participation, and 

measures to protect privacy as far as possible. 

5.2.3 Data Storage 

According to the Flinders University requirements for data storage and protection, all related 

materials obtained throughout this research are required to be stored on University grounds, 

under secure storage. Normally, this would be at the Adelaide based facility. However, I 

argued that locating materials some distance from the researcher would be less secure than 

keeping it in the secure facility of the Centre for Remote Health (CRH) located in Alice 

Springs. The CRH is a joint facility of Flinders and Charles Darwin Universities and as such 

meets the requirement for storage within Flinders University, which was agreed by SBREC 

in the final approval. At the conclusion of the research, it is intended that all data be kept for 

a minimum of seven years at the Centre for Remote Health as required by the NHMRC.  

5.2.4 Non-maleficence and Beneficence 

The Intercultural Health Care Communication study aimed to ensure that no physical, 

emotional or other harm resulted from participation and that in fact, some benefit could be 

gained if not directly to participants, then to their professional and or personal community. 

To this end, the benefits gained from enhanced intercultural communication between health 
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professionals and clients would impact positively on more than just local populations. Any 

improvements in health service delivery to Central Australian Indigenous Australians may 

ultimately serve the broader Indigenous and non-Indigenous communities as well. These 

may include improved management and care of Indigenous clients, decreased need for 

services as initial consultation and management is improved, enhanced access and 

acceptability of mainstream health services by Indigenous users, and increased retention of 

health personnel. Furthermore, any such improvements may also serve to enhance the 

cultural safety of Indigenous health personnel through improved work environments and 

inform curricula for the training and education of health professionals.  

The researcher has an obligation to collect only data of relevance to the stated goals of the 

project (Patton, 2002). The formality of interviewing was often a barrier to natural discourse 

for both groups of participants. For the non-Indigenous participants however, familiarity 

with the nature of research and interviewing made this formality less of an issue than it did 

for some of the Indigenous participants. In addition, as confirmed through this study, the 

tendency of Indigenous First Language speakers to shift from one topic to another meant that 

at times I was privy to information that was outside the issues for which consent was 

obtained. 

Often the start and end of the interview phase created ethical issues because Indigenous 

Language participants would offer up information outside the formal data collection 

interactions. To deal with this aspect, I revisited the consent process with participants, and 

explained that the topics sometimes discussed on a range of occasions were of interest to the 

research. I had to ask some participants if I could use my recorder over a number of 

occasions rather than in single sessions, with an assurance that only information relevant to 

intercultural health care communications would be transcribed. 

For one Indigenous Language participant, quite accustomed to being interviewed within their 

employment, the ethical issue of returning to confirm the substance of the information was 
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regarded differently. For this individual, our personal relationship meant that once the ‗story‘ 

was given to me, there was no need to check the accuracy with that participant. In fact, it was 

regarded as somewhat insulting, with the implication, that firstly they may not have given an 

accurate story or that I may have it wrong. Further use of the data was also dismissed as not 

requiring further consent, as this participant stressed that ‗This is your story now … I give it 

to you to tell‘ (Naparrula, 2007) (see also 7.7). 

5.2.5 Benefits versus risk 

Ethical research requires the benefits to outweigh the risks to participants. The risk to 

participants was relatively low as their anonymity provided protection, either from critique 

of their practice for the health professionals, or the potential to feel ‗shame‘ for the 

Indigenous Language participants. However, it was acknowledged that just discussing 

difficulties in the experience of intercultural communication might evoke unresolved issues 

for participants. The opportunity to tell participants‘ stories however, was usually seen as a 

valuable activity rather than one with any further risk.  

Most health professionals stated that they welcomed the opportunity to reflect on these issues 

and that anything that could help improve their practice was a good thing. It was similar for 

the Indigenous Language participants who had a strong sense of wanting to help improve the 

experience for their people. Participants were advised that they could contact the researcher 

if they wanted to discuss any further issues or that if they needed to speak to anyone about 

what was raised, and that the professional employee support services were freely available. 

Client participants were told that their information would be used to give feedback to health 

services, but if they had specific concerns, I could advise them on the processes for making 

formal complaints if required. 

In the ethics applications I assumed I would work with Indigenous Language interpreters to 

obtain and transcribe Indigenous Language participants‘ interviews. This assumption seemed 

reasonable for a study looking at English in Indigenous language settings and one that Ethics 
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Committees had agreed would be the preferred approach. However, during data collection 

for both participant groups it became apparent that the use of interpreters was in itself 

problematic at times. To suggest the need for an interpreter to some Indigenous Language 

speakers elicited the response of ‗shame‘, suggesting that I may have thought their English 

proficiency was poor. There were also the dilemmas of gender, family structures, and 

kinship restrictions that limited the value of having interpreters present. Furthermore, the 

function of code switching identified by Harkins (1994) meant that as one of the participants 

in the dialogue did not speak Language, namely the researcher, it could be considered 

impolite for the Indigenous Language participants to speak around me. In addition, the 

setting and topic suggested English was the required mode for the sake of good manners. All 

of this might prompt some to ask if the barriers do not support the need for Indigenous 

Language clients to become proficient in English. As will be discussed in the following 

chapters however, it also suggests strongly that the service and the English speakers need 

greater preparation for Indigenous communication. 

The information mandated by the various Ethics Committees was in some ways a barrier to 

interactions with both health professionals and Indigenous Language participants. It was not 

until I actually showed some Indigenous Language participants a copy of another thesis that 

the relevance of my request became clear. The idea that I should produce a report of the size 

required about this issue seemed to assist with enhancing the responses and requests for 

information which came not in single interviews, but at opportune times over weeks with 

some Indigenous participants. The information sheet contained the objective of the study, an 

expressed plan of the project, significance of the research, and contacts for my supervisor 

and the relevant Ethics Committees. By way of preparation, I had conducted several 

meetings on hospital wards and in remote clinics, or with individuals to explain the 

substance of my research interest. I asked various people how best to approach participants 

in their particular organisation or setting and the responses differed with the setting.  
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Data for this study were derived from a number of sources related to the research questions 

(see 1.11). The English-speaking health professional interviews were perhaps the easiest to 

facilitate. As stated, I had visited a number of venues to explain my research interest and left 

information about the study. I was pleasantly surprised at the number of health professionals 

who immediately offered their support, suggestions and participation. There was a consensus 

that communication with Indigenous Language speakers was a challenge for even the most 

experienced staff. In fact the more experienced they were, the more interested people 

appeared to be, with long term personnel stating that they wanted some feedback on their 

approaches to communication. This sentiment was very positive, but it must also be 

acknowledged that the majority of participants were people who were already aware of the 

problem and actively wanted to improve their own and others‘ practice. This is a limitation 

of the study that some bias existed in having participants already willing to examine their 

practice (see 9.2). 

To maintain confidentiality I followed up individuals later at a mutually agreed time. In 

agreed locations, either my own office or staff room or other available private space, I went 

through the study information, consent forms, and negotiated how to proceed with the 

interviewing. Using only an Interview Guide (see 10.11), I made some introductory remarks 

about the issue of communication being a major challenge in this setting and began by 

asking some demographic details, then an open ended prompt—How do you find 

communicating in health care with Indigenous language speakers? Although number of 

prompts were available, mostly I let participants direct the course of the interview by sharing 

what they felt was of importance. 

5.3 Setting 

The study setting, as outlined in Chapter 2 is unique geographically, historically, politically 

and culturally. Central Australian health care is also diverse in models of health, venues, and 

philosophies of care. Health services in the region cover 1 million square kilometres as 
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described in the introductory chapters. They comprise a mix of tertiary, community and 

primary health care services that are both government controlled and Aboriginal Controlled 

Services (ACHS). As the principle of community control is believed to facilitate more 

culturally safe services for Indigenous people (Central Australian Aboriginal Congress, 

2004), it was necessary to include participants from community controlled settings and not 

just mainstream services.  

Conventional ethnographies including critical ethnography, generally require the researcher 

to be immersed in the field for intensive periods of observation and data collection. This 

research context involved multiple research sites, located across vast distances. As such 

some of the immersion in the field was not a discrete place or period, but occurred at various 

times and locations, as demanded by the circumstances of the participants.  

The employment settings of health professionals included a community controlled dialysis 

unit, a number of remote primary health care clinics, plus the paediatric, intensive care, 

emergency, and maternity units of a major remote hospital. Interviews were generally 

conducted face-to-face at the participants‘ employment location, with others conducted in 

my employment location. Indigenous participants were interviewed in their home 

communities, employment settings or the researcher‘s home, as some were people with 

whom I had an existing relationship. 

As outlined in Chapter 2, the Central Australian environment is subject to various influences 

that can be geographical, historical, political or cultural in nature. For example, a political 

influence, which hindered some access to remote communities, occurred with this 

implementation of the Northern Territory Emergency Response in July 2007. These events 

restricted access to some communities, due to demands on accommodation by government 

personnel. Field observations and interviewing and other data collection was planned for but 

always contingent upon a range of factors, making it essential to utilise opportunistic data 

collection and field observations where planned events failed to eventuate. For example, the 



 

  130 

intention to spend time in a specific remote community had to be changed due to staffing or 

cultural considerations. If a community was in a period of mourning, known as ‗sorry 

business‘ it was not appropriate to attempt to recruit any participants at that location or time.  

5.4 Participant selection 

The study involved interviewing health professionals and Indigenous Language speaking 

clients, and then critically analysing their experiences of intercultural communications. Some 

observations of health care communications were also made in the field at various locations 

and times. Participants were identified from a range of services and models, including 

tertiary and remote government controlled services, Aboriginal Community Controlled 

Health Services, and remote primary health care clinics. Health professional participants 

from intensive care, emergency, midwifery and paediatric settings were recruited from the 

public hospital. Remote health professionals were recruited from both community and 

government controlled remote primary health care settings.  

Although there was an intention to recruit medical officers where possible, the responses 

from nurses and midwifes from across a range of work areas and health services quickly 

provided enough participants. Also as a nurse researcher conducting a critical ethnography, it 

was considered appropriate to recruit from my own professional and cultural group. They 

were also more available and more likely to be around for the length of the study than some 

of the medical officers. However, one medical officer did agree to be video-taped during a 

patient encounter in the midwifery unit and a number of medical officers were included 

during field observations. The absence of other health professionals, rather than being seen 

as a limitation, may simply highlight a gap in the research that would lend itself to further 

investigation of the differing groups involved in health service provision. 

Indigenous Language speaking participants were from three major Central Australian 

language groups, Arrernte, Luritja and Pitjantjatjara. Indigenous Language speakers may 

speak English to varying degrees of proficiency, but a selection criterion for recruitment to 
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the study meant that they would have one of the Central Australian Indigenous languages as 

their first language (see Table 2 in 2.7.1). First language is operationally defined for the 

purposes of this study as a language that is actively transmitted through parents and/or 

grandparents and is in current use (see also 10.2). 

A different approach was used to identify and recruit participants for the two main groups, 

the health professionals and Indigenous Language speakers. Potential health professional 

participants were identified by snowball or network sampling (Polit & Beck, 2004) via a 

series of presentations conducted within various health care venues. Having worked in the 

region for two decades, I was able to draw on a well-established network of health 

professionals who either volunteered or suggested potential participants to me. As a 

registered nurse myself, I chose to include only registered nurses and midwives for 

interviews as indicated previously. My position external to the employment setting of 

participants ensured that no undue influence or power to coerce participation existed. 

When I raised the topic of my study with individuals and during presentations, the main 

response was that health professionals considered the issue of genuine importance, but one 

that was often overlooked in this context. Rather than attempt to find individuals known for 

their positive communication skills or expertise or identify anyone who experienced constant 

difficulties, I applied no such criteria. The main inclusion criteria was that the participant 

spoke English as their first and only language, was employed as a health professional in the 

region and was willing to be included in the Intercultural Health Care Communication study. 

It was important to convey to staff the fact that they were not being sought for the study 

because they were either poor or highly effective communicators with Indigenous language 

speakers. It was not my intention to categorise anyone, but simply to ensure representation of 

the diversity of nursing health professionals throughout the region. I did however, 

deliberately exclude the growing number of health professionals who themselves speak a 

language other than English (LOTE). When this study commenced, the main demographic of 
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health staff were the monolingual non-Indigenous Australians. As the study progressed 

however, the workplace demographic changed considerably. Among health care workforces 

globally, there has been a major influx of staff from countries where English is not a primary 

language (Wren, 2007). Central Australia has been no exception in seeking qualified 

internationally mobile health professionals to fill domestic skills shortages.  

I suspected that speaking and having the experience of operating in a LOTE would create a 

different set of issues and responses to intercultural communications with Indigenous people 

that may be worthy of further research at another time (see Chapter 9). Research involving 

nurses and other health professionals who are speakers of other languages confirms my 

suspicion of a different set of experiences to those who are monolingual health professionals 

(Blackford & Street, 2000; Kirkpatrick, 2000). As the experience of practising in an English-

dominant service was under scrutiny, those who identified as English-only speaking were 

included in the selection criteria for health professionals. Speakers of LOTE however, were 

mentioned in the data by both sets of participants and are discussed in Chapter 8. 

Participants in this research study were also drawn from a variety of different cultural 

groups. Non-Indigenous health professionals shared a common cultural background with the 

researcher, in relation to discipline (nursing), often ethnicity, and having English as a first 

and only language. The other main participant group of Indigenous Language speakers, who 

were also users of Central Australian health care services, came from various groups in the 

region. These participants were selected through purposive sampling, as people with whom I 

had an existing relationship (Polit & Beck, 2004, p.306). The health professionals‘ data was 

collected first. Working with this group was the easiest in terms of interaction, since I am a 

member of the same cultural group. Transcribing the health professionals‘ interviews as I 

went helped refine my questioning and interviewing technique and focused my questions for 

the Indigenous Language participants.  
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The intention of videotaping encounters became problematic. I did not want to record 

Indigenous Language clients with whom I had no previous relationship, as I would have no 

prior knowledge of their communications against which to assess interactions. The 

opportunities for matching consented health professionals with consented Indigenous 

Language clients, who during the research period were also in-patients, became too difficult. 

I did manage to obtain a video recording of two women within the midwifery ward, 

facilitated by an Indigenous-speaking interpreter with whom I had a long-term connection. 

This opportunistic event was not so much an analysis of the communications themselves, as 

in Cass et al.‘s (2002) study, but analysis of the experience of intercultural communication. 

Nevertheless, it provided enough material for me to analyse and conclude that further taping 

would not be necessary to the objectives of this study.  

5.4.1 The Participants—development of my relationships 

Indigenous Australians, while diverse in languages spoken, cultural practices, histories and 

experiences, share a profound regard for interpersonal relationships. Harmonious 

relationships are central to the sense of well-being and health for many Indigenous people 

(Franks & Curr, 1995). In the context of research that involves Indigenous Australians, 

having an established relationship with participants is seen as critical to the process. Entering 

into research in Central Australian Indigenous setting as a relative stranger, is fraught with 

difficulties, and contrary to the locally accepted view that a relationship should exist before 

any exchange of information or knowledge is possible. 

As a non-Indigenous researcher, I enjoy established personal and professional relationships 

with various Indigenous people in the local area. An ethical dilemma arose however, as to 

whether seeking participants from amongst those I knew personally, would constitute an 

exploitation of those relationships. However, discussions with supervisors and critical 

friends soon established that having an existing relationship was necessary to the conduct of 

any research with Indigenous people (Edwards, 2007, personal communication). It soon 

became apparent that rather than posing a potential for exploitation, these connections were 
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in fact very necessary from an Indigenous perspective. People who had positioned me within 

a kinship
55

 category offered their assistance with this study and our existing relationships 

deemed their participation as appropriate. What did emerge however was the implicit 

understanding that the relationship was a reciprocal one. The concept of reciprocity is termed 

napartji-napartji
56

 in Pitjantjatjara and Luritja languages (Franks & Curr, 1995). The 

implicit need for each party to give and get something in return, as in the concept of napartji-

napartji, was clearly operating throughout this study. During the consent process, it was 

made clear that no financial reward or direct benefit may arise because of participation in 

this study, but that those who freely consented to participate may be helping to better prepare 

health staff to communicate with their families and other Indigenous Language speakers.  

In a practical personal sense however, reciprocity was often constructed as the researcher 

agreeing to drive participants somewhere or to provide a meal during our interactions as an 

appropriate protocol for being interviewed. I also met with the Aboriginal Liaison Team 

manager of Alice Springs Hospital and asked for assistance with consent forms for 

Indigenous Language participants. Plans to translate the consent form and project 

information on audiotape was trialled but later abandoned. The challenge of collating these 

consents in each of the major language groups and the availability of the liaison team 

members made this step impractical within the research schedule, but it was a useful lesson 

for me in considering future approaches (see Chapter 8). 

However, there are many issues to consider in approaching research with different cultures. 

Watson‘s (2006) critical ethnographic research conducted with Warlpiri men in Central 

Australia‘s Western Desert region raised many methodological issues in the conduct of 

intercultural research that resonated with my own experience. Various assumptions about the 

influence of gender as a barrier to accessing health care were examined in Watson‘s (2006) 

study, which involved interviews with and observations of the Warlpiri men.  

                                                        
55. Kinship structures are the framework for identifying how individuals are connected to one another and can 

include non-Indigenous people (see 10.2). 

56. Napartji-napartji—reciprocity (see10.3). 
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Watson had intended for example, to obtain data from Indigenous participants in their first 

language, a strategy that I also intended to employ, believing this to be the most valid way of 

obtaining information from speakers in their first language. For Watson, this strategy also 

had to be re-considered. The code-switching protocols identified by Harkins (1994) in other 

research was mirrored in my own and Watson‘s (2006) encounters. Consequently, the 

personal relationships that allowed us both access to participants also meant that English was 

the preferred communication mode for our respective Indigenous participants. Given my 

own linguistic limitations, and the settings in which interviews took place, the Indigenous 

participants in this Intercultural Health Care Communication study considered the topic as 

my issue. They chose to speak English as a sign of good manners because I was initiating the 

discussion. Many of the planned approaches were quickly jettisoned as differing 

communication styles and expectations arose to challenge my assumptions and expectations. 

5.4.2 Participant details 

There were twenty participants originally recruited from Central Australian health services 

with one Indigenous Language participant later omitted from the study due to concerns about 

her consent giving a final total of 19 participants ( see Chapter 7): thirteen English-speaking 

health professionals and six Indigenous Language speaking clients (see Table 3 in 5.4.2). In 

seeking data related to the health professionals‘ experiences of intercultural communications 

involving Indigenous Language speaking clients, I obtained interviews with eleven nurses and 

midwives, employed in both government and Aboriginal controlled health services across 

remote, community and tertiary health levels. In addition, a medical officer and registered 

midwife participated in videotaped encounters, making the 13 health professionals involved in 

the study.  

Four Indigenous Language speakers representative of three main language groups participated 

in face-to-face interviews, with two additional clients also agreeing to be videotaped in brief 

health care communications in the hospital setting. Although originally five Indigenous First 

Language Speakers were recruited, one participant‘s data (see Table 3 in 5.4.2 Nakamarra) was 
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excluded, as I was uncertain of Nakamarra‘s level of consent, leaving an overall total of four 

interview participants and two video-taped participants. 

Table 3: Participant details – pseudonyms used 

Name Ethnicity Details Employment Age Gender 

HP1 (Sally) In-depth interviews Australian RN RM Hosp & Remote  F 

HP2 (Cathy) Australian RAN Remote F 

HP3 (Rachel) Australian RN, Hospital F 

HP4 (Georgina) Australian RAN Remote F 

HP5 (Penny) Australian ICU Hospital F 

HP6 (Winny) Australian ICU Hospital F 

HP7 (Linda) English Pool RN Hospital F 

HP8 (Denise) Australian RN, ACHS F 

HP 9 (Tanya) Australian RAN ACHS F 

HP10 (Mary) NZ RAN Remote  F 

HP11 (Stuart) NZ RN Hospital M 

HP 12 (Matt) Videoed Interaction only American MO Hospital M 

HP 13 (Renee) Videoed Interaction only Australian RM Hospital F 

Indigenous First Language Speakers Language group Usual residence Gender 

IFL1 (Nungarrayi) Luritja/Pintupi Remote F 

IFL2(Jakamarra) Luritja Town/remote M 

IFL3 (Ngangale) Arrernte Remote F 

IFL4 (Naparrula) Arrernte Town/remote F 

IFL (Nakamarra) (Omitted from data) Luritja Remote F 

IFL5 (Louise) Video Interaction only Arrernte Remote F 

IFL6 (Marjory) Video Interaction only Arrernte Remote F 

 

Key: HP = health professional; IFL = Indigenous First Language; RN = registered nurse; RM =registered 
midwife; RAN =remote area nurse; MO = medical officer; ICU = Intensive Care Unit; ACHS = Aboriginal 
Controlled Health Service; Remote = remote Aboriginal community; Town = Alice Springs township. 

As Table 3 (in 5.4.2) illustrates, there was a strong representation within the nursing and 

midwifery participants, across service levels and practice settings. Indigenous Language 

speakers, although also small in number, provided data from three of the five major Central 

Australian Indigenous Language groups. 
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5.5 Data collection 

The data collection methods employed in this Intercultural Communication Study as they 

relate to the research questions outlined in 1.11 and depicted in Figure 5 (in 5.1), include: 

1. field observations and reflective field notes  

2. in-depth interviews with English speaking health professionals to obtain a picture of their 

experiences of intercultural communication in Central Australian health care; the majority 

of data collection derived from one in-depth interview with some follow-up questions after 

transcribing had occurred. 

3. in-depth interviews with Indigenous Language speaking clients to obtain another 

perspective on the experience of intercultural communications in Central Australian health 

care; the majority of data collection derived from one in-depth interview, with some follow 

–up questions after transcribing had occurred. 

4. obtaining video-recordings of interactive health care communications for analysis and 

triangulation of data; 

5. collecting examples of targeted health care communications. 

Ethnography and critical ethnography in particular requires the researcher to be immersed in 

the setting, in particular during data collection. I have been immersed in the research setting 

for a number of years, having lived and worked in remote communities and within the 

hospital setting. My professional and personal worlds are populated with health 

professionals, particularly nurses and Indigenous friends and family. Without using a single 

venue such as the renal unit in Cass et al.‘s (2002) study, a broader brush approach was more 

practical for my individual circumstances. I was able to gain data from a cross-section of 

Central Australian health services, professionals and clients, which has enhanced this critical 

ethnography.  
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5.5.1 Field observations and reflective field notes 

Formal data collection using fieldwork and observations only took place from 2005 

following ethics approval. Planned fieldwork included arranged visits to hospital venues, 

Aboriginal Controlled Health Services and remote Aboriginal health centres. Due to some of 

the factors mentioned in describing the research context, there was also the need to include 

opportunistic fieldwork. Sometimes participants would contact me to suggest an opportunity 

for observation. 

Field notes and observations collated over the research period, mainly between 2005-2008, 

provided extensive data for triangulation with the semi-structured interviews and video-

recordings. For example, the following extract from field notes confirms the minimal and 

sometimes paternalistic interaction that many linguistic minorities experience from health 

professionals when there is a language barrier: 

FN: 1/10/07 Neuro assessment – 2 doctors one after each other, ask exactly the same 
questions 

 

Speaking jargon, … ‗not high cervical compression…‘talking about but not to the 

patient 
Gets louder when speaking to the patient:  

Dr: Say yes when you feel me touching - Good girl.. 

talking about but not to…paternalistic manner… 

 
 

5.5.2 In-depth interviews with English speaking health professionals 

Most data were obtained through qualitative interviews with health professionals and 

Indigenous clients. During semi-structured interviews, I sought to obtain an understanding of 

the experience of communicating health related issues from the perspectives of both the 

client and health professionals. Prompting questions were asked about the experience, the 

preparedness of staff for communicating with Indigenous Language clients and attitudes 

toward cross-cultural communications in this region (see 10.11). My approach differed from 

Cass et al. (2002) who examined encounters specifically for evidence of miscommunication. 

Instead, my study looked at the perspectives of various groups in the intercultural 

communication context.  
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I made a strategic decision to interview health professionals first. I felt that any information 

obtained from this group would help shape the questions or discussions with Indigenous 

Language participants. The difficulties of communication that are the subject of this study 

prompted me to tackle the more familiar first, both to hone my interviewing skills generally 

and to begin analysis of data that could be critiqued within my own worldview. 

Interviews with health professionals were conducted in various locations, with a mind to 

preserving confidentiality of participants. I trialled my interview structure with a colleague to 

help check the process and my interviewing skills, which to be frank were poor at times. I 

fell into many of the same difficulties as other novice researchers. The formality of the 

encounter shaped by the need to present an array of forms and obtain signatures, deal with 

equipment, and obtain quality information changed the dynamic between participants and 

me, particularly those with whom I had closer personal links. With some minor 

modifications, that involved setting the scene and focus of my research more clearly and 

concisely and using shorter prompting pegs to allow the respondents to tell their stories, the 

quality of interviews improved.  

5.5.3 Interviews with Indigenous Language speakers 

It was my intention to conduct interviews with Indigenous Language people with whom I 

had an existing personal relationship. Relationships are fundamental to any Indigenous 

interactions and to approach Indigenous Language speakers, who were unknown to me, 

would have been highly problematic. By starting from a position of acquaintance and 

established connection, the interviews were facilitated more quickly than otherwise may 

have been possible (L. T. Smith, 2003; Watson, 2006). These relationships however, proved 

to be a barrier to conducting interviews in the participants‘ first language and the intended 

approach had to be modified. The intention to interview using an accredited interpreter had 

to be re-examined for the assumptions made about obtaining information in first language.  
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5.5.4 Video recordings 

A final component of data collection involved identifying examples of visual 

communications and targeted resources believed to be culturally appropriate for use with 

Indigenous Language speakers. These visual communications and resources included health 

service signage, health promotion materials, and advertising, which supported the other data. 

Chapters 6, 7 and 8 contain relevant examples. 

The immediate challenge was in setting up opportunities for video recording, so I had a 

contingency of either leaving the video with the consented participants or using observation 

alone if consent to be video-recorded was not forthcoming. Furthermore, video recording of 

health care communications was always going to be challenging, ethically, practically and 

culturally. For health professional participants to allow their professional interactions to be 

video-recorded, had certain legal implications, especially if any miscommunication occurred. 

For the Indigenous First Language participants, video recording was a confronting request on 

top of what was already believed to be (and this study confirmed) a confronting experience 

for many. 

Research and reporting about the use of video encounters is sparse in terms of Indigenous 

participants. The study conducted with Yolngu patients in a renal unit by Cass et al. (2002) 

remains an exception (see Chapter 3). In this Intercultural Health Care Communication 

study, the logistics of obtaining all the requisite consents, ensuring privacy, and finding 

opportunities, became a greater challenge than predicted. I was able to obtain two 

interactions from the midwifery ward, involving a client assessment with a medical officer 

and a client education session with a midwife. However, I concluded that video-recorded 

material might not provide a valid representation of the experience of intercultural 

communication in Central Australia. There were too many factors influencing the encounters 

that made them more contrived than genuine. Analysis of the video-recordings however, 

provided confirmatory examples of communication styles, such as the use of silence, eye 

contact, non-verbal interactions, and question formats that supplemented other data and 
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literature. They provided visible examples of the cultural nuances of communications 

between English-speaking health professionals and Indigenous Language speaking clients.  

5.5.5 Documents and artefacts analysed 

In the Central Australian health care context there is a wealth of health-related resources, that 

are intended to communicate health related information to Indigenous Language speakers. This 

is analysed in Chapter 7. Some of the materials analysed include: 

 

1. Signage found in Hospital, Remote, and Community settings 

2. Health information materials –eg: Kanga Connect Advertising Campaign, South 

Australian Drug and Alcohol Health Promotion Strategy Playing cards  

3. A ‗culturally appropriate‘ pain assessment tool (see 10.12). 

5.6  Thematic analysis applied to the data 

Critical ethnography, like most other qualitative methodologies, is an evolving methodology 

that lends itself to a variety of data analysis approaches. As this Intercultural Health Care 

Communication study involved interviews with participants from differing linguistic 

backgrounds, a thematic analysis was considered the most appropriate method to utilise. 

With data derived from both English and non-English speaking participants, and as an 

English speaking researcher, discourse analysis would have proved problematic. Although it 

may have been suitable for the English-speaking participants‘ data, there was already 

potential to misinterpret the Indigenous Language data. As I examined the data more closely, 

I felt my research question asking about the experience of intercultural health care 

communications could be answered better through thematic analysis, which is also 

appropriate in an ethnographic study. 

5.6.1 Why thematic analysis? 

Practices, rituals, and historical perspectives can all position us in language, and all can 

participate in making language powerful. Medical language is one such example (Foucault, 



 

  142 

1973). Foucault (1973) believed everything is constructed in language, in the way we speak; 

there is a conscious choice of words used, which is tied up in notions of power. In this 

regard, discourse theory, which also sought to examine relations of power, colonisation, 

cultural safety and ethnocentrism, was highly relevant to the study. As I began to transcribe 

and read the data however, I was unable to analyse the discourses that crossed linguistic and 

personal divides accurately. 

Furthermore, once data collection commenced, issues arising in the process steered my 

approach toward thematic analysis instead, for several reasons. The discourse used by many 

health professionals during interviews was somewhat incongruent with what I knew and had 

observed about some of the participants‘ practice. Participants often took on a more formal 

persona during interviews that was perhaps worthy of separate analysis itself. Again, being 

an insider, a nurse, and someone well known to many participants, responses that were not 

expressed in the natural discourse of other interactions stood out. Discourse analysis could 

have been applied, but would not have reflected some participants‘ intercultural 

communications accurately.  

This study seeks to do more than just describe what is seen and heard in health care 

communications. Therefore, it was more helpful to uncover themes that represented major 

concepts or recurring ideas, as well as themes unique to individuals or what was left 

unmentioned. By drawing out the themes present in both sets of participants‘ data, a richer 

and more meaningful picture of the experience could emerge from shared communication 

encounters. Issues of place, gender, topic and relationships all influenced the encounters. 

There was a need to look at both parties in the encounters, not just from a linguistic point of 

view but also from a contextual point of view.  

5.6.2 A process of thematic analysis 

Thematic analysis can be undertaken by using a computer software program or equally 

appropriate, a manual process. After conducting the first few interviews in quick succession, 
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I transcribed the data myself in preparation for thematic analysis. I preferred this approach 

rather than asking for a transcription by another person or using a computer package, as I 

wanted to become very familiar with the data. More pragmatically, this research was 

unfunded, so this method was also a preferred option financially, and proved to be a very 

valuable process. Transcription gave me a strong sense of patterns and categories unfolding, 

so that I was also able to jettison some superfluous questions and be more focused in later 

interviews. 

While thematic analysis has been described extensively in the literature, Aronson (1994) is 

one of the few authors to detail a practical approach, which I chose to follow in arriving at 

my findings. Aronson (1994) outlined the steps in thematic analysis clearly and these steps 

were applied to the data, along with suggestions from other authors such as Thomas (1993) 

and Braun and Clarke (2006). Transcribed interviews are examined for already classified 

patterns that might come from the research questions. According to Aronson (1994) the next 

step in thematic analysis after gaining an initial sense of the data is to identify all data that 

relate to the already classified patterns, which are then expounded upon and placed with the 

corresponding pattern (Aronson, 1994).  

In my study of Intercultural Health Care Communication, the ‗already classified patterns‘ 

Aronson refers to became headings determined by my research questions (see 1.11). As I 

went through each transcript, I created a file labelled as First Level Analysis, which included 

the words, phrases and concepts that appeared more than once both within and between the 

health professionals‘ interviews, under the headings determined by the research questions. 

For example, under the question ‗Experience of Intercultural Communication, the terms 

‗frustrating, difficult and challenging‘ came up in most interviews. I also highlighted any 

items not commonly expressed such as the participant response that began by suggesting 

their experience of intercultural communication was ‗fun‘. This isolated response did appear 

later in other‘s interviews, but not as an initial response. 
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The next step in thematic analysis is to combine the related patterns into sub-themes. 

Following this method, various interview fragments were then recorded in their broader 

categories in a file labelled Second Level Analysis. For example, the first level category 

‗frustrating, difficult and challenging‘, was collapsed to a second level category ‗the 

experience for participants‘. The same process of collapsing or expanding categories 

continued to Third and finally Fourth Level Analysis to arrive at a set of themes (units 

derived from patterns) that describe the experience of intercultural communication in Central 

Australian health care from the perspectives of the health professionals. 10.5 shows a 

diagram of the four levels of data analysis. 

Once themes have been constructed, Aronson (1994) then advises incorporating relevant 

literature to build a valid argument for choosing the themes. When interwoven with the 

literature, the story that develops provides the reader with a clear understanding of how the 

themes were derived at and the motivations of the researcher. Data analysis was completed 

by adapting approaches by a number of researchers (Aronson, 1994; Thomas, 1993; Braun & 

Clark, 2006). Most followed similar pathways for analysis, and I was able to integrate these 

to suit the analysis of the health professional data. Table 4 describes in detail what was 

involved in each phase of analysis. 
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Table 4: Phases of thematic analysis used in the IHCC study and adapted from Aronson, 1994; 

Braun & Clark, 2006; Thomas, 1993. 

Phase  Description of the process 

1. Becoming familiar with the data Researcher transcribes own data – includes any notes to self, 

observations, initial ideas – collates direct quotes of potential 

significance.  

2. Generating initial codes Coding interesting features (patterns) of the data in a 

systematic fashion across the entire data set, collating data 

relevant to each code – reviewing aims and objectives of 

research 

3. Searching for themes Collating codes into potential themes, gathering all data 

relevant to each potential theme. – What picture is emerging 

of Intercultural communication? 

4. Reviewing themes Checking if the themes work in relation to the coded extracts 

(Level 1) and the entire data set (Level 2), generating a 

thematic ‗map‘ of the analysis. 

Link to research questions – experience, preparation, 

Barriers, facilitators, what is needed. 

5. Defining and naming themes Ongoing analysis to refine the specifics of each theme, and 

the overall story the analysis tells, generating clear 

definitions and names for each theme. 

6. Writing the findings chapters The final opportunity for analysis. Selection of extract 

examples, final analysis of selected extracts, linking analysis 

to the research question and literature, producing a scholarly 

report of the analysis. 

 

5.6.3 Development of themes 

Themes were developed as part of the process of data analysis. An initial read of the 

transcripts identified common experiences and expressions used to describe those 

experiences. In this First Level Analysis document, the initial coding process was directed in 

part by the opening question of the interview, that is, what is it like communicating in health 

care settings in Central Australia with Indigenous Language speakers? Clarification of ideas 

and meanings was generally sought at the time of interview. However, where it was not, I 

was able to obtain this when participants reviewed their transcripts.  

Five codes were developed. The first coding process concerned the intercultural 

communication experience. The second coding considered the consequences of the 

experience. The third coding involved responses to the preparedness of people for 

communicating about health in this region, including the way in which knowledge is 
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transferred concerning intercultural communication. A fourth coding identified some 

attitudes toward Indigenous First Language speakers and the use of English in Central 

Australian health care communications, including responses to current and potential 

resources and personnel. The role of translators, Indigenous liaison officers and other 

Indigenous employees and community members as well as the discourses surrounding 

Indigenous clients was also examined. A final coding considered what needed to be done 

differently to improve the effectiveness and safety of communications involving Indigenous 

Language clients and English-only speaking staff. 

Once the Second Level Analysis, the initial coding in First Level Analysis was collated into 

potential themes and further refined, until major themes were explicit in the Third or Fourth 

Level Analyses. For example, in second level analysis, a sub-theme within the pattern or 

code of preparation was ‗the penny dropped‘. In subsequent analysis, the theme of 

‘unprepared and ill-equipped’ eventually formed part of a final theme of Power and 

Powerlessness, constructed from the data set. Appendix 10.11 provides an example of one 

theme, drawing on each level of analysis. 

As the interviews for Indigenous participants ended up being conducted in English, I applied 

the same approach to thematic analysis as was used for the health professionals‘ data. 

Although the questions considered the same issues and there was a commonality of themes 

around the experience, consequences, preparedness, attitudes and what might be needed to 

improve the experience, the final themes for the Indigenous Language speakers highlighted 

the very personal impact of ineffective intercultural communications on health. Some 

additional clarification was sought and added reliance on the social and linguistic literature 

(Evans, 2010; Harkins, 1994) was required to ensure the accuracy of my interpretation of the 

Indigenous participants‘ data (see Chapter 7). 
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This process outlined in Table 4 (in 5.6.2) generated the following major themes that help 

understand the experience of intercultural communication from the English-speaking health 

professionals‘ perspectives:  

1. Fear, frustration and stressful – the experience  

2. Individual and systemic barriers– cultural danger 

3. Acceptance and complicities– continued colonisation 

4. Power and powerlessness 

5. Toward culturally safe intercultural communications 

These themes and their sub-themes are detailed in Chapter 6. An example theme and the 

process used to arrive at the findings are shown in 10.5 Data analysis sample. The themes for 

the Indigenous Language speakers that are summarised below are presented in Chapter 7: 

1. People are dying– the experience  

2. Individual and systemic barriers– cultural danger 

3. Acceptance and complicities– continued colonisation 

4. Power and powerlessness 

5. Toward culturally safe intercultural communications 

5.7  Rigour of the research processes 

Rigour in qualitative critical research is different to but no less important than it is in 

quantitative scientific research which has been somewhat privileged in European research 

traditions. Rigour is defined as the ‗strictness in judgement and conduct which must be used 

to ensure that the successive steps in a project have been set out clearly and undertaken with 

scrupulous attention to detail‘ (Roberts & Taylor, 1999). In other words, is the research 

methodologically sound in approach and implementation, to be considered worthy and valid 
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research. The use of words such as rigour and validity however, can seem incongruent with 

the subjective and less overtly structured nature of qualitative research, which has led to the 

development of paradigm specific terminology for describing rigour.  

Credibility, fittingness, auditability and confirmability are the key elements of qualitative 

research rigor. Credibility is established within qualitative research, when ‗the lived 

experiences described‘ are recognisable to participants and readers, according to Roberts and 

Taylor, (1999, p. 174). Fittingness implies the extent to which findings have wider meaning 

and relevance in contexts other than the research setting. Auditability is a major element of 

rigour that allows other researchers to follow clearly the methods and processes in similar 

investigations and arrive at comparable conclusions. A way of assessing auditability is via a 

clearly articulated decision-making trail that provides rationales for decisions and responses. 

In Chapter 1, it was identified that reflection and reflexivity were key components of this 

Intercultural Health Care Communication study. Data collection processes were continually 

critiqued through a process of reflection and consultation with supervisors, other researchers, 

doctoral students and individuals with expertise in areas such as cultural safety, linguistics 

and qualitative research, particularly concerning data collection involving Indigenous 

participants. As interviews were completed, progress and outcomes were informally 

monitored through member checks, adding to the credibility of the study. The need for 

researchers to be able to deconstruct and reconstruct ideas, assumptions and long held beliefs 

is evident in the change of approach to using the Indigenous participants‘ first language with 

interpreters present in the encounter. Literature suggests that using interpreters for linguistic 

minorities is ethical and necessary, however, there is also evidence that in response to 

Indigenous participants it may not always be so (Lowell et al., 2005; McGrath & Phillips, 

2008; Watson, 2006).  

Triangulation is defined as the use of more than one method to study the same issue in order 

to validate the phenomenon (Roberts & Taylor, 1999). Triangulated data is considered more 
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valid and less subject to bias. In seeking to ensure rigour in this study of Intercultural Health 

Care Communication it was decided that in addition to obtaining the experiences of 

participants from participants themselves, that other data such as field observations, central 

to ethnographic research, and analysis of video-taped communications, and targeted health 

promotion materials, would add to the overall understanding of the phenomena.  

The remote and Indigenous contexts in which this Intercultural Health Care Communication 

study was conducted has been described as somewhat chaotic and unregulated at times 

(Kelly, 2005). For those unfamiliar with the environment such uncertainty and lack of 

obvious systematic approaches can give an impression of a lack of routine and order. I have 

come to think of operating in this environment as an opportunity to hone problem-solving 

skills by being strategically reactive. Although this may seem a contradiction in terms, for 

me it is about being able to change direction in response to current unforeseen 

circumstances. Efforts to collect data, meet with key people, access communities and 

resources when planned, was continually challenged by unpredictability of the environment 

at times. The capacity to undertake opportunistic data collection when appropriate was 

therefore utilised to overcome the vagaries of the research setting.  

5.8 Summary 

This chapter has outlined the methods used to conduct the study of Intercultural 

Communications in health care in Central Australia. It described ethical issues, the study 

setting, the selection of participants, data collection, data analysis and research rigor within a 

qualitative methodology. It was shown that the links between methods, methodology and 

paradigm are overt and interdependent.  

Chapter 6 presents the findings of the Intercultural Health Care Communication Study 

starting with the analyses of the non-Indigenous health professional participants who are the 

major focus of the research. Findings continue in Chapter 7 with the small, but rich data 

from Indigenous Language participants. In keeping with the philosophical decision to 
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present Indigenous voices as the first (Jakamarra, 2007) and last to be heard within this 

thesis there was a deliberate intent in presenting the Indigenous participants‘ data following 

the health professionals‘. My first language of English often holds the last word as 

privileged, turning around in this sense the current position of Indigenous voices in Central 

Australian health care. 
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Chapter 6 

Health professionals’ findings:  

It’s like opening a can of worms… (Sally) 

6.1 Introduction 

This study sought to describe the experience of English-speaking health professionals 

involved in health care communications with Indigenous Language speaking clients. For the 

health professional participants prior to their involvement in this study, there was a 

reluctance to examine the experience too closely. ‗It‘s like opening a can of worms…‘ was 

how an experienced remote area nurse and midwife, Sally, described reflecting on 

intercultural communication in her daily work. This response typified the majority of non-

Indigenous participants in this Intercultural Health Care Communication study. Overall, 

participant responses suggest that the quality and experiences of Intercultural 

communications in Central Australian health care are known to be unacceptable, unpalatable 

and confronting, but best left unexamined for some. Indeed what do you do with the 

metaphorical ‗can of worms‘ once they are released? For many of the health professionals 

there was a reluctance to examine the issue too deeply. This was due in part, I believe, to 

perceived powerlessness and sense of inadequacy in dealing with the ‗wriggling mess‘ that 

often characterises communications between Indigenous language speakers and English-

speaking health professionals. 

This chapter reports the results of thematic analyses of the data. It considers data collected 

from semi-structured face-to-face interviews with health professionals in a range of settings, 

including those collected from the field by way of observations and collated materials. The 

following chapter presents data from the small cohort of Indigenous Language speakers who 

participated in this Intercultural Health Care Communication study.  
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Within this chapter, the data from health professionals are grouped within the broad 

categories suggested by the data analysis. Respondents‘ current worksite, as hospital, remote 

primary health care or community health service is identified to reflect the representativeness 

of the data, rather than suggest any direct causal relationships to responses. However, where 

considered worthy of further analysis and without compromising confidentiality, the setting 

is considered and discussed. Some respondents referred to their experiences across a variety 

of contexts, so may appear in more than one setting category. 

6.2 Overview of main results 

This Intercultural Health Care Communication study set out to answer the questions: what is the 

experience, what are the consequences, what preparation and attitudes exist, what are the 

barriers and facilitators and what might improve the experience? The health professional 

interviews were subjected to thematic analyses as outlined in Chapter 5. Final organisation of 

results in this chapter reflects the themes identified in the health professional data that provides a 

rich and detailed picture of a previously unexamined aspect of intercultural health care 

communications in Central Australia – the health professional perspective. The major themes 

identified include:  

1. Fear, frustration and stress – the experience  

2. Acceptance and complicities – continued colonisation;  

3. Power and powerlessness 

4. Individual and systemic barriers – cultural danger  

5. Toward culturally safe intercultural communications  

 

Within the first few interviews with health professionals, it became apparent that 

communication in Central Australian health care was a major issue affecting the capacity of 

health professionals and services to provide safe and effective care. Whilst the consequences 
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for the recipients of care were known to be substantial, this study also revealed the cost of 

flawed intercultural communication for workforces as well. Staff identified a tension 

between what they knew should be done in practice and what they were able to do for 

Indigenous language speaking clients, because of either personal or system constraints.  

This finding is particularly important because few other studies have focused on or identified 

the impact on the individual health professional to the extent revealed in this study. While 

other research has acknowledged the impact of communication challenges on clients and 

health services (Cass, et al., 2002; Trudgen, 2001), there has been less attention paid to the 

personal and professional consequences for health employees who are placed in positions for 

which they are ill-prepared. 

Prominent in the responses of health professionals were themes of power and powerlessness, 

of frustration, stress and a tacit acceptance of providing a lesser standard of care for 

Indigenous Language speakers. In short, many health professionals felt set up to fail,  

identifying inadequate preparation and/or support for the challenges of intercultural 

communication in Central Australia. This was a key finding that has not prominently 

featured in other Australian research to date. This study however, seemed to provide a 

catalyst for health professionals to reflect upon their intercultural communication skills and 

impact on practice, with the majority of respondents agreeing that they preferred not to 

examine the issue too deeply in their day to day work because of the internal conflict it might 

evoke. For some, as highlighted in the introduction to this chapter, it was likened to ‗opening 

a can of worms‘ (Sally, 2007) with anxiety around what any such analysis might reveal 

about themselves or the system in which they were agents. In addition, this noteworthy 

finding suggests strongly the need for a reflective model of culturally safe communications 

for this context that includes comprehensive education and training in intercultural 

communication.  
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Evidence of ongoing colonising practices and dominance, characterised by systemic bias and 

possible racism were particularly evident among respondents from government-controlled 

health services, although Aboriginal Controlled Health Services were not immune from these 

issues either. Indigenous participants also were not immune from expressing negative views 

toward health personnel from differing cultural groups (see 7.6). What was clear overall was 

that many respondents acknowledged a standard of difference that applied to Indigenous 

Language speakers who required language support when accessing health care. The effort to 

provide language support for people who were in every sense from, and of this country, was 

noticeably less than efforts made for the many non-English speaking visitors to the Central 

Australian health care. Overall, English speaking, non-Indigenous health professionals felt 

unprepared for intercultural health care communications involving Indigenous language 

speakers and vulnerable to critique of their practice.  

6.3 The health professionals’ data 

Alice Springs Hospital is the major tertiary centre within a huge geographical region. The 

largest proportion of the workforce comprises registered nurses. As a registered nurse 

myself, I was most interested in the responses of this group to intercultural communication in 

Central Australia. I had frequent opportunities for observation of health care 

communications involving nurses and Indigenous Language clients and collated a significant 

amount of data on this group over a period of several years (mainly 2005–2008). Figure 6 (in 

6.3) shows the various groups of health professionals who provided data for this study. 

Hospital data sources included face-to-face in-depth interviews with eight registered nurses 

(seven female and one male), from Emergency, Intensive Care, Midwifery and Paediatrics 

areas of the hospital. Alice Springs Hospital is a Northern Territory Government controlled 

public hospital, so all hospital respondents are government employees. Table 3 (in 5.4.2). 

summarises participant demographics. Additional videotaped data were obtained of a male 

medical officer conducting a history taking of a young pregnant woman, and a midwife 
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conducting a brief educational session with a close-to-term pregnant woman, as two 

examples of intercultural communications. Both of these intercultural encounters were 

analysed using a simple linguistic features analysis for triangulation with other data obtained.  

Within the township of Alice Springs, community health nurses work in a variety of roles 

including renal dialysis, women‘s health and child and family health. As a smaller group 

within the region, I have not separated the participants into those who worked in Aboriginal 

Controlled Health Services and those who worked in Northern Territory Health Services, due 

to confidentiality concerns. I have made comments or used data where the employing 

authority is believed to have some influence on the responses of participants, while seeking 

to delete information that might help identify respondents locally, such as the relevant 

Indigenous Language group or service type information. Two community health nurses were 

interviewed. 

Remote health professionals also stemmed from both Aboriginal-controlled and government-

controlled primary health care services. For the same concerns about confidentiality, the 

employing authority is only mentioned where deemed to have some relevance. A number of 

participants have worked across multiple sectors and organisations and provided their own 

comparisons in response to certain issues. For example, those who worked in Aboriginal 

Controlled Health Services commented on the differing expectations in some areas, in 

response to Indigenous language (see 6.6.3).  

Five remote area nurses (RANs) were interviewed. All were female, with one employed 

across a state border in an Aboriginal Controlled Health Service, but still within the Central 

Australian region, and three who were or had worked in government primary health care 

services. Due to the overlap of employment experiences, the actual number interviewed in 

total was 11, plus 2 videotaped to provide examples of intercultural communications, 

providing a sample size of 13 English speaking health professionals (see Figure 6, this 

section).  
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Figure 6: Health professional data sources for the IHCC study in Central Australia 

The five major themes identified within the health professional data are summarised in 

Figure 7 in this section 6.3. Each theme had within them, several sub-themes that gave 

various perspectives to the overall theme. The data obtained was rich and extensive, as is the 

nature and value of qualitative research. 
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Figure 7 Summary of Health Professional Themes 

6.4 Theme: Fear, frustration and stress –the IHCC experience  

Within the very first examinations of the health professional data was apparent that the 

intercultural health care communication experience was fraught with difficulties, not only for 

the clients, but also for the providers of health care. Words and phrases that were repeated in 

successive interviews included frustrating, difficult, challenging and stressful when referring to 

the experiences of health professionals in relation to their communications with Indigenous 

language speaking clients. There were also expressions of fear and anxiety that health 

professionals may be limited in their efforts to provide the best possible care for Indigenous 

clients. Within the overall theme, several sub-themes were identified which recognised the 
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are analysed in 6.4.1 A dangerous experience for all; 6.4.2 difficult and challenging; 6.4.3, a 

lack of awareness, 6.4.4 tensions and an alternate view from the main response -6.4.5 it can be 

fun! 

6.4.1 A dangerous experience for all 

Health professionals‘ responses reinforced to an extent the suggestion at the beginning of this 

thesis that people were dying because of an inability and/or unwillingness to communicate 

effectively with Indigenous Language speaking clients. Very experienced practitioners were 

frank in their admissions that poor communications in the research context put lives and practice 

at risk. Health professionals often mentioned the limitations to their practice that compromised 

care, with statements such as: ‗It‘s a bit hit and miss really (Georgina, Remote Area Nurse) – 

talking about educating clients about medication management; ‗You just can‘t do an adequate 

history…‘  

Literature related to linguistic minorities supports this perspective, highlighting the risk to 

clients (Buttow, 2010). Health professionals interviewed mostly all agreed that practice was less 

than acceptable with regard to Indigenous Language speakers. Apart from any admissions about 

their own practice, participants could all cite examples of poor practice standards among 

colleagues. Winny, a critical care nurses was alarmed at some of the standards of care provided 

to Indigenous clients: ‗You see some medical officers do some horrendous things…‘, especially 

in relation to obtaining consent and performing procedures on clients who were not fully 

informed or empowered in the situation. The medical hierarchy that has historically influenced 

relationships between nurses and medical officers, left some participants feeling unable or 

unwilling to always challenge poor practice when it occurs. On the other hand, although this is 

what was articulated, participants observed in practice, such as Winny, would prove staunch 

advocates of their clients irrespective of perceived power differentials between team members, 

as indicated in the following observed interaction: 

FN: A large group of medical students and senior medical officer crowd round a 

patient‘s bed. The medical officer is speaking to the students about the patient, but has 
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not made any introduction or asked the patient if they mind the students hearing about 

their case. Winny, steps forward and asks – cheerful manner, whilst pulling curtain 

around,: 

‗Now have these lovely people told you who they are and what they are doing today?‘ 

Patients indicates no.  

Well first we‘ll give you some privacy and then doctor will ask you if it‘s ok to show 

these young doctors what‘s happening here. Is that all right with you? 

Doctor then proceeds to introduce himself and students and ask if the patient minds. 

Winny stays by patient throughout, quietly relaying what is being discussed in a plain 

English format. 

Winny‘s seemingly light-hearted manner with the medical officers is perhaps less threatening 

than a direct suggestion that the doctor and students might have asked permission at the outset. 

She appears to use an approach of modelling preferred behaviour rather than requesting it or 

reminding staff. It is also an example of how Winny chooses to subvert the power relationships 

between doctors and nursing staff by not appearing to directly challenge the medical officers‘ 

position, while at the same time upholding her advocacy role for the patient. 

6.4.2 Difficult and challenging 

Health professionals irrespective of discipline, gender, service setting or length of 

employment most often described the experience as difficult, challenging and for some 

frustrating. Sally, a hospital-based midwife and previous Remote Area Nurse described the 

experience as follows: 

I think it‘s really difficult, I do and … I‘ve been doing it for a long time and 

learned pieces of Language,
57

 … Then you‘re asking questions without 

waiting ... even though we know we have to wait, we get impatient and when 

you‘re in a hurry … you want to fill the holes and it‘s not that you want to 

make things up, but in many ways you get impatient, you … get almost 

suggestive of things and so you‘re not getting … I think we‘re really 

deficient in it. (Sally, RN, RM Midwifery) 

 

                                                        
57. Language capitalised in text is used to mean an Indigenous language—a commonly used term in Central 

Australia. For example, ‗She speaks Language‘. 
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Sally seemed frustrated by what she described as her and her colleagues‘ own deficiencies 

and the lack of incentive to learn Languages. The emphasis on how long she had been 

working with Indigenous Language clients and was still finding it difficult was also a source 

of frustration. It seemed to imply an unmet expectation that time would have diminished 

these frustrations. She was further frustrated by the fact that even though she possessed 

certain knowledge about Indigenous communications, she and others in Sally‘s experience, 

became impatient and almost directive with Indigenous clients. This was attributed to the 

workplace itself and the busyness of work that creates such pressure, which was another 

theme frequently mentioned by various participants. However, even when not pressed for 

time, English First Language speakers were often observed responding quickly to any 

silences with suggestions or repeated questions as indicated in the following videoed 

interaction between a medical officer (MO) and young pregnant woman (Majory): 

MO: So is that something you need to keep taking do you think…? 

 

Majory: 3 second pause…looking down, Looks up - I don‘t know… 
 

MO: (Overlapping -before reply is made) or is that finished now? 

 

Majory: Pause…Awa (yes), that might be finished now. 

 

This brief exchange demonstrates the English speaker‘s natural tendency to expect an 

immediate response and to re-ask or re-frame a question thought to be misunderstood. By 

doing so, it has become more of a suggestion than a question. It is also an example of the 

danger for the client of not understanding her medication regime, as this was a prophylactic 

medication that should be taken for the rest of the patient‘s life. The medical officer also 

seemed unaware but made a point of suggesting he would follow up with the woman about her 

medication.  

6.4.3 A lack of awareness -you don’t realise…until you look back.  

Health professionals interviewed, were unanimous in describing the experience of 

intercultural communication in Central Australia, as one for which they were largely 

unprepared. Many suggested that they were unaware of even the need for specific 
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preparation, believing they were simply coming to another Australian health care setting and 

as such, should have no greater difficulties in communicating with clients, than in any other 

environment in multicultural Australia.  

Georgina, a remote area nurse (RAN) of over twenty years experience, was the only person 

to immediately recognise the possibility for English-speaking health professionals to not 

even recognise when problems in communication had occurred. Others also ultimately 

recognised that their early interactions were very likely full of miscommunications that often 

went unrecognised by both parties, but Georgina identified this immediately when asked 

about her experience. Georgina demonstrates her use of reflection as a means of alerting her 

to a problem in the first instance. 

Ah well, at first it might appear easy … then after a little while you realise 

that even though people may speak what appears to be relatively good 

English … their comprehension is something different. They don‘t always 

comprehend what you‘ve told them in English. … well they don‘t think in 

English. … you think they‘ve understood, and then you ask them to tell you 

what you‘ve said to them, what you want them to do and it‘s miles off! … it‘s 

not what we talked about! (laughs) (Georgina, RAN) 
 

Remote Area Nurse Tanya gives an example of how hidden some of the communication 

issues may be to health staff, who remain unaware of what is being asked of them. She 

recognised the potential to miss more serious health concerns. In the study setting, 

Indigenous clients frequently make requests for Panadol
58

 but this is not always what is 

actually required. The tendency of Indigenous Language speakers to make requests 

circuitously rather than come to the issue directly may mask other important considerations 

that practitioners may fail to recognise. Although focusing on common communication 

features of Indigenous Language speakers might be considered essentialising, research has 

suggested a role for language awareness within an intercultural context (Irvine and Roberts, 

et al, 2006). What is important from a cultural safety, post-colonial perspective is that Tanya 

                                                        
58. Panadol—brand name for paracetamol (acetaminophen). 
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and others ensure a focus on their own practice and consider the wider social influences that 

may lead to a reluctance to identify a major health concern in the first place. Tanya also 

acknowledged the likelihood that much of her early encounters with Indigenous language 

speakers were probably managed poorly because of her lack of awareness of local 

Indigenous communication features. 

…the person that comes to ask for the Panadol, is it because that‘s how they 

know to ask for Panadol, that‘s the words they know?… if you don‘t have 

some understanding of and acceptance of … (their language) you don‘t 

know what‘s going on here and you don‘t know to even try to find out 

more,… I mean you probably do it pretty badly for the first… year to be 

quite honest with you. You don‘t realise you‘re doing it badly until you get 

more experienced and you look back on what you were doing and realise 

that you were doing it badly … (Tanya, RAN) 

 

Tanya highlights both the value of reflective practice and the constraints on novice 

practitioners (novice to remote practice or Indigenous health) to actually undertake such 

reflections while in the early stages of their new practice setting. She also provides an example 

of what Trudgen (2001) described as a lack of awareness of communication issues, because of 

the existence of communication issues – a cycle that requires better attention that it has 

received to date in health services in Australia. 

6.4.4 Tensions 

The experience of intercultural communication for the health professional participants was 

also characterised by tensions between personal and professional values and the reality of 

practice constrained by communication influences. The consequence of these tensions was 

believed by many to be implicated in staff turnover, job related stress and the bearing of 

personal burdens for less than acceptable standards of care. 

The frustration, the lack of time to be able to deal with people on an holistic 

level and these are nurses that really care and want to give full care to a 

patient and they can‘t, so these are ones that have tried for years and years 

and just get burnt out and that say I‘ve had it … (Denise, RN, ACHS) 
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Denise, a registered nurse with an Aboriginal Controlled Health Service emphasised her 

desire to give full care and attention, and the limitations experienced in the intercultural 

context, by reflecting on previous hospital experiences. Rachel, a relatively new nurse, also 

identified the tension between knowing that practices and procedures were not implemented 

well, especially with issues of client consent, and being able to act as advocate for her 

clients. Rachel felt burdened by the knowledge that she could not always intervene when 

incidents occurred through her colleagues‘ inadequate communications with Indigenous 

Language Speakers.  

… it makes you feel bad that loads of things like consent and treatment are 

done without actually informed consent … um … but on the other hand glad 

that I was in the room and I did pick it up and I was able to alleviate stress 

and concern and worry for this mother … but then also concern that you 

can‘t be in every room when everything‘s going on and … if it‘s happening 

once, then it‘s happening other places as well … Just having that knowledge 

that you don‘t stop … it distresses me. (Rachel, RN) 
 

Respondents experienced a tension between what they personally felt should happen for 

Indigenous people, and what actually happened in health care services. They appear to bear 

the burden of these tensions in a very personal way, being unsure at times, scared, distressed, 

and conflicted about their practice. Some participants wore the weight of wanting to 

advocate on behalf of Indigenous clients and witnessing their clients‘ and their own 

profession‘s lack of power in certain contexts. 

6.4.5 It can be fun! 

Even though the experiences were challenging, all of the participants concluded that their 

experiences of intercultural communication were valued. Mary, a Remote Area Nurse, was 

one of the few quick to suggest the positives about her experience of intercultural 

communications and the value of working alongside Aboriginal Health Workers. Other 

participants expressed similar conclusions, when reflecting on their overall interviews, but 

Mary was the only one to characterise her experiences as positive from the outset.  
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I‘ve enjoyed working with Indigenous People. The language thing can be 

quite tricky because I‘m aware that English language can be their third or 

fourth language so it is very difficult … for the patient … so we get by with 

sign language or AHWs. We couldn‘t do it without them … No … I love it. It 

can be fun! (Mary, RAN) 

 

Within this excerpt however, is another reoccurring theme, that of an acceptance of ‗getting 

by with body language‘. Several respondents mentioned the opportunity to experience 

Indigenous cultures through their work in Central Australia. Stuart, a registered nurse from 

an acute care setting, felt this was part of the appeal of working in the region: 

I think it‘s great from a clinical point of view, really challenging, from a 

cultural point of view … really interesting, yeh … really interesting. It‘s not 

easy, none of that stuff‘s easy … I guess that‘s the good fun about it. (Stuart, 

RN) 

 

For Georgina, working in a remote Indigenous Language setting was an opportunity to gain 

insight into another culture that would ensure practice was more informed and the 

practitioner was less professionally and personally isolated. Engaging in dialogue with 

clients is a key cultural safety principle and Georgina suggests that this engagement is the 

only way to comprehend the issues underpinning health. It is also a way to decolonise, as the 

health professional becomes the one who changes. 

… well I think the whole time people are out bush
59

, they need to read 

historical stuff about where they are … meet with Aboriginal people after 

hours, sit and talk them so they have this feeling of closeness … and a sense 

of maybe belonging and then you‘ll find yourself talking differently and 

listening in a different way … and feeling differently. (Georgina, RAN) 

 

Georgina is a RAN who I have had considerable opportunity to observe in the field and her 

advice to other health professionals stems from a strongly reflective persona that has enabled 

                                                        
59  Out bush – vernacular for being in a remote setting 
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her to gain insights into Indigenous cultures and communities that are extensive. For example, 

in observing Georgina speaking to clients, she would rarely jump straight into a discussion of 

the presenting problem. Georgina would usually try to establish a connection that was unhurried 

and prioritised the relationship over the clinical business.  

6.4.6 Summary of findings related to the communication experience  

The experience of intercultural communications in Central Australian health care is 

characterised as culturally, professionally and personally unsafe. It is, for many health 

professionals, imbued with personal and professional tensions, fraught with potential to miss 

important information or even being unaware that miscommunication has occurred. 

Communications between English-speaking health professionals and Indigenous Language 

speakers were described as frustrating, time consuming, and often full of uncertainty. Overall, 

however, participants also described their experiences as challenging in a positive way and for 

some it could be a fun and valuable experience. The experiences of intercultural communication 

in Central Australian health care can cause considerable conflict for health professionals who 

may then choose to avoid critical reflection on their practice. 

6.5  Theme: acceptance and complicities – continued colonisation 

Another prominent response to be identified was the seeming acceptance by health 

professionals of the status quo which saw Indigenous clients subject to differing standards of 

care, less informed decision-making, fear and anxiety There was a palpable discomfort among 

respondents in reflecting upon their own and colleagues‘ practices in dealing with Indigenous 

Language clients. The sub-themes related to this issue, include 6.5.1 ‗best left unexamined‘ – 

becoming complicit; and 6.5.2 It‘s different here. 

6.5.1 Best left unexamined – becoming complicit  

Health professionals interviewed frequently concluded that they and colleagues were reluctant 

to examine the issue of intercultural communications too closely. By not engaging too deeply 
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in any analysis of what was undoubtedly a major problem, protected the health professionals 

from any charge of knowingly failing to provide appropriate care. There was a deep sense of 

powerlessness to examine issues for which the respondents felt unable or unwilling to act to 

change as shown in the following excerpts: 

 

Reflection on practice was something that had largely been avoided because as was 

previously mentioned, ‗it would be like opening a can of worms‘. However, most people 

interviewed found the opportunity to examine the issue as beneficial and had offered 

examples of reflective practice that had helped them improve their practice. For example, 

one participant declared, ‗That‘s fine; it‘s actually nice chatting about this sort of thing 

because it makes me think a bit more about it too.‘ (Denise, RN, ACHS) Being interviewed 

for the study was one of the few times she and others had allowed themselves to reflect on 

this particular aspect of their practice.  

6.5.2 Its different here 

Several respondents alluded to standards that would be deemed less than acceptable 

elsewhere. Most felt this difference should not be an excuse for differing standards of care, 

whilst some respondents felt that was an inevitable consequence of the setting. For Penny, 

sharing information over the phone was a cause for concern in terms of maintaining client 

confidentiality, even though she identified that it made the Aboriginal clients ‗happier‘.  

I‘ve got use to it and that‘s really sad … I‘ve got use to it. In any … other 

hospital in Australia it is so confidential … there‘s not a great deal of 

confidentiality with the Aboriginal clients … They expect to be told on the 

telephone, and the more information you give them on the telephone, the … 

happier the patient is and that goes against every confidentiality (principle) 

… everywhere else in Australia, it just works differently here. (Penny, RN) 

 
The balance between providing care that compares with standards elsewhere and providing 

care that is culturally and locally acceptable is a challenging one for health professionals. 

There was obvious discomfort for Penny in breaching what she perceived as a universal 

standard of confidentiality and what the clients‘ required of her. If it is accepted that it is a 
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different environment, then there is a natural tension in trying to apply the same practices and 

values applied in other parts of Australia. Remote Area Nurse Cathy, gave the example of 

staff who ‗come with a hospital mentality‘ to a remote Indigenous community and inevitably 

burn out because of the mismatch of values and priorities. Without a clearly articulated 

framework for practice, health professionals are unsure of conflicted about their practice at 

times. 

6.6  Theme: Power and powerlessness 

Health professionals identified power and power relationships as having a major role to play 

in the intercultural communication experience in Central Australia. These relationships were 

not only between the health professional and client, but between the various health 

disciplines and workers, the overall health services and systems and the political power 

within the region and the country. 

6.6.1 A lack of power 

The health professionals also identified experiences that might be considered examples of 

their own colonisation or lack of power in certain circumstances. For example, the practice 

of having to remain in a subservient role to others within the profession deemed to be 

superior in terms of their discipline, experience or level. Health professional participants 

identified their own or examples from their colleagues of colonising practices that caused 

distress at times. Colonising practices affected not only on the Indigenous clients, but also 

the health professionals who witnessed such events. Participants identified a feeling of 

powerlessness at times to intervene in the manner in which some colleagues interacted with 

Indigenous clients. 

Winny, a critical care nurse, felt her responsibility acutely and was concerned with the 

perceived differences in treatment and responses to Indigenous clients. She suggested that 
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Indigenous clients were less empowered than their non-Indigenous counterparts to assert 

their rights and have options presented to them. 

It just scares me that they‘re not getting a full understanding of what we‘re 

doing … you know, you give a drug, a whitefella
60

 would be saying what are 

you doing? Oh this is your antibiotic … and do they (Indigenous people) 

understand what an antibiotic is?... it scares me that they don‘t have the 

right of reply to say no, I don‘t want my leg off, I don‘t want my arm off … is 

there something else they could do. I would like to think they had the options 

to say that … (Winny, RN) 

 
Winny did not believe Indigenous clients were empowered to make their own decisions in 

health services, a perspective supported in the literature (Weeramanthri, 1996). The power of 

health professionals to coerce or apply pressure to clients within health care encounters was 

reflected upon—‗… in many ways you get impatient, you … get almost suggestive of things‘ 

(Sally, RN, RM Midwifery). By ‗suggestive‘ Sally meant that there was a tendency to direct 

or suggest actions to the client rather than allow the time for them to make their own 

decisions. Sally knew her approach was not always a culturally safe one, yet also seemed to 

feel disempowered by her own deficiencies in communicating with Indigenous Language 

speakers in her employment setting, which was often a hurried environment. 

Rachel, a registered nurse, offered an example of dominance within the hospital setting in 

relation to gaining consent from a young mother for a procedure involving her child, that 

even after the interview, on discussing her example, she described the event as one which 

‗haunts me still‘ (Rachel [pseudonym], personal communication, May 2010). Rachel has 

since left the hospital setting to work in a community outreach role. 

It was a doctor trying to gain consent from a mother for a child‘s surgery … 

and, while I listened to the explanation of what the surgery was all about 

from the doctor and I understood completely what was going on …, the 

mother was very reluctant to sign. She obviously had reservations or 

concerns about it, but didn‘t ask any questions … but then the doctor was in 

a hurry and it was like, sign, sign, sign … if you don‘t sign there‘ll be no 

operation … and … I could tell that she was still concerned and I sat down 

                                                        
60  Whitefella is a term referring to non-Indigenous people 
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with her and had a talk and found out that she actually thought, that … her 

child had a boil on his head and she actually thought they were effectively 

going to do brain surgery and going to open up his head and she just had 

concerns that she signed away the right for them to cut her son open … for 

things that they weren‘t going to do at all! 

KT: What alerted you to that? What made you think there was a breakdown 

in communication? 

Just the language that the doctor was using, it was all very medical. It was 

just spooled off a reel and there was no actual questions so to speak … I 

mean they had questions but they really weren‘t questions to be answered … 

it was more to please the doctor, they‘d (the doctor) ask something and if he 

thought that he got no response, she didn‘t have any questions … um and 

just looking at her, I knew, her facial expressions showed that she was 

really, really worried … the reluctance of her to sign the form in the first 

place, and then I just felt like she felt like she was under pressure to do so, 

so … um …  

KT: Was the doctor aware of that? 

Um … um. Neither answer is good. Cause if he was … I don‘t know whether 

he was actually aware that he … that she‘d feel under pressure … he should 

have understood because it was fairly plain to me that she was … and so … 

I just assumed that he was under time constraints, didn‘t want to get his 

superiors on the offside by wasting, in inverted commas, wasting too much 

time … on what was supposed to be a simple thing like getting a consent 

form signed … and um, I guess he prioritised other things above the 

understanding of that mother. (Rachel, RN) 

 

Rachel identified power relationships operating in this one scenario between the doctor and 

mother, the doctor and his ‗superiors‘ and possibly between herself and the doctor as she 

witnessed the interaction, but was reluctant to intervene at the time. Rachel chose the 

strategy of many nurses in relation to medical officers, of waiting until they have gone to go 

through information again acting as an ‗interpreter‘ of sorts and then stepping in as advocate. 

This is a powerful example from the data that covers many of the themes identified 

throughout the health participants‘ responses generally and shows the very personal burden 

placed on health professionals to operate in a context for which they are unprepared. In a 

follow up interview, Rachel referred to the incident with the mother, as one which ‗haunts 

me still‘. 
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6.6.2 Lack of ‘informed’ consent 

The most obvious example of the consequences of flawed intercultural communications and 

the powerlessness of Indigenous Language clients, was in regard to consent for medical 

treatments. Almost all participants expressed concern at the very dubious nature of informed 

consent in their workplace contexts. Informed consent in the Northern Territory requires that 

clients are provided with:  

‗appropriate, objective, truthful and understandable information about their 

condition and about proposed … procedures and programs, including 

expected benefits, perceived risks, alternatives, costs and fees …‘… in a 

manner that is easily understood by the client… www.nt.gov.au, accessed 

September, 22
nd

 2010).  

This issue affects not only clients, but also practitioners and health services that are vulnerable 

to litigation for not ensuring that consent is at all times, informed and freely and fully given as 

indicated by these responses from Sally and Stuart: 

People go for operations and they really don‘t know what the consent was 

about. There‘s huge holes, so it‘s a big problem, yeh. (Sally, RM) 

Oh yeh, for sure, it‘s got to … it does worry me because, well... We put so 

much emphasis on informed consent on the rights to make decisions about 

your own health care and you can‘t really do that … unless you completely 

understand. (Stuart, RN) 

 

Health practitioners know consent is often inadequate to meet the legal definitions and some 

health staff carry the knowledge at risk to their own well-being. The client is denied options 

because of a lack of perceived power in the situation. 

By rights they should have more information … but unfortunately I don‘t 

think we can say 40%, 60% to an Aboriginal person, and I don‘t mean to be 

rude, but I don‘t know that they would understand 60/40, benefit versus risk, 

even to get a consent, we need to fix your leg … there is a risk with 

anaesthetic, you can aspirate under anaesthesia, but that doesn‘t ever get 

done … a whitefella might say … what are the risks associated, they listen 

and then say hang on a minute mate, is there something else, can I go into 

the hyperbaric chamber? 

http://www.nt.gov.au/
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An Aboriginal person just accepts that … oh, I feel …, hang on a minute, do 

you understand that this is happening? So that scares me –absolutely … 

(Winny, RN) 
 

Again, the health professionals in knowing that consent is of doubtful standard feel the 

concern strongly. Winny also identifies the disempowerment and acceptance of Indigenous 

clients and notes the relative empowerment of non-Indigenous clients by comparison. 

Literature regarding clients in language concordant health care systems supports the notion 

that where language concordance exists, clients are better informed and more empowered 

about their treatment (E. Wilson, et al., 2005). 

6.6.3 Summary of power issues 

Power in a post-colonial context is of central concern. From the data presented, issues of 

power, powerless and dominance are both overt and covert. This section has identified that 

health professionals within hierarchical health systems can both exert and experience power 

and dominance. Evidence of unequal power relationships is found in the acceptance of a lack 

of informed consent for Indigenous Language speakers.  

6.7  Theme: Individual and systemic barriers - cultural danger  

Literature focusing on intercultural communications in health care is often full of research 

that has identified barriers to successful information exchanges (J Betancourt & Jacobs, 

2000; Blackford, et al., 1997; Buttow, 2010). Commonly, the literature tends then to 

categorise barriers in terms of individual and system barriers as a useful way for considering 

strategies to overcome them. Similarly, in this Intercultural Health Care Communication 

study, findings could be seen to fall into categories of individual and system barriers. 

Systems however, are comprised of individuals and it becomes relatively easy to pass 

responsibility for problems to a nebulous entity known as a ‗health care service or system‘. 

With this in mind, therefore, I suggest that these findings do not fit discretely into only one 

theme, but into many, such as the theme of acceptance and becoming complicit, for example. 
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The acceptance of a lesser standard for Indigenous client interactions also intersects with 

themes of powerlessness and systemic barriers. Health professionals may perceive 

acceptance of a lesser standard as reinforced by the health care services response to 

Indigenous clients and the wider social influences that support these responses. 

6.7.1 Attitudes to Indigenous Language speakers 

For a number, there was a tendency to identify clients‘ English language deficits as the most 

obvious barrier to effective communication and health care. For some, like Penny, RN, this 

went further to suggest the Indigenous clients‘ capacity to understand certain health concepts 

is the problem. Penny‘s statements to this effect were said with assurance, as if the 

knowledge is common about Indigenous clients and seemingly with a presumption that I 

might share the same perception. This is reflective of the wider social discourses identified 

by Browne (2005) and others (see Chapters 2 and 3). Deficit responses to Indigenous 

Australians abound in policies and responses that reinforce notions of superiority and 

inferiority. 

The concept that ‗Aboriginal people‘ simply cannot understand some matters, although 

tentatively expressed, is prominent in the responses of other participants and through 

observations and personal communications. It illustrates a commonly held view and wider 

social discourses that Indigenous Australians do not have capacity possessed by non-

Indigenous cultures. Dominance and a construct of the Indigenous person as passive are also 

consistent with portrayals of Indigenous Australians. For example, ‗Aboriginal people 

always follow‘ according to Cathy. Yet in other communications, it is acknowledged that this 

perception might be flawed, as Indigenous clients might appear to follow or agree and then 

do something entirely different, which may be an example of resistance. Alternatively, it 

may also be yet another example of a gap in communication, where a message was thought 

to have been received but had in fact not been taken on by the recipient. 
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Denise identified the existence of negative responses to Indigenous Language clients that she 

found disturbing and implicated in the high staff turnover: 

I‘ve seen people being very resentful towards the Indigenous, because of 

that … It‘s like they blame them … and a lot of people will say, Well, why 

don‘t they learn English? Which I think is really wrong. (Denise, RN, 

ACCHS) 

 

Others participants expressed their belief that Indigenous Languages are ‗simple, or 

simplistic … primitive and unsophisticated …‘ implying notions of superiority and inferiority 

between English and Indigenous Languages. A number of respondents commented on the 

need for simple explanations of complex health issues for Indigenous Language clients and 

families, linking their belief to their perception of Indigenous Languages as ‗simple‘.  

… their language is simple (researcher‘s emphasis added) … and when they 

say wiya- no, wiya is wiya and they‘ve got the facial feature to match … so 

sometimes they find that confusing, um and trying to find the words to 

express the complexities of…, you know, how do you explain ventilation … I 

call it the wind machine, blows wind into the lungs, so you‘ve got to find 

language that‘s not derogatory, but also simplified enough … (Winny, RN) 

 

In the absence of any real education or language awareness, health professionals may well be 

set up to fail and clients set to remain uninformed. Such assumptions about language likely 

underpin how much information is shared, how much Indigenous Language speakers are 

involved in decision-making processes and how much effort at a system level goes into 

facilitating a more equitable exchange of information.  

Sally and others were concerned by the low priority given to Indigenous Languages within 

the system. Although not always prominent in her own mind, Sally suggested that the 

disparity became more apparent in the health services‘ and colleagues‘ response to other 

non-English speaking people from overseas.  
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We don‘t actually give a lot of weight to the fact that this is second language 

country, that basically most people speak English as a second language … It 

only comes to the fore when someone‘s from Thailand, that we actually... I 

think interpreter services aren‘t used really at all … (Sally, RM) 
 

She began to question why the interpreter was routinely called for other language speakers, 

but not so routinely for Indigenous Language speakers. Sally concluded that system 

pressures, financial and attitudinal may in fact dissuade staff from using available resources. 

She finally also concluded that a lack of awareness about the need for interpreters might also 

be a factor. Sally suggested that she would like some actual evidence to assess the value of 

calling or not calling interpreters for Indigenous Language speakers, alluding to a concern 

that perhaps there is an unconsidered cost in not using them.  

You are conscious of the cost of interpreter services so there‘s … when it 

comes to Indigenous Languages … the clientele is such a big population, so 

there‘s an understanding of well, you know, if we were getting an interpreter 

for everyone it would cost a fortune, whereas there‘s only the odd Thai 

speaker or Cantonese or so … but I don‘t think that‘s an excuse. I don‘t 

think we utilise interpreter services enough …  

(if you did use them …) You get better quality … and actually … it would 

cost the system less because in the end? You won‘t have the AWOLs
61

 who 

you have to readmit, because they had to go to a funeral … you see it all the 

time … (Sally, RM) 
 

The false economies that seem to drive practice for some are understandable in the context of 

the overt and covert messages that health professionals are subjected to with frequency. As 

noted previously, the Northern Territory Government had a history of overlooking the needs 

of Indigenous Language speakers in the expectation that all would and should speak English 

well enough to ‗get by‘. The acceptance of the standard of speaking enough English to get by 

was identified in the responses of health personnel in this study and in the attitudes and 

beliefs of Indigenous language speakers whose self assessed competencies were somewhat 

flawed (see also Chapter 7). 

                                                        
61. AWOL—Absent without leave—discharged against medical advice. See also TOL. 
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6.7.2 Labelling  

Health professionals were quick to recognise the impact of their communication experiences 

on those in their care. A common consequence was that of labelling clients for their 

perceived deficits, rather than reflecting on any systemic or professional deficits. Not all 

respondents saw this so uni-directionally, acknowledging that to some extent, the deficit was 

their own and due to the system in which they were employed. Both Sally and Rachel noted 

how the limitations of their colleagues‘ exchanges often resulted in labelling of the client as 

‗difficult historians‘, as the following comments illustrate:. 

Sally: I often read in notes ‗difficult historian‘. 

KT: So clients are labelled as ‗difficult historians?‘ 

Sally: It‘s written in the notes all the time, all the time... placed back on the 

patient all the time and it‘s really probably just a lack of understanding. 

(Sally, RM) 

 

KT: Is that common? (labelling clients) 

Rachel: Oh yeh … Not compliant with this, not compliant with that, … as 

opposed to somebody just choosing that that‘s not the best path for them, 

whatever that be, whether that be … not taking medication or for anybody 

having dialysis choosing not to have dialysis or … loads of choices that 

people get termed either compliant or non-compliant, whether they‘re actual 

choices or not. Those massive communication barriers can cause negative 

connotations, like that, which stick and they don‘t just stick for that 

individual. Um … I feel like everybody‘s pre judged before they walk 

through the door. (Rachel, RN) 

 

Labelling and defining others is a powerful colonising strategy that has added weight in the 

context of Central Australian health care. Many Indigenous clients attending health services in 

Central Australia today, have been labelled and had identities imposed upon them through 

various government policies that continue to the present. Health professionals need to be able to 

reflect upon the impact and power of such labelling in order to challenge the status quo. 
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6.7.3 Workforce issues —‘The short termers’ 

Higher levels of staff turnover and challenges in recruiting to positions are a constant 

influence on Central Australian health workforces. The major hospital in Alice Springs 

experiences a regular exchange of staff who stay for short periods only—ranging from 

weeks, to several months. Remote health services in recent years are increasingly reliant on 

agency staff employed for relatively short periods as well, making the implementation of 

PHC programs difficult (Davey, 2010). 

Some longer-term respondents noted what they saw as a change in the motivations and 

attitudes of staff toward Indigenous people in Central Australia. Remote Area Nurse Cathy 

seemed disheartened by the changing attitudes she has encountered during her lengthy 

employment, spanning some thirty years in the region.  

To me nowadays … ‘Aboriginals are a pain’ … that‘s the feel I get from 

people, the nursing staff who come for three months … just come for, you 

know, I‘m just getting money. They really do the long stayers a disservice 

because they‘re really not interested … unless they‘re a nice sort of person. 

Any how … They go through the place and they cause so much trouble. They 

create new rules, no-one‘s allowed to use the washing machine, … each one 

that comes though, with hospital mentality, and they come into a community 

and they don‘t understand how difficult it is for the people living in the 

community, how important family is… community life is just so different. 

(Cathy, RAN) 

 

Sally also pointed out the dangers of putting people straight into short term positions without 

adequate preparation, particularly those overseas trained nurses who may not know the 

historical, political and cultural contexts of Indigenous health in Australia. Sally sees this as 

another example of colonisation of Indigenous people, of ‗strengthening the whip that was 

always there anyway …‘  

Lots of people doing three month contracts… Doctors who just don‘t 

understand … the fact that there‘s multigenerational unemployment and 

social security … that‘s sort of impacting on culture … people are coming 

from India now saying well, what the hell! There‘s a lack of cultural 

understanding … ‗these people are given everything‘. That‘s really 
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permeating our environment, creating more intolerance … the African 

nurses, they don‘t understand all that sort of stuff … in many ways it‘s just 

strengthening the whip that was always there anyway … I think we all know. 

It‘s a subtle thing that has always been there. (Sally, RM) 

 

6.7.4 Summary of individual and system barriers 

Individual attitudes, assumptions, beliefs and understandings about ‗the other‘ in intercultural 

encounters have been shown to influence the way in which Indigenous Language speaking 

clients are regarded by health professionals. For many, their beliefs and assumptions are based 

on untested hypotheses about Indigenous people, by non-Indigenous people. This is not to 

suggest that the same does not occur with Indigenous people making assumptions about others, 

as there is evidence of this also presented in Chapter 7. This section also identified system 

barriers such as workforce turnover and health services lack of preparation and resourcing for 

intercultural communication. 

6.8  Theme: Toward culturally safe communications 

As noted in 6.6 health professionals felt largely unprepared and unaware of the need for 

preparation to communicate with Indigenous Language clients. Trudgen (2001) has been 

advocating for the health professions to take the needs of Indigenous Language clients more 

seriously. He and others have identified a number of practical strategies to this end, including 

mandating Language lessons for health professionals, employing and using more accredited 

interpreters and developing health literacy resources (Franks & Curr, 1995; Trudgen, 2001). Not 

all of the strategies identified in the literature is always practical or appropriate to the Central 

Australian context. However, the following findings were suggested as having the potential to 

enhance the cultural safety of communications in health care services provided to Indigenous 

people. 
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6.8.1 Preparation – ‘it finally twigged’ 

The preparation of health professionals who are mostly monolingual English speakers was 

virtually non-existent among those interviewed for this study, with a perception that their 

experiences were similar for their colleagues. Most were left to learn about Indigenous 

communications through trial and error, to have it finally twig, or the penny drop
62

! The 

knowledge acquired in this way was mostly unevaluated knowledge based on a colleague‘s 

experience and/or theorising about what was occurring within intercultural health care 

communications involving Indigenous Language speakers. All identified the need and desire 

for enhanced preparation for the context of intercultural communication in Central 

Australian health services and the potential consequences of not having adequate 

preparation. Short term contracted employees and overseas-trained staff were perceived as 

particularly vulnerable to misunderstandings in their encounters with Indigenous Language 

speakers. The absence of formal programs to prepare staff and disincentives for using 

available resources was seen by some as institutional racism on the part of health services.  

Every health professional interviewed commented on their lack of adequate preparation and 

even lack of awareness of the need to prepare for working with Indigenous Language 

speaking clients. Sally was one who had at least attempted a little preparatory study, but 

realised after being in the setting that this was insufficient. 

… I‘ve just done subjects looking at cross cultural … really just pretty 

simple subjects through university... even in the Masters course, that one 

that we did was really … it was pretty basic … it was establishing an 

understanding of your culture and that you‘re in a different culture. And just 

discussions with people, and living in places where there‘s another 

language but not really a lot. I‘ve not done any courses through IAD
63

 or 

anywhere and yeh, like I‘ve definitely read Trudgen‘s book.
64

 I tried to think 

about the whole … cultural things behind language, but probably more than 

a lot of people who have never been here before … but I think when you‘re 

here for quite a while you think it‘s never … never really enough. (Sally, 

RM) 

                                                        
62  Finally twig is vernacular for to realise something, similar to the phrase, have the penny drop. 

63. IAD see abbreviations. Institute for Aboriginal Development in Alice Springs offers a range of IL courses. 

64. Confirmed as Trudgen‘s Why warriors lie down and die—a very valuable insight into the communication issues 
impacting on Yolngu health. 
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It was of interest to note that of the 11 health professionals interviewed, several had trained 

in New Zealand where cultural safety is an integral part of the nursing education curriculum. 

Some of these participants noted that they perceived a different philosophy between New 

Zealand and Australian practice settings toward the issue of Indigenous languages and their 

importance to health and health care outcomes. 

For sure, Yes, yeh … the way the training was set up back then, they used 

the term cultural safety... It was a nationwide exam, on cultural safety—if 

you failed, you failed your whole exam …  

KT: Having come here is there a different philosophy towards working with 

Indigenous people? 

For sure… it seems that it‘s more complex. So many different language 

groups … maybe is the difference, I‘m not sure and it‘s maybe not out there 

in the media, as much... in terms of the awareness... (Stuart, RN) 
 

For the majority of respondents, there had been no formal preparation for the context. Denise 

recounted her experience of being ‗orientated‘ to the Indigenous health environment in 

Central Australia: 

None, absolutely nothing … laughs … and funnily enough when I was 

orientated here, I came from a different state into this melting pot of cultural 

black and white, and walked into that unit and I had a preceptor and 

honestly I spent five days with her and she never said a word about anything 

that was Indigenous specific, not even on a clinical level, so it was like she 

was teaching me in a east coast hospital. You wouldn‘t have been able to tell 

the difference, and I remember asking her what ‗palya‘ meant and she said 

‘Do what I do and just smile at them if you can’t understand them …!‘ 

KT: Oh. That was good advice!  

And she was my preceptor!!! (Laughing) (Denise, RN, ACCHS) 

 

The ‗strategy‘ suggested by Denise‘s preceptor to ‗just smile at them…‘ is an example of the 

powerlessness some health professionals feel in being placed in a position for which they are 

unprepared. It may also be an example of democratic racism where the health professional 
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would like to provide good care, but is willing to accept the status quo without challenging it 

or their own place in reinforcing it.  

A number of participants mentioned the Health Department‘s Aboriginal Cultural Awareness 

Program (ACAP) as being valuable to their understanding of issues locally, but they were 

aware that this formerly four-stage course had been reduced to a single day for current 

employees: 

We had a four week orientation for RAN orientation and I think was only 

two days cultural component of it and I just found it fascinating. It was 

fantastic but it was too short. I think we need a lot more, because the culture 

is so foreign to us … and it would just help with our understanding and 

communication … (Mary, RAN) 
 

Mary found it too short and suggested it should be extended. Recently (2010) there has been 

a call to reinstate the full ACAP program, of which I have been an invited co-facilitator for 

some years. Also, medical and nursing staff have approached me and Indigenous colleagues 

to provide more comprehensive professional development in intercultural communications 

(Palmer-Thompson, 2010, personal communication). The interest and demand is perhaps 

indicative of a growing realisation among health professionals to be better equipped for this 

essential element of their practice. 

6.8.2 Whose deficit is it? Decolonising through re-orienting thinking 

For Tanya, employed in an Aboriginal-controlled remote PHC setting, she expressed the 

view that the onus should be on the health professional to become better equipped, through 

their own effort to learn the local Indigenous language. In a remote context, there is usually a 

main Indigenous language associated with a specific community. However, in the 

community health and hospital contexts, there are multiple Indigenous languages 

encountered. Tanya expressed a number of times, the need for the health professional to be 

the one who should and could make more of an effort, reflecting on herself as the one with 

the deficit, in the given context.  
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… yeh, it‘s just frustrating. I think you have to make an attempt to try and 

learn it … [Language] so when I worked out there, I did try and learn it and 

we had boards up so people would teach me a new word everyday and we‘d 

do things like that … (Tanya, RAN, ACHS) 

 

 
Cathy, Remote Area Nurse, felt even a little effort to learn a Language would be helpful in the 

practice setting: 

 

Because people relax more when they think that you‘re trying to understand 

or accept that they have another language … which a lot of white people 

don‘t. And it breaks the ice and they‘re very busy teaching you how to say 

the words, and you just get a better rapport with people. (Cathy, RAN) 

 
Another benefit of staff attempting to learn language was the opportunity it provided for 

relationship building and reversal of power relationships. This identification of power 

structures and a conscious effort to subvert them is also part of decolonising practice within a 

cultural safety approach. 

6.8.3 Make the time! 

The issue of time arose repeatedly from participants in relation to the experience of 

intercultural communications with Indigenous Language speakers. Health professionals 

stated that they ‗… don‘t have time‘. Communication and care therefore take more time and 

yet the system does not provide enough time. Most of the responses relating to time, came 

from hospital employees more prominently, but were also cited concerns of community 

health nurses. Time was critical and having to communicate with Indigenous language 

speakers who took more time than other clients, lead to impatience, suggestiveness, rushing 

and even bullying by some health professionals toward the Indigenous clients.However it 

was also noted that by taking time, responses and outcomes were improved. 

The issue of consent that concerned so many of the respondents was handled in an 

innovative way in the Aboriginal Controlled Health Services. Tanya described the use of 

taped scripts in the local language for specific issues. 
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… but as far as consent, and that, we had tapes that we played if it was for a 

preset thing, like if I did HIV screening, and I wanted to talk to them about 

HIV or syphilis or you know, one of those things, that I really needed to talk 

to them about it, I had a pre made tape in Language and then I would play 

that to them. 

It was what the tests are and why they‘re having it done and you know … 

yeh, so we used that and if it was consent for something like, well I need you 

to go to Alice Springs on the plane … and I wanted to negotiate, you know 

that patient negotiation stuff, then I would ask them if they‘d mind if we get 

a health worker in … or maybe I‘d use some family that would help me, yeh. 

(Tanya, RAN) 
 

The use of pre-prepared scripts and other resources such as visual aids and the use of 

narratives were also identified as facilitators of communication with Indigenous Language 

speakers that may actually save time through improved compliance and understanding. 

6.8.4 Making use of available resources. 

Although participants identified a lack of available resources, it was suggested that perceived 

disincentives to use what is available prevented staff from using supports that do exist. 

Aboriginal Liaison Officers (ALO), Aboriginal Health Workers and Interpreter Services are 

currently accessible in most health services in Central Australia, but they are not always 

utilised. The reasons for this vary from personal attitudes toward the need, the actual 

availability after hours, attitudes toward the time involved in engaging these resource people, 

versus the perceived effectiveness and the system‘s overt and covert responses to the need 

for such services. The tendency of staff to rely on family members was an issue that also 

came up in discussions of how practice is different in the Central Australian region. What 

would not be acceptable elsewhere seemed to have a level of acceptance in this context, 

either because of a belief that this was a culturally acceptable practice or because staff felt 

they had few options. 

Definitely I‘ve used Liaison but if you‘re on night duty you don‘t utilise 

them. There‘s no ALO around. You use them if there‘s no one around … but 

you can usually find a family member who‘ll do that translation … You 

might be on nights and you‘re in with a woman in labour and you don‘t call 

… if there‘s some family member you can get in you do … but essentially 
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you may be on your own with that woman. Then you use your pictorial 

resources which are great … the flip charts are great because you can grab 

those … and they‘ll happily sit and look through the pictures and the 

pictures demonstrate a lot, they speak a lot of words I suppose … so by 

using that you it will help but you get by without language a lot. (Sally, RM) 

 

The dilemma of a lack of availability of liaison officers after business hours is supported by 

observations from the field. During one period of my observation in the Emergency 

Department, I recorded the following observed incident in my field notes: 

An elderly Indigenous woman was in a cubicle waiting to be examined by a 

medical officer. It was late at night, very busy in the ED. A young male 

nurse was assigned to the old woman. He had been speaking quietly to the 

woman, who was in apparent discomfort and possible confusion. She was 

speaking in Arrernte, but no-one in the vicinity was able to understand the 

woman. A male medical officer suddenly entered the cubicle and tried to 

question the woman about her condition. His voice was raised and audible 

from well outside the cubicle. He started to tell the woman that she was 

‗bleeding from back there, so we’re going to have to stick our finger in 

your bottom to see where it’s coming from, OK.‘ The woman was facing 

away from the medical officer and just turned briefly, saying something 

inaudible to me from where I was standing. The young male nurse looked at 

me (as we were well known to each other) and raised his eyebrows. I took 

this as discomfort at what we had both just witnessed, as he then went to 

pull the curtain around the woman. The medical officer was already pulling 

on a glove and asked the RN to help position the woman. The medical officer 

continued to say in a loud voice that he was going to ‗stick my finger in your 

bottom now OK‘, which was followed by a very audible and English ‗Hey, 

what you doing there?‘ from the woman. 

‘It’s ok, it’s ok, finished now … we just had to see where that blood is 

coming from ok. All done.’ 

The medical officer left quickly, leaving the RN to reassure and comfort the 

patient. I spoke with the RN who was clearly distressed at how the 

examination had occurred. He wanted to ask about how the incident might 

have been done differently, asking ‗What are we supposed to do when there 

are no liaison after hours?‘ (FN, October 2008) 

We discussed possible alternate approaches to the same scenario in the absence of available 

ALOs. Cultural safety as outlined is about how things are done, not what is done. Given the 

lack of available ALOs after hours and a gender choice at the time, the young male RN was 

making every effort to be respectful and discrete with the woman. The medical officer might 
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have followed suit and spoken in a more discrete manner, giving the woman time to 

comprehend what was required and why. An offer could have been made to obtain female 

staff for this procedure if possible. 

Of the people interviewed, most respondents genuinely wanted to improve their own and 

their colleagues‘ skills in communicating with Indigenous language speakers. Rachel 

identified the need to better inform staff of what services are available and promote their use.  

… they should promote that they have an interpreting service better! They 

should promote the services that are available … because I find often on a 

weekly basis, I‘ve learned that services have been in place for a while and 

just didn‘t know, so actually having proper promotion available would be 

handy, so you can actually use what is available, cause if so don‘t use them 

the funding gets lost as well … so you do need to use what‘s out there … 

(Rachel, RN) 

 

Others expressed the need for communication specialists, beyond the Liaison Officers and 

Interpreters, whose sole responsibility was to ensure consent was obtained appropriately and 

to audit and develop the communications skills of staff. The limitations of Liaison Officers 

and interpreters who were not trained in medical terminology and concepts were frequently 

acknowledged as influencing the value of these roles, most specifically in the hospital 

setting. Winny was particularly concerned that her own communications, learned largely on 

the job, had never been audited. She also made suggestions about having special 

communication personnel and broadening the use of consent teams so that ‗we can do it 

better‘. 

I think we need to all go to cultural safety, communication lessons … all new 

doctors. We all struggle and we all try to be polite, we all try to be culturally 

sensitive, … No-one‘s looked at us and audited us … to say ‗Win that‘s nice, 

but you were smiling your head off when you said he‘s going to finish (die) 

…‘ You need a team that can go round and look at communication, look at 

communication incidences, and give some feedback …Aboriginal Liaison 

maybe could have a special communication person in their team come round 

… audit the wards and say any communication issues? (Winny, RN) 
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Whilst there were identified system changes that could be implemented, many of the 

respondents accepted that they could make small changes within their own practice. The 

improvements identified in the findings included organisational changes such as increasing 

the availability and expectation of staff to utilise Indigenous interpreters, liaison officers and 

health workers and other communication specialists. Facilitating Indigenous language 

lessons and cultural awareness education for employees was also mentioned. On a personal 

level health professionals need to make use of reflective practice in order to provide 

culturally safe communications with Indigenous Language speakers. 

6.9 Summary 

This chapter has provided an overview of the data provided by English-only speaking health 

professionals from across a range of venues, health service models and disciplines. It was 

shown that all participants rated communication with Indigenous Language clients as a 

major challenge and one for which they were and remain mostly unprepared. The costs of 

this gap in preparation are borne by both the clients and the staff and consequently the 

community at large through ineffective and sometimes harmful health service delivery. Staff 

knew that differing standards of care and practice existed in relation to Indigenous clients. 

Many either accepted these differing standards as an implicit part of the environment, an 

inexcusable part of the environment or an unexamined aspect of practice that few wanted to 

reflect upon. All identified the need for greater preparation and skills for intercultural 

communications with Indigenous clients. 

The next chapter gives voice to the experience of Indigenous Language clients in their 

efforts to communicate health care needs within an English dominated system. This voice 

however is reflective of the experience for Indigenous Language speakers in health settings, 

with the respondents adapting their approach for the English-speaking researcher. It had been 

the intention to conduct interviews in the participants‘ first languages and obtain translations 

for analysis. Why this was not the outcome is discussed in the next chapter. 
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Chapter 7 

Indigenous First language speakers: my veins are aching and they 

don’t even tell us why… (Ngangale) 

7.1 Introduction  

Intercultural health care communications in Central Australia are arguably among the most 

challenging of any practice setting, because of the potential for ineffective or failed 

communication to go unrecognised. Ngangale was not alone in suggesting that much of her 

health care happens in a vacuum of adequate explanation and information. Her comment that 

her veins would ache from having blood taken, but not being told why this procedure was 

necessary, exemplifies the experience of all of the Indigenous participants interviewed in this 

study of Intercultural Health Care Communications. Yet her comment would likely surprise 

some health professionals who may believe they had provided an explanation for the 

procedure. 

It must be acknowledged at the outset of this section that the interviews conducted with 

Indigenous Language speakers by an English Language speaker, were limited and affected 

by the exact same issues outlined throughout this Thesis. Certainly, the information obtained 

would have been of a different quality had the interviews been conducted in the first 

language of participants. However, participants‘ relationships with the researcher and 

confidentiality concerns meant that the participants preferred to speak directly to me, making 

the effort in English that I was unable to make in their first languages. Never the less, what 

came from this study‘s interviews was a rich and appreciated voice of Indigenous Language 

speakers that provides a mirror to the responses of English-speaking health professionals. 

This chapter presents the findings of interviews with Indigenous First Language speakers, 

albeit conducted in English. It also highlights examples of communication issues that arose 

during the interviews, for both participants and me, as well as from videotaped 
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communications obtained from the midwifery setting and field observations. In all, four 

Indigenous First Language speakers were interviewed. Two additional Indigenous First 

Language speakers were also observed via videotaped encounters, being interviewed for a 

health history by a medical officer and receiving some brief health education regarding their 

pregnancy. In addition, field notes and observations conducted throughout the research 

period provide additional data. 

The participants represented Arrernte, Luritja and Pintupi Language groups (see Figure 3 in 

2.7.1). Kinship or classificatory names used for Indigenous participants are not the 

participants‘ actual kinship names, as an additional layer of confidentiality. The pseudonyms 

used therefore as shown in Table 3, (in 5.4.2) are: IFL 1 –Nungarrayi; IFL 2 – Jakamarra; 

IFL3- Ngangale; IFL4-Naparrula; IFL 5 Nakamarra. (Omitted from data due to concern over 

consent.) There was a point during interviewing that Nakamarra rose on the pretext of 

checking on her children nearby and didn‘t return. Knowing the participant well, I 

interpreted this to mean she was uncomfortable with the process and was uncertain. Once I 

put the recorder away, Nakamarra appeared more relaxed). 

7.2 Overview of main results 

As outlined in Chapter 6, this Intercultural Communication Study set out to answer five 

research questions (see 1.11). The same questions put to Indigenous Language participants 

sought their perspectives as health service users. The main change in question focus was 

concerning preparation for the experience of intercultural communication in health care. This 

question was reframed to ask what knowledge and preparation Indigenous Language-

speaking participants thought were necessary for health professionals. The results in this 

chapter are organised in themes and sub-themes as per the health professional group. 

However, it also includes findings from my own and other‘s communications, videotaped 

encounters, field observations and health resources and targeted communications that were 

evaluated.  
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The findings outlined in this chapter share some commonalities with the health 

professionals‘ findings summarised in Chapter 6. The experience of intercultural 

communication in Central Australian health care was also characterised as frustrating, 

stressful, disempowering and inadequate for Indigenous Language speakers. However, it was 

also experienced as frightening and even life threatening in some instances. The maintenance 

of people‘s first language was of primary importance to health and well-being, and 

participants felt better about the service they received when health professionals simply 

acknowledged the client‘s language and/or made efforts to use even small amounts of 

Language. The use of interpreters and Liaison Officers was generally considered necessary, 

although some cautions were expressed about using Indigenous staff who were members of 

the client‘s community. These related to concerns about confidentiality and possible cultural 

restrictions on interactions between Indigenous people based on gender or kinship structures. 

There was also an undercurrent of possible racism or at least negative attitudes both from 

and toward Overseas Trained health personnel. The findings from this small sample of data 

were nevertheless worthy of comment as the responses were unsolicited.  

Within this chapter, given the smaller number of Indigenous First Language participants, 

data were organised according to the themes identified. These are: 7.3 Power and 

powerlessness- ‗the doctors don‘t tell them‘; 7.4 Fear and oppression – ‗some people are 

dying…‘; 7.5 Closing the gap in intercultural communications – talk right way; 7.6 Cultural 

dangers– individual and systemic barriers; 7.7 Beginning awareness – some linguistic 

features. See Figure 8 Summary of Indigenous Language Speakers‘ Themes. 



 

  189 

 

Figure 8 Summary of Indigenous Language Speakers’ Themes 

7.3 Powerlessness and privilege— ‘the doctors don’t tell them …’ 

(Jakamarra) 

Indigenous Language speaking participants identified a sense of powerlessness as pervading 

their experience of communications in health care in Central Australia, as highlighted by 

Jakamarra‘s comment that the doctors often did not tell Indigenous people what was wrong 

with them or at least not in a manner meaningful to them. Fear, lack of understanding and an 

inability to make informed choices influenced the Indigenous Language speakers‘ 

experience of health care in Central Australia. All Indigenous Language participants 

revealed their belief that they receive insufficient or incomprehensible information from 
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health staff. The embarrassment or ‗shame‘
65

 felt by Language speakers who may not fully 

understand the words used by health professionals, is illustrated in the opening lines of this 

thesis and in the following excerpt from Jakamarra‘s interview. 

Some Aboriginal people they don‘t know what‘s really wrong with them. The 

doctors don‘t tell them. They just might tell them … you gotta have an 

operation, but they don‘t know what for… they don‘t know that doctors are 

really good one … they might get frightened. They might think he doesn‘t 

know what he‘s doing. They don‘t know he‘s really ninti
66

 one—those 

special doctors. They don‘t know words like angiogram … you know. And 

the doctors, they speak hard English, not even like plain English. We don‘t 

know those words … People might just go away and die because they are 

too frightened to have an operation, just because they don‘t know … 

(Jakamarra) 
 

As shown in Jakamarra‘s statements above, being frightened of the unknown consequences 

adds stress and impacts on compliance with medical treatments. Ngangale agreed that it is a 

major problem that people are uninformed about their illnesses. She identified the need for 

interpreters for the ‗hard English‘ words that health professionals use.  

It is sometimes a problem you know because they tell their family the doctor 

didn‘t tell me what, why I‘m here and what sickness I‘ve got and sometimes 

that really makes the family very upset … because they‘re not told what they 

got or why they here. That‘s a big problem, not sometimes, it is (speaker’s 

emphasis) a problem for community people, like for big words we need 

people to interpret the language, awa,
67

 like we need interpreters to 

interpret what the doctors are saying, what the nurse are saying … 

(Ngangale) 
 

Ngangale also revealed that Aboriginal families talk about their experiences of health care 

amongst themselves and that could influence responses to seeking further treatment. She felt 

                                                        
65. See 10.4.  

66.  Ninti is Luritja for clever, knowledgeable (see 10. 3) 

67. Awa = yes in Arrernte. (see 10.3)  
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that poor experiences of communication or health care warranted an approach from 

community elders
68

 to speak to hospital staff.  

It is you know, yes, there is problems like … they not being treated very well 

in the hospital like, saying, you know, like rough things, like talking to them, 

not talking to them nicely, not being polite, being rude, that‘s what some of 

the families told me and I said maybe you got to get the elders to come and 

talk to them … (Ngangale) 

 
 

The experience of intercultural health care communication from Indigenous Language 

speakers‘ perspectives suggest it to be an uninformed, frightening experience that leaves 

some feeling powerless and making detrimental decisions for their health. The oral traditions 

of Indigenous people also contribute to ongoing fear and concerns as family members relay 

poor previous experiences to one another that can influence the uptake of services. It is for 

many Indigenous Language speakers an experience that is at odds with the efforts health 

professionals believe they make to overcome communication barriers. 

7.4 Fear and oppression – ‘I was really scared you know…’ 

As identified by the health professionals, the consequences of poor intercultural 

communication affect people‘s treatments and compliance. Although health professionals 

may think they have given information, it is not always given in an accessible or 

comprehendible way, especially for those Indigenous people who may be less familiar with 

the environment or having grown up in ‗the bush‘ as several people described themselves. 

Naparrula stressed the importance of feeling comfortable with her medical team and having 

procedures explained in a way that can be understood: 

No I was really scared, you know, what that for that that really long one, the 

white one … I ask him … to go in to my lungs … I ask him when you take to 

operation room, you know, that operation? No wiya,
69

 wiya no anything, you 

                                                        
68. Elders in an Australian Indigenous community are those people who are high in status and usually age, 

although not exclusively. They fulfill leadership roles. 

69. Wiya = Luritja for no.( see 10.3)  
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can watch it. They give you needle you know, make em nun (numb) … yuwa, 

and I said you alright, I go with you. (Naparrula) 

 

This quote from Naparrula highlights the difficulty of even those encounters that were 

anticipated to be easily understood due to the participant‘s self assessment of their English 

proficiency as good. Naparrula is an interpreter for an Aboriginal Controlled Health Service, 

yet there was difficulty for me in following who was giving reassurance and who was 

actually being quoted in this scenario. The tendency not to distinguish a change in speakers, 

is common among Indigenous Language speakers. A narrative is being ‗played out‘ for the 

listener, who is expected to know who is meant to be speaking at a given point. 

No I was really scared is Naparrula talking to me, reliving the feelings during that 

experience. She then switches to reporting her conversation with the doctor, asking about 

what the equipment is and how it will be used. There is some implied understanding that 

Naparrula has now asked the doctor what will happen in her operation, as in will she be 

asleep during the operation, even though this has not been said. She then relays the doctor‘s 

response, confirming to her that she will not be asleep, but she will be able to watch the 

procedure. I note the proposed change in speaker by the subtle changes in body language and 

facial expressions as if she is taking on the doctor‘s mannerisms. She will be given a needle 

to make her ‗nun‘ was confirmed by me as numb. Naparrula was then reassured enough to 

agree to go with this doctor, because she had assessed them as being ‗alright‘ or acceptable. 

Other participants, such as Ngangale, also suggested that health professionals often 

instigated treatment without the client being informed or knowing what was being done, why 

it was being done, and what were the implications of the treatment. For example: 

… so many people here, they said they come and get blood and never tell us 

why, my veins aching, and they not telling them why they taking it … 

(Ngangale) 
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This experience of having procedures done to Indigenous clients with very little explanation 

was supported both by the health professionals‘ responses and by personal observations as 

shown by the following field notes: 

The Registered Nurse (RN) continued over a period to take frequent 

observations, - did not interact at all with the patient, taking their arm for 

blood pressure assessments and placing thermometer in her ear without any 

verbal communication. (FN, October 2007) 

It might be argued that non-Indigenous people also experience minimal interactions at times 

with health practitioners intent on completing specific tasks. However, there was a notable 

difference in interactions when health professional and clients appeared to share a common 

language and common cultural backgrounds. The experience of being uninformed and 

disempowered is continued often in the printed communications intended for Indigenous clients. 

Signage and other visual information may seem benign, but continue to fail to engage 

Indigenous clients in a meaningful way as indicated in the following section: 

7.4.1 Signs and symbols 

Assumptions about Indigenous Languages and Indigenous Language speakers made by 

English speakers influence the written and other communications used by health services. 

Information intended to consider the English literacy levels across the region has resulted in 

a plethora of resources that are highly graphic in content and described as using ‗plain 

English‘. Signage is one example of the targeted approach to communications with 

Indigenous people looked at in the context of this study. Most signage was largely 

incomprehensible to Indigenous Language speakers, even when the text could be read. The 

following sign from the Alice Springs Hospital is one such example: 
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Figure 9: Signage in Alice Springs Hospital 

The sign above uses a graphic assumed to represent an abusive person as well as the 

presumably universal symbol for no or not allowed—the circle dissected with a line. The text 

however is laden with vocabulary that would pose difficulties for the majority of Indigenous 

Language speakers. During the study, I checked the comprehension of a range of Indigenous 

Language speakers concerning this sign and the symbol. One younger woman, who could 

read most of the words, reasonably suggested the symbol meant ‗no shouting‘ but was 

unsure of the consequences of doing so. Another thought the symbol was about ‗people with 

colds in their noses, not allowed, no coughing.‘ Yet another older woman who I had believed 

capable of reading the text surprisingly suggested that the sign meant ‗no visitors‘. 

Signage that is not developed in a culturally safe manner can also have the unintended 

consequence of stigmatising Indigenous people as the only ones being addressed, rather than 

a general instruction for all people within the health system. The consequences of this type 

of signage is that unless developed with input from Indigenous Language speakers, the 

information may be presented in a potentially offensive manner or remain uncomprehended 

by the readers. It is often presented in a simplistic fashion, rather than simple format that 
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enhances accessibility. This infantilising of communications directed toward Indigenous 

Australians has its origins in the wider social discourses that have shaped dominant culture 

responses, beliefs and attitudes.  

7.5 Closing the communication gap - ‘talk right way’  

Indigenous Language-speaking participants felt it was important that health staff knew how 

to talk the ‗right way‘ to Aboriginal people. Each respondent gave examples of having been 

spoken to in a rude or blunt manner that was described as ‗talking rough‘. On the other hand, 

‗talking right way‘ helps diminish fears and anxieties, and could lead to better outcomes for 

Indigenous clients: 

Talk like gently, yuwa, slowly, ask him better way—‗Oh how are you?‘ You 

know. You might when you talk rough way, you might think really oh this 

might be smart woman, I might walk away, you make me scared, you know. 

KT: What do you mean? 

Rough way, he might scared you know, I might think oh I don‘t want this … 

this not my nurse, he talking rough way to me, asking for everything. You 

gotta ask, sit down and ask: ‗where you from?… I from this place … and 

you got any family in your town?‘ Ask him you know, ‗you got any friend … 

come and sit with you?‘ and ask him … you know, ‗oh, can I have a look at 

you, check everything? and I said yes, you can check me, you scared from 

me? You talk like that you know. (Naparrula) 

 

Naparrula also points out the importance of the polite convention of establishing rapport as 

an example of ‗talking right way‘. This is a good example of what a culturally safe 

interaction could be in this setting. In most of the Central Australian languages, it is impolite 

to launch into speaking about the health related matter without first establishing the well-

being of all participants. Again, it is probably less important to know that about polite 

conventions in Indigenous communications, than it is to consider that such a practice is also 

essential to establishing trust with the client.  
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Whilst there is a concern that learning about Indigenous communications could limit 

understanding to an essentialist construct of interactions, Naparrula‘s exchange also 

demonstrates the interchangeable nature of pronouns and tense that occurs when some 

Indigenous Language speakers use English, switching ‗he‘ and ‗she‘ and between past and 

current tense (see Table 5 in chapter 7). If knowledge is not simply left at this awareness 

stage, then health practitioners might also consider the efforts many Indigenous Language 

speakers make to accommodate the health services‘ expectation to speak English. The 

responsibility for potential misunderstanding should not then be the clients alone.  

Ngangale felt it was important for health professionals to learn about Aboriginal people and 

their cultures in order to show respect.  

That‘s what we want, you know like if they coming they must respect our 

people that come in—they not showing respect to them. They got to learn 

first, so when they come in, because some non-Aboriginal people they come 

in and they haven‘t learned about Aboriginal people, in the community, so 

they can come and respect … (Ngangale) 
 

Naparrula also stressed the importance of relationships by sharing her experience of a 

hospital admission in which she wanted to keep the doctor she had first met in Emergency 

Department. Naparrula felt that continuity was important to help allay any fears but had not 

understood that the hospital has different doctors for different purposes until it was explained 

to her that the health professionals work in teams. It was important that staff know to provide 

clear explanations to people like Naparrula who described herself as ‗myall‘
70

, having grown 

up in the bush.  

Only I tried I met him in the casualty. I come from [remote community] … 

and they say me first one, you the doctor me, you bin see me the first place 

in Emergency room, casualty … you gotta see me … you my doctor …  

KT: So you just wanted the one doctor? 

                                                        
70. Myall – Aboriginal English term for unsophisticated, unworldly…can be derogatory 
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Yuwa, I want the one doctor, I don‘t want any doctor, you know, you know 

… I said tell em you my doctor, you gotta work for me, tjukuru
71

 straight, 

don‘t push me to ICU … yuwa?
72

 …I‘m scared you know. 

Yuwa, yuwa and I tell him and my doctor said, don‘t worry. I look after you 

and I always come and visit every time … you don‘t want that doctor from 

ICU, you talk to me. I‘m your doctor …and I always talk to my doctor and 

he always help me. 

I‘m happy, next round another doctor bin come, talk lovely way, not you 

know …  

KT: He talked a lovely way? 

Yuwa, good way for me and I said hello, (he said) I‘m doctor for your 

doctor, we work together, group, always sometimes they talk to me and I 

listened oh this is my doctor‘s group, you know working together … and I 

listened. 

KT: And they didn‘t speak too hard? They used good words that you could 

understand? 

Yeh, yeh and I tell him, you work this area … in emergency room … or you 

not from other room, and I ask him, Yeh we‘ll come for this ward, we‘ll 

work this group here, these doctors. Your doctor and me, we‘ll work 

together … we work for one company, and I listen and oh that‘s right 

…(Naparrula) 

 

Clearly, it made all the difference for Naparrula to understand that doctors worked in teams 

and communicated information to each other, and allowed her to pay attention instead of 

feeling anxious about being seen by different doctors. It also highlights how simple it might 

be to enhance the communications and compliance of Indigenous clients when time is given 

to providing an explanation of the system of mainstream health care. 

7.5.1 Construction of ‘others’ 

It was also evident from the data that communication issues were not restricted to those staff 

that spoke only English, which was not unexpected and is an issue worthy of further research 

given the increasing numbers of health personnel who speak a language other than English. 

What was surprising however, were the attitudes and responses toward overseas-trained staff 

                                                        
71. Tjukaruru –Luritja for straight, true  

72. Yuwa? Yes? OK? 



 

  198 

and the shifting responses this seemed to elicit between Indigenous and Anglo-Australian 

health personnel. Some of the health professionals encountered by IFL speakers trained in 

countries other than Australia, which introduced particular issues relating to preparation of 

staff. In fact, a recurring theme throughout both health professionals‘ and client participants‘ 

interviews were the unsolicited comments made about interactions involving overseas-

trained health staff for whom English is also a second or other language. These unsolicited 

responses were not surprising based on anecdotal evidence. However, the emphasis given by 

both participant groups was surprising.  

When first considering the research question for this study, my experience and observation 

of the numerous communication difficulties in health care settings primarily involved 

English only speakers. However, the changing demographics of the Central Australian 

workforce over the course of my research prompted some observations about the experience 

of communicating with Overseas Trained health personnel. By comparison, most felt that the 

English speaking non-Indigenous health professionals were actually ‗friendlier‘ and easier to 

understand. Naparrula gives an example of how she felt when interacting with overseas-

trained doctors.  

… we don‘t like those ones, Chinese and ones from Africa … they speak 

rough to Aboriginal people … white nurse they alright … they friendly ones, 

we can understand them alright, but not them other ones … if I sleeping 

there in the bed and Chinese doctor come round and ask ‗how are you? 

(Spoken with intended foreign accent) what happen in you community … or 

where you from?‘ You know. I get shy and I getting frightened and I couldn‘t 

talk to that Chinese and Indian, you know. I really get scared … Because I 

only understand whitefella doctor, you know. (Naparrula) 
 

The manner in which Naparrula ‗acted out‘ the part of the overseas personnel, applying a 

‗foreign‘ accent, was bordering on comical, but was also disturbing in that her experience was 

one of fear and possibly racism. Others also identified overseas-trained personnel as being less 

‗friendly‘ toward Aboriginal people. It has been identified in the literature that people who are 

themselves subjected to constant racialising may themselves racialise others (Freire, 1970/93). 
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7.6 Cultural safety- individual and systemic facilitators 

The attitude of English-speaking health professionals toward the use of Indigenous 

Languages was important to the participants. There was a suggestion that hearing staff make 

attempts to use an Indigenous Language felt ‗friendlier‘ and was the right way to talk to 

Indigenous people, as this exchange demonstrates:  

Yuwa
73

 that‘s good, some people talking Language that was really good, you 

know 

KT: People like to hear the nurses try to talk Language? 

Sometimes they talking Language to me … nyuntu
74

 palya? [transl.you 

OK?] Yuwa, I‘m right. 

KT: And you think that‘s good, some people talking Language to you? 

Yuwa, that was really good you know, some people talking Language and … 

some people you know, but when um like Indians you know … they can‘t 

(under)stand. All the white sisters really good, you know they learn in hurry 

… Yuwa, friendlier … Yuwa friendlier, you can feel it. You know, oh that‘s 

good, you talking Language for me, friendly. (Naparrula) 
 

A positive finding to come out of the interviews was the perception that non-Indigenous 

(‗white‘) nurses were seemingly more open to learning and using some Language, making 

understanding and relationships more positive than they had previously been. It was 

interesting to note that this outcome was in relation to Indigenous respondents‘ perception of 

overseas-trained personnel who were considered more difficult to understand when they too 

spoke English as another language. 

7.6.1 We need… our language speaker to be with us – responses to Interpreters in 

health care  

When asked about the need for and use of interpreters within the health care settings, there 

were mixed responses from the IFL participants. Although all agreed on the need for 

interpreters, there were some differing motivations and responses to their use.  

                                                        
73. Yuwa, Luritja for yes. (see10.3) 

74. Nyuntu = you in Luritja. (see 10.3) 
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Like yes, we need hospital to get interpreters, like I do [specific Indigenous 

Language group] … they need … (other Indigenous Languages) in the 

hospital because they need interpreter to interpret … 

Awa
75

 it is very important and it‘s very sad you know, because they feel very 

sad and they cry. We need people like our language speaker to be with us, 

that why we need interpreter. They want to know what disease they got … 

(Ngangale) 
 

The respondent in this instance was herself an accredited interpreter, so it was not surprising 

that she would see the need to involve interpreters. Others, including some of the health 

professionals have suggested that not all Indigenous clients are open to involving an 

interpreter, for cultural and personal reasons (Cass, et al., 2002). Unless the interpreter is 

connected appropriately via the kinship structures however, there is a concern about the 

interpreter being privy to the individual‘s private health information.  

The use of family for interpreting, whilst advised against with other language speakers, is a 

common practice within Indigenous Language speaking settings in Central Australia. 

Nevertheless, Naparrula warns of the danger of using family members as interpreters when 

the issue may be a gender-specific or culturally sensitive one, such as sexual health. This 

finding highlights the need for health professionals not to assume a cultural norm such as the 

acceptance of other family members accessing information, but then reveals another issue in 

emphasising the need to stick to gender lines where possible in sharing information: 

Yuwa, keep em secret … only doctors, my doctors and me, and only my 

friend … 

No I don‘t want to see my father come and listen sit with me and my mother. 

Only three, my friends, my sisters, my doctors. 

KT: So we need to know who the right one is for you? 

And I‘ll go to my doctor, doctor tell me, nurse tell me, you … which one you 

partner? … I give em a name, he treat my husband too, my friends, you 

know, because I play around with that man and he might give me sickness, 

you got to treat that man and friend and boyfriend. 

                                                        
75. Awa = Arrernte for yes (see 10.3). 
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KT: Yes, that gets really tricky! 

Yeh, don‘t talk to that families, nurse got to give it that doctor, doctor can 

treat em that man … 

KT: But keep it private … 

Yuwa keep it private, mens and mens, kungas,
76

 kungas … (Naparrula) 

 

Aboriginal Liaison Officers (ALOs) were also seen to play a positive role in facilitating 

intercultural communications and ensuring other social and cultural needs could be met. 

Naparrula gives the example of how liaison officers identify issues that may be missed by 

non-Indigenous health personnel. 

KT: Are people happy to talk to Liaison Officers? 

Yeh liaison office good, good help for people. Yeh. When they can‘t 

understand. 

Sometimes asking for old people you know, for pituri
77

 you know, mingkulpa 

they call for mingkulpa, yeh..Yeh and Liaison officers know what they want. 

Yeh. Sometimes nurses learn you know, ‗you want em mingkulpa … pituri … 

yeh?‘ (Naparrula) 

 

7.6.2 Importance of own Language – Keep that language strong… 

All IFL participants emphasised the importance of their Indigenous Languages for their 

sense of identity and well-being, reinforcing what has been stated in the literature. Rigney 

(2005) and Edwards (2005) both suggest that language is integral to well being and a sense 

of self. Indigenous Language speakers In Central Australia will often repeat pieces of 

information for emphasis.  

Well Language
78

 is very important because our oldies, they keep that 

Language strong because today our kids must learn English for our future 

                                                        
76. Kungas = women (Luritja) (see 10.3) 

77. Pitjuri or mingkulpa is a native tobacco that is used for pain relief, appetite suppressant and more commonly 
now as a social habit that gives users a sense of well-being (see 10.2). 

78. Language was confirmed as meaning the speaker‘s first language—an Indigenous language. 
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but our Language is very strong. If a person comes from a community that 

doesn‘t speak English very well they need somebody to interpret for them, 

because if our Language is gone … we must keep our Language strong. 

(Ngangale) 

 

For Ngangale, the strength of her language was repeatedly emphasised, giving weight to this 

point. It went to the heart of her identity and self esteem. It was felt that they attitude of health 

care systems toward Indigenous Language speakers had a role to play in ensuring an 

acceptance of language as a facilitator of health, rather than a barrier. Systems and policies that 

supported language choice, such as Interpreters, Liaison Officers and the availability of 

culturally appropriate resources were felt to be very necessary to ensuring positive health 

outcomes for Indigenous clients. 

Encounters between English-speaking health professionals and Indigenous Language speakers 

were enhanced by developing awareness of and ability to reflect critically upon intercultural 

communications. My own interviews and the videotaped encounters also revealed insights into 

the experience of communicating in the study context. These insights are useful for developing 

strategies to deal with any arising challenges. For example, the comparison in response to 

silence within intercultural communications is information that once understood, allow health 

professionals to modify their approach for more effective interactions with Indigenous 

Language speakers. Rather than ‗getting suggestive of things‘ as Sally stated, and feeling 

compelled to fill in the silences that are inherent in Indigenous communications, English 

speaking health professionals can accommodate for silence and avoid the perception of 

‗speaking roughly‘ or impolitely (see 7.7.3 Silence). 

7.7  Beginning awareness – some linguistic features 

Apart from the transcribed interviews that provided Indigenous perspectives on the experience 

of Indigenous Language speakers, the process of interviewing, along with my field 

observations, provided a rich source of some conventions of Indigenous communications. 
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Although not an aim of the research, the personal challenges I had whilst conducting the 

research, provided good examples of potential communication problems. English speakers 

such as myself may find these conventions challenging if we are unaware of their existence. 

This section presents some of the examples of Indigenous communication features that 

occurred in the process of intercultural communications during the research period. 

7.7.1 Code Switching 

As an English First Language speaker, I had planned to interview Indigenous First Language 

speakers in their first language and then have responses translated into English. This 

expectation seemed justified in light of the issues already identified as limiting the voice of 

Indigenous speaker, something I naturally wanted to avoid. However, this expectation was not 

congruent with the primary concern of Indigenous First Language speaking participants who 

wanted to demonstrate their polite convention of switching languages to suit the participants 

and contents of an exchange. I can only suggest this is what was occurring, as it became 

increasing difficult to obtain information in the participants‘ first language, for what was 

regarded as ‗my‘ story (Napaurrula). 

Harkins (1994) describes the criteria of code switching, a linguistic juggling act that 

demonstrates the skills of multilingual speakers. I have witnessed this countless times over the 

years without really recognising what was going on. Harkins (1994) explains that code-

switching or language choice will depend upon the subject under discussion. If the subject is 

considered a western medical issue, then English is the preferred mode, whilst a cultural issue 

would require the use of Indigenous Language. Location is another determinant influencing 

language choice. As most interviews occurred in either health settings or my home, it was 

deemed more polite for the participants to use English in my presence.  

For example, Naparrula was happy to speak with me about what she later described as ‗my 

story‘. In spite of suggesting that she might respond in her own language, we were sitting in an 

environment that was not her ‗country‘ and I was the only other participant in the encounter. 
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The subject matter, although deemed on face value to be of more direct relevance to 

Indigenous First Language speakers, was something that I initiated and therefore was more 

appropriately discussed in English. This has implications for the role and use of interpreters in 

health care settings, and is discussed in Chapter 8. The ability of Indigenous Language 

speakers to engage in code switching should not be taken as implying that interpreters are not 

necessary during health care encounters. On the contrary, this polite convention has the 

potential to leave participants in intercultural encounters vulnerable to miscommunication and 

misunderstandings and is something that needs further analysis and planning to accommodate. 

7.7.2 Potential for Miscommunication 

While English as a language employs question formats as the most appropriate means of 

eliciting information, Indigenous Languages have specific protocols for obtaining information. 

Access to information is governed by kinship structures that determine who may or may not 

give or receive certain details. Making requests for Indigenous Language speakers is a 

circuitous process rather than the linear approach employed routinely by English language 

speakers.Eades (2009) provides a detailed account of Indigenous questioning styles from her 

research conducted in South East Queensland. Much of her accounts are mirrored in the 

questioning approaches and responses found in Central Australian Indigenous Languages as 

well. Field notes provided numerous examples of interactions that were not recognised as 

questions and responses within health care settings. The routine request for information from 

an Indigenous individual for example, is often met with silence and then a response via a third 

party known also as triangular communication. 

7.7.3 Silence 

Silence is overt and integral in Indigenous Languages from the Central Australian region. 

Several things influence the role of silence for Indigenous Language speakers in an 

intercultural context. Firstly, silence is indicative of showing a respectful consideration of a 

topic. Secondly, if there is a need to translate between languages there may be a lengthy pause 

as this process takes place internally. Alternatively, there may be a need to consider the 
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implications and intentions behind certain information, resulting in lengthy pauses. During the 

videotaping of interactions on the midwifery ward, Indigenous participants would be mostly 

silent throughout, prompting the English-speaking health professionals at times, to fill in 

silences by repeating questions. Pauses of 4 seconds were frequent throughout, which can be 

disconcerting to English speakers who do not often accommodate silence comfortably. 

7.7.4 Gratuitous concurrence 

Direct questions will often elicit an agreement response that English First Language speakers 

may mistake as a genuine answer, when what is occurring for the Indigenous speaker is simply 

the polite convention of not contradicting (Bain, 2005; Hargraves, 2001). This can be a 

potentially dangerous situation for participants. For example, in one of my documented 

interactions with a child who was experiencing obvious growth problems, the young mothers 

was asked if their child had eaten today or taken certain prescribed medications or nutrition 

supplements. The common answer given to health professionals, including on this occasion, 

was ‗Yes‘. This response may or may not have been accurate and the health professional may 

be challenged to work out which is correct. This convention is not deliberately misleading, but 

a preference to maintain harmony between participants and to provide an answer that is face-

saving for the responder and pleasing to the recipient. 

7.7.5 Use of Pronouns, Tenses and Repetition 

When speaking in English, Indigenous Language speakers can also switch pronouns and 

tenses, or use repetition as a linguistic device. As documented in my field notes, it was 

common to hear the Indigenous First Language speakers change pronouns or use the wrong 

pronoun for the same person within a single sentence. For example, a woman about to deliver 

her first child was referred to at times as ‗he‘ rather than ‗she‘. This can create confusion for 

the health professionals trying to obtain information about individuals. 

On numerous occasions all Indigenous Language speakers provided answers in which the tense 

would change within the same sentence or paragraphs making it difficult for me as an EFL 
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speaker to be sure as to whether we were speaking about past, present or possible future events. 

One of the participants who seemed to do this most frequently was an interpreter for health 

services, raising the issue of potential miscommunications even when using an interpreter. 

Throughout their interviews Indigenous First Language speakers would frequently repeat 

phrases that contained what they felt was important information, signalling the listener that this 

was something significant. 

7.7.6 Eye contact 

As Indigenous Languages are orally/aurally transmitted, listening skills are highly developed 

from early childhood. Unlike English communications, there is no need to look directly at the 

speaker in order to show attention. Certain cultural mores also govern the use of eye contact, 

precluding some individuals from making direct eye contact in certain situations. Furthermore, 

it is considered a sign of respect when listening to a person of some perceived authority, such 

as health professionals, to look down while being spoken to. These conventions governing eye 

contact are of course context and situation specific. This is one convention however that is well 

known, by non-Indigenous English speakers, who often advise newcomers of what they 

believe is the strict requirement not to make eye contact with Indigenous people in Central 

Australia. 

This is not so much a requirement, but a need to understand that eye contact is governed by 

cultural mores and is not necessarily an indicator of disinterest or a lack of comprehension if 

the listener is not providing eye contact at times. This aspect of communication is a good 

example of the limitations of transcultural theories and prescribed approaches to 

communications. Since peoples‘ life experiences and capacity for adaptation to different 

contexts means that whilst it is a commonly observable event, not all Indigenous Language 

speakers will necessarily avoid eye contact with English-speaking health professionals. 

7.7.7 Non-verbal communications 
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Indigenous Language speakers are known to incorporate a substantial range of non-verbal 

communications that are not always recognisable to English Language speakers. Facial 

gestures and hand signals are routinely employed in local Indigenous communications. Whilst 

English similarly uses non-verbal communications, these are less prominent than Indigenous 

non-verbal communications, which are complete languages in their own right. Traditionally, 

non-verbal communications were used during bereavement periods and for maintaining 

silences during hunting and warring expeditions. Like other languages, which develop in 

response to new situations, contemporary Indigenous hand signals and facial gestures include 

signs for smoking, for being held in police custody, and for money. Health professionals who 

acquaint themselves with some of the common non-verbal communications can obtain more 

information that initially realised and avoid the perception of Indigenous people as ‗non-

communicative‘. 

7.7.8 Triangular communication 

A convention of three-way or triangular communication found in Indigenous communications 

allows for requests and information to be shared in polite ways. Whilst English speakers tend 

to expect individuals to respond on their own behalf, Indigenous cultures employ an advocacy 

role based on kinship structures. Information is often shared and received via another with the 

appropriate kinship connection. Health professionals who want to obtain permissions or 

provide key information may need to accept the appropriateness of communicating via a third 

party, so long as the client concerned has agreed to the suitability of that person. 

7.7.9 Aboriginal English 

Aboriginal English according to Eades (2009) is not pidgin English, but is:  

the Aboriginalization of English as speakers learnt the language… by bringing 

into it accents, words, grammar and ways of speaking from their Aboriginal 

languages and those of their parents‘. Importantly, Eades cautions that ‗it is 

both linguistically inaccurate and derogatory to use the term 'pidgin English' to 

refer to the kinds of English spoken by Aboriginal people today. 
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This study did not seek to focus on the majority of Aboriginal people in Australia who may 

have Aboriginal English as their first language, because in the Central Australian context, 

Indigenous Languages are more likely to be primary. However, it is important to consider even 

within the study setting, that Aboriginal English may be used as a second, third or other 

language, and can be misunderstood by English speakers who might assume a standard English 

use and meanings. For example, Indigenous participants did not appreciate nurses who were 

described as ‗cheeky‘ (see 10.4). For English first language speakers, ‗cheeky‘ is used often to 

mean rude, mischievous or naughty and is relatively mild as a descriptor of behaviour. For 

Indigenous people however, ‗cheeky‘ has a more serious meaning and is a clear expression of 

unacceptable or offensive behaviour. 

 

To conclude this section of findings on Indigenous Communications with English Language 

Speakers, I have summarised a comparison of linguistic features that were evident between 

both the English and Indigenous participants in this study (Table 5, this section). The features 

identified in table 5 might be considered examples of essentialising language and somewhat at 

odds with a cultural safety approach to intercultural communication. However, it is also the 

kind of first level awareness of difference that can be built upon to develop sensitivity and 

finally safety. It is included here with this intent. Irvine & Roberts, et al (2006) (see also 

Chapter 3) have identified language sensitivity as a skill that can enhance intercultural 

communications in health care. Having an understanding of one‘s own language and/or 

culture, can facilitate reflection on interactions that can then be taken to the levels of sensitivity 

and safety.  
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Table 5 Summary comparison of linguistic features 

 

 

Feature 

 

 

Indigenous Languages 

 

 

English Language 

 

Code Switching 

Multilingual 

Often governed by context, 

participants, 

topic & location 

Monolingual 

Code switching within English 

between formal & informal, also 

often governed by context, 

participants, topic & location 

Questioning 

Direct questions can be considered 

rude, intrusive. Not always direct to 

person –establish rapport first. 

Information sharing not always 

individuals‘ right. 

Non-responsiveness may be polite. 

Third party may respond. 

Direct questions accepted as best way 

to obtain information 

Best to speak directly with person. 

Non-responsive considered evasive. 

Silence Often integral, accepted 

Usually not well accommodated 

Pauses help convey meaning, but 

prolonged silences may indicate 

discomfort 

Gratuitous concurrence 

-yes responses 

Accepted as polite 

Face Saving 

Promotes harmony 

Only accepted for sensitive feedback  

Can be considered insincere or 

disingenuous 

Pronouns 

Gender indicated by context 

 

Some non-gender specific terms 

Mostly gender specific  

Repetition 
Indicates an important issue 
Part of speech patterns 

Seen as labouring a point 

Eye contact 

Aural/oral languages. Eye contact not 

required to show comprehension or 

attention. Also governed by kinship 

rules. 

Eye contact implies comprehension 

and attention. 

Non-verbal 

communications 

Integral to communication 

Hand signals and facial gestures 

common 

Less overt, less integrated – facial 

gestures sometimes subconscious. 

Need to be congruent with message. 

Triangular 

communications 

Polite way to make request or give 

information  

Direct communication with individual 

– mediator only used for conflict or 

advocacy 

Modified language 

Aboriginal English is non standard 

English that is modified to sound and 

be executed in an Aboriginalised way. 

Eg: mutikayi – motor car 

English is modified in context 

dependent situations for formality, 

informality. 
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7.8 Summary 

Although a small number of Indigenous Language participants were involved in this study, 

they provided a rich source of data that confirmed and further illuminated the nature of 

intercultural communications in Central Australian health care settings. The common themes 

to emerge were similar to those for the health professionals. Power and powerlessness, fear, 

frustration, stress and lack of informed decision-making characterised Indigenous Language 

participants‘ experiences of intercultural communication in Central Australian health care. 

The main differences were the major consequences for the Indigenous language speakers, 

which had a direct and notable impact on their health and health seeking behaviours. 

‗Shame‘ was a powerful dissuader of seeking information in English for Indigenous people. 

In summary, this study found that the standard of care provided to Indigenous Language 

speakers, including those who may use Aboriginal English, is compromised in English-

dominant health services. Intercultural communication involving Indigenous Language 

participants is a frightening and confusing experience. The current practice of intercultural 

communications in Central Australian health care contexts puts lives and health at risk. 

Indigenous Language speakers identified certain protocols for communicating that health 

professionals should be taught before coming to work in Central Australia and identified the 

importance of being able to retain their Indigenous languages as a matter of well being. 

There was the perception that even small efforts to learn or use Indigenous languages would 

add to the comfort and well-being of Indigenous clients. There was also a negative 

perception of communications with health personnel who spoke English as another language, 

adding another layer of complexity to already frightening experiences for some. 

The following chapter provides an analysis of key issues arising from the findings, and 

applies a post-colonial theoretical framework and cultural safety philosophy to discussing 

these issues. Issues of culture, power, colonisation and equity are all considered in the 

discussion using a critical ethnographic approach. 
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Chapter 8 

Discussion: Culturally safe health care – does it exist, can it exist? 

8.1  Introduction 

This study of Intercultural Health Care Communications set out to examine the experience of 

communicating health care needs and information in Central Australia. It specifically sought to 

gain a picture of the experience for Indigenous Language speaking clients and the 

predominantly English-only speaking health workforce. It arose from a belief that intercultural 

communications in Central Australian health care settings are often poorly executed and 

understood. While other studies have uncovered serious consequences of flawed intercultural 

communications for Indigenous clients, few have considered the impact upon the health 

professionals at an individual level and the implications for health services to provide 

culturally safe care.  

Key findings of the Intercultural Health Care Communications study conducted in Central 

Australia are discussed using a post-colonial theoretical framework that incorporates the 

philosophy of cultural safety. It examines the implications and relevance of the findings to 

broader national and global concerns. The key findings documented in chapters 6 and 7 painted 

a picture of Intercultural Health Care Communications in Central Australia that are high risk 

and have potentially harmful consequences for all participants. In summary, Indigenous 

Language speakers are made vulnerable by the acceptance of a less than appropriate standard 

of care, and health professionals are made complicit in providing care for which they are ill-

prepared and unsupported. Such an untenable situation is implicated in staff turnover, stress, 

frustration and for the clients as well, fear. 

The philosophy of cultural safety provides an appropriate template for discussing and 

examining intercultural health care communications in Central Australia. The Congress of 
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Aboriginal and Torres Strait Islander Nurses (CATSIN) and other health related groups have 

endorsed the relevance of the broader cultural safety principles for Indigenous Australians 

(Congress of Aboriginal & Torres Strait Islander Nurses CATSIN, 2002). The main principles 

of cultural safety include the need to: 

1. engage in dialogue with consumers; 

2. have consumers determine the cultural safety of a service; 

3. undertake a process of de-colonising practice; 

4. identify and act to address elements of institutional and individual racism and 

discrimination 

5. undertake a process of critical self-reflection; 

6. examine power differences;  

7. learn about one‘s own culture and its impact on others. 

(Ramsden, 2002; K. Taylor & Guerin, 2010) 

Taking these as the main principles of a cultural safety approach, I have considered the results 

of this study of intercultural communications in Central Australian health care to discuss the 

implications arise for health services, educational institutions and health professionals. The 

capacity to engage in dialogue with consumers is stymied by a range of influences that are 

personal, professional and systemic. The opportunities for and expectation that consumers will 

determine the cultural safety of their health care was not evident. Furthermore, the data 

indicated that health professionals have little awareness of what de-colonising practice entails 

or might mean in an Australian health care context, especially where present policies and 

practices continue to colonise Indigenous Australians.  

Most of the health professionals interviewed for this study were open to the idea of critical 

self- reflection within the confines of the study, but admitted that for the most part, the issues 

influencing their intercultural communications were at times too disturbing to examine deeply. 
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Rather than learning about their own culture and language dominance, in the study setting 

there was a strong focus on learning about the ‗exotic other‘ within various cultural awareness 

programs (Ramsden, 2002). Findings suggested that cultural awareness programs experienced 

by the research participants tended to focus exclusively on Indigenous Australians. 

Consequently, participants were not always aware of power differentials in their own or their 

organisation‘s delivery of health care.  

In the following sections of this chapter (8.2 to 8.7), some of the major principles are 

considered in relation to the research findings along with their implications for intercultural 

communication in Central Australian health care. It concludes with a discussion of intercultural 

communication in a cultural safety context. The chapter is structured as follows: 

8.2 Engaging in dialogue 

8.3 Decolonising practice 

8.4 Critical Reflection 

8.5 Addressing power, privilege and whiteness 

8.6 Examining own culture and its impact on others 

8.7 Indigenous personnel in health care services 

8.8 Summary 

8.2  Engaging in dialogue 

The findings of the intercultural communication study identified major barriers to engaging in 

effective dialogue between English-dominant health services, staff and Indigenous Language 

speakers. Dialogue as the term implies, requires at least two or more participants and may be at 

the individual level, between health professionals and clients and/or at the broader 

organisational level, between service providers and Indigenous Language speaking clients 

generally. However, this study revealed that communication in this context was often an 
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illusory experience leading to a range of feelings for participants including frustration, fear, 

stress and potentially poor health care outcomes for Indigenous Language speakers.  

Health professionals interviewed seemed genuinely committed to establishing dialogue with 

Indigenous clients, but felt unprepared for the job. Indigenous Language speakers similarly 

were unprepared and often reluctant to pursue dialogue with health professionals for fear of 

humiliation or shame
79

 at their inadequate English language skills. Consequently, at times 

Indigenous clients tried to disguise their lack of comprehension by failing to seek clarification 

or avoiding requests for the support of interpreters or liaison officers. This behaviour was also 

prominent in other research involving Indigenous Australians (Cass, et al., 2002; Lowell, 2001; 

McGrath & Holewa, 2007; Watson, 2006) 

For health professionals to hear from Indigenous people that ‗they don‘t even tell us what‘s 

wrong…‘ as Ngangale indicated, can be upsetting both personally and professionally. In 

keeping with the study‘s methodology, this issue was relayed back to the majority of 

participants, although not all remain accessible since the data collection ended. This finding 

from Indigenous participants, along with others, has been presented at a number of local 

seminar presentations in the hospital and remote orientation programs during 2009 and 2010.  

Health professionals interviewed were generally aware of the suggestion that clients were not 

always given adequate or specific information. These participants also described the numerous 

efforts made to explain to and seek out information from Indigenous clients. Although there 

was a tendency from some staff to dismiss their efforts as ‗too old to let it bother‘ them, or as 

prompting them to flippantly suggest they would ‗just move on to the next‘ person, this was far 

from what I observed. It was also not consistent with what participants ultimately revealed 

about the impact of their own inability to communicate, which for many health professionals 

was personally distressing.  

                                                        
79.  Shame in this instance refers to the Aboriginal English meaning (see 10.2) 
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The influence of nursing culture, derived from military and religious origins however, is one 

characterised by stoicism and a tendency to ‗soldier on‘ rather than overtly challenge the status 

quo. Added to the historical influences are the environmental and vocational aspects of practice 

in remote settings and it could be inferred that nurses employ protective strategies such as a 

level of ‗acceptance‘ of the conditions in which they are practising, as just ‗how it is…its 

different here…‘. Most of the health professional participants however, far from accepting their 

unsatisfactory conditions, internalised their concerns and sought other ways to improve the 

situation through trying alternative approaches and revisiting problems repeatedly with their 

clients. Although the sample size in this Intercultural Health Care Communication study was 

small, the tendency to repeatedly try other approaches with clients was perhaps more apparent 

with remote health staff than in the hospital settings where the relationship with clients was 

more transitory. 

8.2.1 Well they never tell you do they…they never let you know! 

Equally frustrating for health professionals was the perception that Indigenous language 

speakers did not readily volunteer information or seek clarification. Health professionals who 

do spend considerable time and energy in trying to convey the details of clients‘ health 

concerns might challenge the notion that Indigenous language speakers are not told what is 

wrong with them. However, as Trudgen (2001) and others have indicated, it is easy to believe 

that communication has taken place, when it fact there is little or no comprehension on the part 

of Indigenous First Language speaking clients (McGrath & Holewa, 2007; Weeramanthri, 

1996). The problem with recognising when or if comprehension has occurred is difficult when 

English-only speakers lack language sensitivity and language awareness skills (Irvine et al, 

2006). In seeking to refocus attention on the health professionals as the ones best placed to 

make change to their practice, the study‘s findings also suggest a role for Indigenous people to 

offer information at times. This is in keeping with communication being a shared 

responsibility. 
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In my academic practice, I use an exercise that demonstrates how individuals can convey 

comprehension even when little exists (Taylor, 2010 unpublished). The exercise involves 

asking English-speaking health professionals to complete a consent form written in German. 

The form‘s layout is recognisable for English speakers as requiring standard components such 

as Surname, First Name, spaces for dates that are obvious from the line, backslash, line, 

backslash, line pattern ie: ___/___/___. Participants in this exercise are often happy with the 

amount of information they can complete on the form through recognition of patterns and 

words and most often will sign the form without any real understanding of its content, as they 

wish to oblige my request. However, some people in the exercise will stop short of signing and 

indicate that they are unwilling to continue until they know what they are signing. This brief 

exercise illuminates they way in which any individual can appear compliant and functional in 

another language when in fact they are operating on learned responses and expectations. The 

link to Indigenous Language speakers soon becomes apparent with health professionals seeing 

clearly that it is possible to obtain ‗consent‘ that is not necessarily informed. 

However, there are strategies for testing comprehension as part of the initial assessment and 

history taking processes within health services (Buttow, 2010). Even when an Indigenous 

Language speaker is assessed as having adequate English language proficiency, there remain 

sound reasons for involving AHWs, ALOs or accredited Interpreters where possible. Apart 

from the potential for miscommunication, from a cultural safety perspective, engaging in 

dialogue with clients is a key tenet. Effective dialogue needs to incorporate more than verbal 

communications. It needs to consider the cultural nuances of communications, the non-verbal 

communications (see Table 5 in 7.7.9) and to ensure that dialogue occurs from an equitable 

power base. Dialogue also needs to account for the phenomenon of shame and the code-

switching conventions that compel Indigenous Language speakers to make efforts to 

communicate in the health service‘s language of English, without always drawing upon 

resources, even where and when available. The speaker of an Indigenous Language, speaking 

in English, will always be at a disadvantage if dialogue within the encounter is not facilitated in 

a way that allows them to draw upon their first language when necessary or at the very least 



 

  217 

have the option of language choice. In addition, dialogue is also important to help counteract 

individual and institutional racism and discrimination. 

8.2.2 Information ‘Dumbed-Down’: superficial and minimised communications 

This study found an identifiable pattern of intercultural communication employed when 

speaking to Indigenous clients, leading to superficial communications that were at best 

demeaning, and at worst were dangerous. Health professionals, in the absence of formal 

education about Indigenous communications, worked from sometimes-stereotyped notions 

about Indigenous people, their languages and their capacities to understand western medical 

information.  

Communications in local health care settings are frequently reduced to superficial staccato 

utterances that ‗dumb down‘ serious information. If health personnel do happen to know a few 

phrases of local languages, emotional concerns of Indigenous clients are frequently couched in 

terms of ‗big worry, little worry‘ and enquiries about how someone is feeling today, become 

limited to ‗You good? or Nyuntu palya?
80

. Sometimes however, the health professionals‘ lack 

of awareness of the diversity of Indigenous languages leads to clients being asked for 

information in what is essentially another foreign language, albeit an Indigenous one as the 

following field notes reveal: 

FN: ED, busy –all cubicles occupied. Curtains not pulled around patient. Female RN 

in loud voice asks male Aboriginal patient: ‗You done gunna today?‘ Any gunna? 

(slightly louder). I know the male patient to be from an Arrernte community. He does 
not make a response other than to look away. Nurse repeats: ‗You been to the toilet 

today? Any gunna?‘ Response – without looking at nurse, a discrete but audible, ‗No‘. 

 

Gunna is a Pitjantjatjara/ Luritja word for faeces. Apart from issues of simple discretion and 

patient comfort, this nurse was using a word from a different Indigenous language to the 

patient‘s first language, which was Arrernte. They may have understood the word due to the 

                                                        
80.  Nyuntu palya is Pitjantjatjara and Luritja for ‗you good?‘ (see 10.3) 
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multilingualism of many Indigenous people, but such a lack of awareness fails to acknowledge 

Indigenous Australians cultural and linguistic diversity. 

Pain assessment is at times limited to descriptors of ‗big pain, little pain‘ or efforts to relate to 

various faces on what is purported to be culturally appropriate a pain score chart (Fenwick & 

Stevens, 2004). On the pain tool used within the local hospital, the greatest pain an individual 

can experience, is depicted by a grizzled expression on a facial graphic and the phrase: ‗Like 

all your bones have been broken at once‘ (see 10.11). Although Fenwick was involved in 

developing a fore-runner to this pain tool, there was no development information with the 

current version. English speaking clients on the other hand use a numerical score of 1 to 10 to 

indicate their pain. When asked about pain assessment, staff have suggested it is preferable to 

use the facial graphic tool, describing it as an ‗Indigenous pain tool‘ and more appropriate 

because there is a stereotyped notion that Aboriginal people cannot use numbers or do not 

have understanding of numerical concepts.  

When asked about the evidence for this assumption, staff have replied that it is well known that 

Aboriginal people do not have a concept of numbers or time, because most of the languages 

just refer to the numbers as one, two, three or many (big mobs
81

 in Aboriginal English). It may 

be factually correct that readily translatable words for English numbers do not exist in Central 

Australian languages, but this does not mean that concepts of quantities, time, volume, 

intensity, and so on, do not exist. In fact, Indigenous kinship structures for example, are 

considered sophisticated and complex mathematical patterns that allow every individual to be 

situated within a network that is potentially infinite (Trudgen, 2001). 

A rudimentary review of Indigenous Language Dictionaries available locally offer a rich 

selection of descriptors for pain, which would be far more clinically useful in assessing type, 

duration and intensity of pain (see 10.13). A resource list of common pain descriptors around 

wards and clinics would be useful not only to help establish rapport, but also to gauge whether 

                                                        
81.  Mobs – Aboriginal English meaning groups of people (see 10.4). 
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further support is needed with communication. Minimising of communication for important 

situations like pain assessment, results from what Trudgen, (2001) describes metaphorically as 

an inability for ‗Apple to speak to the IBM
82

‘ without an appropriate translation tool to 

converse in each other‘s language. However, even when resources are available this study 

identified numerous disincentives for utilising them, such as flawed economic considerations, 

perceptions of time constraints and lack of awareness of the need and availability of services. 

The Intercultural Health Care Communication study‘s findings also highlighted the limited 

attention paid to Indigenous clients‘ social and emotional needs and their experiences and 

health professionals‘ acknowledgements of discrimination, social exclusion and racism. For 

most practitioners, their inability to communicate on a deeper level left them reliant on 

physical indicators, body language and physical needs. It was apparent to health professionals 

that they were unable to address fully the holistic needs of Indigenous clients because of the 

communication barriers. The superficial or minimised nature of health care communications 

presents a challenge for health services in Central Australia.  

8.2.3 ‘Culturally appropriate’ resources 

Efforts to facilitate dialogue may be evident in the preference of health professionals to use 

resources that are ‗culturally appropriate‘. A number of resources were examined during this 

study and advice sought from Indigenous Language speakers about their meaning (see Figure 9 

in 7.4.1). In my experience, for resources to be effective, they need to be not only culturally 

relevant, but also locally appropriate. Resources designed for Indigenous Language speakers 

were generally considered appropriate if developed by or on advice from an Indigenous person, 

irrespective of their background in health education or other relevant communication skills. 

                                                        
82.  Apple is a computer brand – Apple Macintosh, IBM, also a computer brand. The deliberate incompatibility of 

these competing systems often meant consumers had to make a choice. As both competed, it became apparen t 
that one would lose to the dominance of the other, so suddenly tools for compatible communication were 
developed. 
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Anything with dots
83

 or symbols was immediately recognisable as intended for an Indigenous 

audience, as these reflect Indigenous art and visual communications.  

My intention is not to dismiss these resources as irrelevant but to caution that these inclusions 

alone do not necessarily enhance understanding or acceptability. One example of a resource 

deemed culturally appropriate for meeting the above criteria was a pack of playing cards 

developed in South Australia that had drug and alcohol messages on them (Aboriginal Drug 

and Alcohol Council (SA) Inc, undated). While they may be suitable for South Australian 

Indigenous contexts, the problem with this resource for Central Australian groups is that 

gambling in the form of card playing is a major social issue that impacts on the well-being of 

families. The distribution of playing cards by health services may present a mixed message in 

this context, as alcohol is often an accompaniment to large and prolonged card games 

involving Indigenous families. 

Over the years, I have made the same assumptions and been involved in developing materials 

with and for Indigenous Language speakers, with varying levels of success. What is of concern 

however is the balance to be struck between making something readable and comprehendible, 

and keeping it age and subject appropriate. The NT Government ‗Kanga Connect‘ television 

advertising campaign (www.ehealthnt.gov.au accessed 22
nd

 September, 2010) is an example of 

what I believe to be an inappropriate and ineffective health communication. It supposedly 

targets Indigenous adults with the purpose of persuading them to consent to having their 

medical records stored electronically. It uses a character in a dubious kangaroo outfit, wearing 

an Australian slouch hat to speak to adults (presumably, as they are the only ones who can give 

consent). The script of the advert starts with a phrase that would immediately identify the 

advertisement to most Territorians, as intended for Indigenous people. ‗Hey you mob
84

. How 

would you like to have your electronic health record….‘ is assumed to address Indigenous 

people, as ‗you mob‘ is an Aboriginal English term. Along with the cartoon character, the 

                                                        
83.  Central Australian Aboriginal art is often described as ‗dot painting‘ due to the characteristic use of fine dotting 

and cultural symbolism that makes up the art work. 

84.  Mob is an Aboriginal English term for people, generally taken to mean Indigenous people. 

http://www.ehealthnt.gov.au/
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speech used and other images of Indigenous people interacting with white health professionals 

using computers leaves little doubt as to the intended audience. The implicit messages of this 

campaign are troubling. Firstly, that a man in a kangaroo suit and a slouch hat is an appropriate 

figure to capture the attention of Indigenous adults across the Territory. It seems to follow the 

long held view that Indigenous Australians can be ‗captivated‘ by childish figures. Secondly, 

that Indigenous people who live in a variety of ecological areas must necessarily relate to any 

message with a kangaroo.  

Non-Indigenous participants often identified the use of visual aids as helpful in their 

intercultural communications, but seemed to accept these with little critique or evaluation of 

their effectiveness, appropriateness and acceptability for Indigenous clients. The pain tool 

mentioned previously (see 10.12) is one such resource accepted locally as a culturally 

appropriate resource, but it is yet to be evaluated.  

8.2.4 Secret English, Hard English 

According to the findings of this Intercultural Health Care Communication study, if language 

was not ‗dumbed down‘ for Indigenous people, it was inaccessible due to jargonistic medical 

discourses. So prominent is this approach that many Indigenous people have come to believe 

that English speakers have a secret language that is meant to deny information to them. This 

theorising by Indigenous people may be understandable, because within Indigenous 

communications it is a cultural norm to regard certain types of information as something to be 

strictly controlled and not automatically made available to all members of the community 

(Trudgen, 2001). The two terms used by participants in response to health communications 

were ‗secret English‘ and ‗hard English
85

‘. Whilst it was usually the English language that was 

considered by Indigenous Language speakers to be secretive at times, one of the RANs 

interviewed also described the circuitous nature of Indigenous communications as like having 

to unravel the ‗secret‘ of what was really being asked (see 6 4.3). 

                                                        
85.  Hard English is a term used by Indigenous Language speakers to mean difficult language to comprehend due to 

the use of complex words rather than plain English. 
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Medical jargon is clearly about being very specific and unambiguous in terms of descriptions 

and procedures. However, medical jargon can also serve to intimidate and maintain power and 

control with the expert. The Nursing profession in English-speaking countries has also sought 

to develop discipline-specific language, in an effort to distinguish itself from medicine and as a 

profession with unique knowledge and skills. With the advent of the North American Nursing 

Diagnoses Association (NANDA), Australian Schools of Nursing also began to teach nursing-

specific diagnoses that were unnecessarily jargonistic from my perspective, and certainly 

would qualify as ‗secret‘ (or hard?) English if used in dialogue with Indigenous people. 

Technical and precise language is clearly necessary between health professionals. However, 

effective communication is integral to the provision of safe and effective health care practice 

and the role of communication in the process of caring for another cannot be understated.  

Language is a major barrier not only to health but also to the very relationships needed to 

underpin health. This barrier also prevents an understanding of each other‘s worldview. The 

notion of health professionals and others having ‗secret‘ English is one I first experienced 

personally when interacting with Aboriginal Health Workers in my clinical education role. For 

much of my time, I had to demystify my language of English to Indigenous Language speaking 

AHWs simply so they could do their job. This demystification was relatively easy given the 

highly visual learning styles of Indigenous colleagues (Webber, 1978). Once a pattern in the 

language was revealed, the AHWs were able to unlock much of the ‗secret‘ language for 

themselves. A simple activity of going through medical terminology and explaining the 

meaning of Greek and Latin roots helped the AHWs ‗translate‘ medical notes. For example, 

teaching English prefixes and suffixes such as hyper/hypo, tachy/brady, -itis, and others helped 

AHWs understand and predict the meaning of previously unknown medical terms. It was not 

that these health professionals did not conceptually know about hypertension or bronchitis, but 

they often did not recognise the components of English words that would help uncover their 

meaning. These teaching sessions also led on to discussions and complementary lessons about 

the structures of Indigenous languages - an example of napartji-napartji or reciprocity. 
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Reciprocity allows for the turning around of power relationships, with participants each taking 

turns to become learners and teachers. 

This section has considered some of the factors that can influence dialogue either positively or 

negatively, It has suggested that dialogue as the word implies, requires an equivalent 

relationship, to be effective. Health professionals need to develop greater language sensitivity 

and awareness to be able to recognise when communications may fail. Indigenous Language 

speakers have come to believe that health professionals use ‗secret English‘ to keep 

information from them and efforts must be made to enhance the accessibility of language used. 

Finally there is a need to evaluate communications and resources in order to stop the 

paternalistic dialogue and visual information most often directed toward Indigenous Language 

speakers.  

8.3 De-colonising practice: ‘…strengthening the whip that’s always 

been there …’ 

Decolonisation is a difficult concept for many to grasp, with descriptions and definitions being 

somewhat vague in the literature (see 10.2). Australian and New Zealand experiences of 

colonisation differ on a number of levels however. Even within Australia, the colonisation 

processes and impacts differed across the continent. There remains a resistance within 

Australia to the idea that colonising processes that could be both ‗brutal and subtle‘ may 

continue to operate (Guerin, 2008). According to Guerin, (2008, p.1) While many, but not all, 

of the brutalities have been stopped, most of the subtle effects remain. Guerin (2008) identified 

various subtle colonising processes that sought to change Indigenous people‘s behaviour. It 

may not be surprising then, that evidence of subtle and not so subtle processes was apparent 

within the findings of this Intercultural Health Care Communication study. 

It is important therefore to consider what de-colonising practice might mean in the Central 

Australian setting. The literature from Australia referring to de-colonisation is relatively scant. 

Sherwood and Edwards (2006) describe decolonisation in Australia as a critical step in 
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Aboriginal health. Examples of ongoing colonisation were evident in the findings of this 

Intercultural Health Care Communication study. For the Indigenous participants there were 

distressing incidences of being spoken to ‗roughly‘ and feeling unable to assert certain rights in 

an English-dominant health care system. It is important to realise that experiences of racism 

and discrimination can be perceived whether intended or not. For Indigenous people in Central 

Australia, a lack of rights has been a feature of life for many and experiences of racism and 

discrimination may influence perceptions of encounters with the health care services. 

The internalised messages for some Indigenous people of their encounters with non-Indigenous 

health professionals may only reinforce feelings of ongoing colonialism, power and lack of 

control over their own lives. One such example of a colonising act is cited in Taylor & Guerin 

(2010, p.23) regarding an incident I witnessed during field observations: 

FN (2008) A young boy in the paediatric ward was asking for a toy…using his local 

Indigenous language. The large male nurse stated at high volume… ‗No, when you 

stop talking in Language and ask me properly in English, then I‘ll give it you.‘ 

 The clear message for the young boy and anyone watching was that colonisation continues 

and Indigenous languages are to be forgotten in favour of speaking ‗properly in English‘. It 

was also evident who held the power in this context. 

Another component of colonisation is found in the discourses used by health professionals at 

various times and within various settings. Discourse refers to the way subjects are discussed, 

revealing something of how the subjects are conceived or conceptualised by the group doing 

the talking. In a colonised environment, those with the power are usually in the greater control 

of the discourse. Although this study focused on intercultural communications, how the 

participants are talked about reveals something of the attitudes underlying the experience.  

The dominant discourse surrounding Indigenous people and health in Australia is often one of 

their (Indigenous peoples‘) failure to modify behaviour, their failure to take on western 

education and health knowledge, and their failure to comply with western medical treatments 
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and advice. It is a discourse that engages in ‗othering‘, which means locating any problems 

within perceived deviations from the ‗norm‘ (Kemble, 2007). ‗Othering‘ occurs when people 

treat ‗others‘ who are different in some way from themselves as problematic because of any 

perceived difference (Taylor & Guerin, 2010, p. 178). The implication of ‗othering‘ is that 

one‘s own group is preferable over the ‗other‘.  

The discourse of Indigenous health is often negative and imbued with blame for those the 

dominant culture sees as problematic. A current (2009) example is provided in the following 

letter to the editor of a local newspaper: 

‗Is there any other country spending so much money on such a tiny minority, and 

with so miniscule positive result to show for it?...(name) should stop seeking to cast 
blame on governments, bureaucracy or society at large for the self-inflicted damage 

suffered by so many Aboriginal people. In the end we can only assist those who 

choose to assist themselves. (Nelson, 2009) 

Central Australian media is peppered with examples of blame and accusations of failure and 

irresponsible behaviour. Unfortunately, health professionals rarely consider that the reasons for 

the lower health statuses of Indigenous people may lie with themselves and the systems in 

which they operate (Eckermann, et al., 2006). It is rarely acknowledged that perhaps it is the 

health professionals who have failed in their duty of care to inform, educate and work with 

Indigenous clients, or even that self-assistance is not possible for everyone in need of health 

care. Health professionals in turn may argue that they have been failed by the systems in which 

they operate and the findings of this study would support this view. 

Analysis of the data from a cultural safety perspective suggests that the manner in which 

Indigenous clients are constructed in Central Australian health care, continues a colonising 

process that was assumed to be a thing of the past. Within this region, the experience and 

outcomes of colonial contact can still be seen in the manner people are categorised, which is 

another strategy of colonisation. Indigenous people are further dispersed and divided by labels 

of ‗traditional‘, ‗contemporary‘, ‗urban‘ or ‗westernised‘ (Bain, 2005). The historical 

categorisations applied to Indigenous people through various government policies remain in 
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usage by both Indigenous and non-Indigenous people. Terms such as ‗half-caste, yella fella
86

 

and even more disparaging terms are still used, but with more caution in the era labelled as 

political correctness
87

 – itself an interesting slant on what might otherwise be called displaying 

some sensitivity. Furthermore these terms are used by Indigenous people themselves, in an 

example of what might be considered evidence of successful division and conquest.  

In Central Australian health care services, labelling was identified by participants as 

contributing to the construction of Indigenous people as deficient in most cases. Negative 

constructions and labelling, influence the barriers and tensions that affect intercultural 

communications and therefore health care. Smylie (2001, p2) offers the example from 

Canadian contexts of a triage nurse who identifies someone as Aboriginal and drunk due to 

their slow manner of speech and lengthy pauses before answering: 

‗The nurse had made a prejudiced assumption about the client‘s speech pattern, based 

on a shortage of accurate information about language patterns and a stereotyped 

association of alcohol abuse with Aboriginal people….‘ (Smylie, 2001, p4) 

This example could just as easily have come from Central Australia, where I have observed 

and discussed numerous incidences of stereotyping and colonising responses to Indigenous 

people. 

Many communities west of the Stuart Highway that physically divides the Northern Territory 

were the major locations for missions and reserves. The first of these, was the Lutheran 

Mission of Hermannsburg, (Ntaria) established in 1877. This earlier contact with non-

Indigenous people has resulted in the residents of Hermannsburg being described as ‗more 

westernised‘, because of their level of English and adoption of European cultural influences to 

a degree. Country music, football, problems related to alcohol misuse, and less overt adherence 

to ceremonial activity, shape experiences in communities closer to the town of Alice Springs. 

                                                        
86.  Half-caste – a label applied to children of mixed Anglo and Aboriginal heritage. Percentages of ‗blood‘ were 

used to identify and categorise people (see 10.2) Yella fella is an Aboriginal English term meaning ta person of 
mixed heritage (see 10.4) 

87.  Political correctness is defined as using words and behaviour that will not offend 
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Some label the further remote western, eastern and southern desert communities as ‗more 

traditional‘ (Bain, 2005). These people are often given more credibility by non-Indigenous 

people for their so-called genuine Aboriginality, dividing people through colonially derived 

constructs of identity (Dodson, 2009). Within the data of this intercultural communication 

study, Indigenous people applied derogatory labels to themselves and others at times. 

Napparrula described herself as ‗myall
88

, grown up in the bush‘, which can be a disparaging 

term for ‗primitive or unsophisticated‘. 

More colonising strategies are found in the descriptors that further divide Indigenous people as 

those who perplexingly ‗lost their culture, lost their language, or lost their identity…‘ and 

those who ‗maintained their culture, language and identity‘. From a non-Indigenous 

perspective, Indigenous cultures are often constructed as fixed; another deficit of the 

supposedly less sophisticated and less evolved so-called primitive cultures. Acknowledgment 

of the highly adaptive and resilient cultures that have developed and changed in the face of 

overwhelming colonising forces, to remain staunchly Indigenous in all their inherent 

diversities, is rare, although it is gaining some foothold in the literature examining capacity 

building and social capital (Baum, 2004).  

Descriptors such as lost, maintained, etc are potentially divisive and misleading. One author 

who presents a differing view of the response from Indigenous people to colonisation is found 

in the work of Ralph Folds. In his analysis of the Pintupi people of the Western Desert, Folds 

(2003, p.3) suggests that many societies globally are ‗taking what they need from the west, 

rather than allowing themselves to be ‗westernised‘. The resilient and adaptive cultures of 

Indigenous people in Central Australia appear to be doing exactly this, much to the chagrin of 

non-Indigenous policy makers who still aspire to the goal of assimilation, only now it is called 

‗New Assimilation‘ (Howard, 2006). Whatever label is used, the underlying message is that 

one culture is superior and minority cultures must aspire to the superior culture or be doomed. 

                                                        
88. Myall –sometimes derogatory term for wild, unsophisticated people  
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Minister Brough‘s (2007) suggestion that Aboriginal people ‗should follow the example of 

Greek and Italian migrants and become bilingual‘ shows an alarming lack of recognition of 

the multilingualism of many Indigenous Australians‘ according to (Karvelas & Megalogenis, 

2007). Not only that, but also any comparison to those who arrived as immigrants either by 

choice or necessity, to the position of someone indigenous to the country fails to recognise a 

fundamental difference. Anyone should have the right and reasonable expectation to maintain 

their own language in their own country. For those choosing another country as their home, it 

is understandably a different situation. So what is the underlying message about how Australia 

regards its First Peoples?  

Minister Brough (2007) believed that force might be a suitable means to achieving English 

language proficiency among Indigenous Language speakers: ‗We should be forcing, imposing, 

requiring- whatever term you want to use- school attendance and the basic grasp of English, 

mathematics, and the spoken English‘. Mr Brough said he had no figures to back up his claim 

of a lack of proficiency but made his conclusions after speaking to grandparents in Indigenous 

communities who lamented the fact that they had better English language skills than their 

grandchildren. This is very likely correct, but also is an example of people who were fluent in 

their own languages first, enabling the acquisition of English as another language. 

Central Australia is a linguistically rich and diverse region as indicated in previous descriptions 

of the research context. During the period of past Prime Minister Howard‘s leadership (1997-

2007+), there had been a dominant voice calling for all Australians to become proficient in 

English, if they wished to call Australia home (Howard, 2006). While arguments continue 

about the need for English language proficiency for all Australians, the reality is that in 2010 

there remain entire populations of Indigenous Australians for whom English is not their first 

language. These are not people who wish to call Australia home, but people who by 

circumstances of history have found their own languages ‗foreign‘ in their own country. 
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The provision of services and resources to help linguistically diverse people access Australian 

health care in relative safety suggests recognition of the right to retain one‘s first language. 

However, this is mainly extended to recent and temporary arrivals to Australia, with interpreter 

services available in a range of foreign languages. For Australian Indigenous language 

speakers however, there are notable differences in expectations and responses to their needs. 

An historical under-emphasis on language needs of these specific populations is evident in the 

demise of bilingual schooling in Indigenous communities and the relatively late development 

of Indigenous interpreter services nationally (Crossin, 1999; Rigney, 2004; Trudgen, 2001; 

Wilkins, 2008).  

English Language dominance is rarely given attention in the context of health care for 

Indigenous Australians, with the prevailing view that all should and must speak English in the 

contemporary world (Karvelas & Megalogenis, 2007; Nine Yuendumu Residents, 2009). 

Instead, there is considerable emphasis on developing cultural awareness, sensitivity and 

competency among the non-Indigenous health professionals. Awareness and sensitivity are 

initial steps toward cultural safety, but are often the point at which many employer-run 

programs cease, falling short of the requirements to examine the structural and systemic issues 

that influence health service delivery to minority groups.  

Competency is a development that at first sounds appealing. To be competent in one‘s 

communications with linguistic minorities must be a valuable skill, but my concern is that 

competence may not necessarily equate to safety. In my experience in remote communities, 

some highly skilled and fluent non-Indigenous speakers of Indigenous languages might be 

deemed culturally and linguistically competent, but would fail an assessment of safety on some 

levels. To competently speak an Indigenous language as a non-Indigenous resident of a remote 

Aboriginal community, can bring with it potentially exploitable power, if the accompanying 

elements of cultural safety are not present. Furthermore, Pon (2010) suggests that the trend 

toward cultural competency may in fact be taking us further away from cultural safety and 

swinging back toward transcultural notions of cultures. 
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It is not always possible or even often practical to expect non-Indigenous health professionals 

in the Central Australian workforce to speak an Indigenous language. It is my contention 

however, reinforced by Irvine et al (2006) that a greater awareness of the role of language in 

health care encounters generally and language sensitivity specifically, will assist health 

personnel to work with any linguistically diverse clients and will set them on the path to 

cultural safety as a result. A greater awareness and conscious acknowledgement of English‘s 

privileged status may facilitate greater awareness and conscious acknowledgement of the need 

to accept and respect the rights of Indigenous Language speakers in health care. 

Whether one goes along with views of Brough (2007) that Aboriginal people should be 

‗forced‘ to speak English, or whether one believes in the fundamental right of people to speak 

their first language with appropriate support for communicating with English speakers, 

Aboriginal languages remain living, but vulnerable, throughout Central Australia. Health care 

systems and institutions that fail to accept the current reality of Indigenous language clients, 

participate in an ongoing colonisation of Indigenous people. Health outcomes remain poorer, 

costing the country financially and socially. I am not suggesting that health professionals 

necessarily learn an Indigenous language, but that they learn about the role of communication, 

and in particular language use in the provision and acceptance of health care services. Then 

any access to a range of complementary strategies will likely have a greater chance of success. 

If, as Whorf (1956) maintained, language does indeed shape the way we think and what we can 

think about, then the consequences of privileging one language over another must impact on 

the voices and experiences of those less privileged. Knowledge of language structures, for 

example, can lead people to a great understanding of cultural influences. In orientation for 

nurses at Alice Springs Hospital, I have discussed communication issues concerning 

Aboriginal clients (Taylor, 2007 unpublished). One piece of information that can affect 

attitudes of new comers is the fact that the words ‗please‘ and ‗thankyou‘ do not exist in any of 

the Central Australian languages. This is because in Aboriginal kinship structures, obligations 

are implicit and there is no need for such words. However, there are polite ways to make 
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requests. Without this information, it is easy for English first language speakers to misinterpret 

a language issue for a lack of manners, and equally for Indigenous people to perceive rudeness 

on the part of the health professionals.  

A second example is the place of silence in Aboriginal languages. Again, if it is known that 

many Aboriginal clients will deliberately pause after a question is asked, this does not have to 

be interpreted as a lack of interest or comprehension. It can be argued that both are cultural 

elements bound up in the complex kinship systems and protocols of communication. However, 

these small pieces of information can serve to improve the interaction immediately, as 

evidenced by the evaluations of these orientation sessions over a number of years (Bowyer, 

2009; personal communication). The majority of health professionals in the Central Australian 

region do not stay long enough to develop their understanding of the complex cultural issues at 

play, but they can be equipped with some tools to enhance the experience for both client and 

professional that may be of use in intercultural communications elsewhere. 

Finally, when attempting to speak about issues such as de-colonising practice there is the 

hurdle of Australia‘s unfinished business in response to our colonising past. Whilst the 

literature refers to post-colonial frameworks, others contest that colonisation has even ended 

(Sykes in Smith 2003). Even in the home of cultural safety, Ramsden (2002) identified major 

barriers to teaching Maori and non-Maori about the need to de-colonise. With regard to health 

care in Central Australian settings, it is obvious that ‗they‘ (the non-Indigenous Australians) 

have not left the country and predictably never will. Few if any, non-Indigenous health 

professionals, myself included, would consider themselves colonisers today. However, as 

instruments or agents of colonial structures, unexamined and unchallenged policies, processes 

and discourses, health professionals can indeed contribute to ongoing colonisation of 

Indigenous people who are reluctant to question, complain or demand their full and equitable 

rights to culturally safe health care. The strategies employed by Indigenous people to 

demonstrate their evaluation of health services is often assumed to be responsible for the high 

levels of clients ‗taking their own leave‘ from the health service, or not complying with 
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suggested treatments. Such actions lead to a cycle of frustrations and ineffective care that 

underpinned by ineffective intercultural communications (Cramer, 2005, p ix). Cramer 

suggests that the focus on Aboriginal health status rather than the health services themselves 

‗has in effect deflected attention from questions most pertinent…‘.  

My experience in the region is that many Central Australian Indigenous people do not actually 

want non-Indigenous Australians to ‗leave‘. The problems facing remote populations today are 

too great to be tackled alone and having had a role in their creation, it seems only right that 

non-Indigenous people have role in their solution where possible. As Bob Randall expresses in 

‗Kanyini‘ – a DVD about Indigenous worldviews, ‗this is all our country now…you and me 

together‘…but unless we can affect genuine dialogue, any shared goals will be thwarted 

(Randall and Hogan, 2006).  

8.4  Critical Reflection: ‘It’s not good, is it?’  

Critical reflection is an essential component of cultural safety (Ramsden, 2002). It is also a 

professional competency for nurses and other health professionals in Australia (Royal College 

of Nursing Australia (RCNA), 2009; Northern Territory Health Professionals Board, 2010). It 

is contingent upon health professionals to reflect on their own practice and to ensure safe and 

effective health care is provided to the optimal standard possible, irrespective of context. This 

study of intercultural communications in Central Australian health care settings however, 

revealed a reluctance on the part of health professionals to examine their practice too deeply 

for fear of ‗opening a can of worms‘ as one respondent expressed it (Sally, RN, RM). 

It is mandatory for health professionals, as part of their competency standards to reflect 

critically on not only their individual practice, but the policies and procedures that they are 

employed to implement. Being self-critical is not always an easy or comfortable reflection for 

many, as suggested in some of the health participants responses, such as Sally who said, ‗yeh, 

its not good is it,‘ and Winny, who admitted, ‗it distresses me.‘ Cramer, (2005, p.222) put it 

more imperatively by suggesting: 
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Where privileged health professionals …tolerate a dual system of health 

care and double standards as normal for a deprived group they participate in 

discriminatory institutional practices. For the lives of many Aboriginal 

people, who as a group are already demonstrably underprivileged in every 

sphere, this disparity may well contribute to the most lasting deleterious 

consequences for their health…. 

What might be behind this reluctance is possibly a different but equally paralysing sense of 

powerlessness felt by health professionals. For many, the problems of communicating were too 

pervasive and confidence, practice and power were diminished by a situation for which many 

found themselves unprepared. 

In another example of ‗othering‘, it appears that the easier course of action for some people is 

to divert attention away from themselves and onto the ‗other‘ as the source of the deficit. 

Locating the deficit with another is also a way of avoiding critical reflection. For example, the 

title of many intercultural communication articles again locates the responsibility for any 

perceived barriers with the Indigenous Language speakers. Walsh (1997, p.1) examines 

‗Cross-cultural communication problems in Aboriginal Australia‘ (my emphasis added). It 

might be reframed to suggest that the problem does not really occur within Aboriginal 

Australia itself, but when Aboriginal Australians are required to communicate beyond their 

own communities and households. So does this make them deficient in communication within 

their own country? According to an article in an Adelaide newspaper in 2007: 

A ―TRAGIC sequence of miscommunication‖ led to the death of a near-blind 

Aboriginal elder, left alone, disoriented, with only a little water at a Northern Territory 

airstrip, a coronial inquest heard. The 78-year-old elder had no escort and there was no 

one to meet him when he arrived. (The (Adelaide) Advertiser November 15
th
 2007)  

The failure of a health care system to exercise its duty of care that cost the life of an elderly 

Indigenous man hardly raised a ripple of concern in the wider community. The poignancy of a 

barely noticeable square of print given to this man‘s preventable death reflects perhaps a 

systemic indifference to the needs and rights of Indigenous Australians. No less acceptable in 

any situation, is the fact that this person was the victim of ‗a tragic sequence of 

miscommunication‘, not in a foreign country, but in his own, which highlights the lack of 



 

  234 

adequate support and attention to the needs of Indigenous Language speakers that arises from 

the wider social responses to Indigenous people generally. It also serves to highlight the lack of 

appropriate preparation for health professionals and others involved in this tragedy. 

Miscommunication is not an issue that health professionals can afford to ‗accept‘ as an 

inherent part of intercultural or any other practice setting. The literature reveals that being a 

member of a linguistic minority leaves clients vulnerable and greater attention to the needs of 

these populations in required (Skutnab-Kangas & Phillipson, 1995; Trudgen, 2001) 

In the intercultural communication study undertaken in Central Australia, informants and other 

data collected, suggested there was frequent potential for, and actual incidences of equally 

tragic occurrences. Usually the consequences are borne by the Indigenous language speakers, 

but not exclusively. In relation to this thesis, both health professionals and recipients of care 

were asked about what they saw as the consequences of trying to communicate health care 

issues between English and Indigenous Language speakers. The responses had much in 

common. Both groups found the experience ‗difficult …frustrating…really hard…‘ with the 

potential to have some frightening outcomes.  

While other disciplines such as the legal profession have had to examine their responses to 

Indigenous language speakers (Johnston, 1991) the health professions have been somewhat 

slower to respond. An Indigenous respondent, who often helped their people with interpreting 

in the court system, believed that health also required similar attention (see Ngangale‘s 

comments 7.). Cramer (2005, p xii) believes that ‗…practice standards in remote areas would 

be unacceptable in the wider community and are tacitly approved and allowed to happen in 

isolation by processes and omissions that are hidden from view…‘ and further asks ‗could a 

critical analysis of the whole situation make inaction indefensible? (Cramer 2005, p.3).  

This reluctance to examine issues too deeply may point to a broader reluctance on the part of 

some health services to critically analyse the standards and supports provided to their 

workforces and clients.  
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8.5  Power, privilege and whiteness 

The literature on ‗whiteness‘ as a concept is increasingly of interest in examining my own and 

others‘ positions in the region. I have often found that without seeking such a position, I am 

inevitably elevated by my ‗whiteness‘ as the person with authority, when in the presence of 

Indigenous colleagues or friends. For me, the power and privilege of whiteness and 

Westernisation is something I have long been made aware of in various careers and social 

settings. I am not an advocate of assimilation, as I believe this inevitably positions my culture 

above others and is essentially ‗…a hidden apartheid‘ (Marcus, 2006, p.5) 

Power is implied in the symbols of health services, such as security for example. The hospital 

has a visible security presence, with security officers standing by entrances to hospital lifts for 

lengthy periods. There is nothing wrong with offering protection to staff and patients and my 

concern is not with security as such. However, the way security is utilised, targeted and 

importantly in the context of this study, communicated, is a problem. Identified through 

personal experience and observation, some security officers, whether consciously or 

unconsciously, extend certain privileges to non-Indigenous people that are not always extended 

to Indigenous people.  

Most hospital wards have visiting hours that are strictly applied, or so it seems. Frequently, 

security guards will stop Aboriginal people seeking to visit family members before the official 

visiting hours. It has also been observed that at times, non-Indigenous visitors are able to 

discuss and explain their requirements to visit out of hours and are allowed through whilst 

Indigenous people are turned away without the opportunity of further discussion. The 

arguments for preventing family members from visiting at certain times are themselves worthy 

of analysis. Many staff are very welcoming and supportive of all and certainly can lay claim to 

the values of the hospital‘s mission statement. However, the justification for many of the 

policies applied when critically examined, may be considered examples of, if not racism, then 

systemic bias, power, privilege and possible whiteness.  
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8.6  Examining own culture and its impact on others: Cultural and 

linguistic awareness 

Examining one‘s own culture is a key tenet of cultural safety and yet it is missing from 

Australian competency standards. Tanner, (2005, p.79) points out this critical omission in the 

Australian Nursing & Midwifery Council‘s (ANMC) Code, adding that it fails to recognise the 

importance of the health professional‘s own culture and the impact this may have on others. 

The majority of nurses and other health professionals in Central Australia are non-Indigenous. 

This ratio is reversed in the representation of Indigenous people requiring health care in the 

region (Department of Health and Community Services, 2009).  

Ramsden‘s (2002) model of a culturally safe health practitioner is one who has undertaken a 

process of self-reflection and who knows about their own culture in order to be able to evaluate 

its impact on other cultures. For decades, health professionals in Australia and Central 

Australia in particular have been asked to undertake cultural awareness education. The 

Northern Territory Department of Health & Community Services has offered a cultural 

awareness program for employees for which I have been a co-facilitator since 1997. Cultural 

awareness and multiculturalism however, had always been uni-directional and largely remains 

Anglo Australians learning about other cultures and accepting the right to maintain culture. 

With little effort to explain or teach Anglo-Australian culture and even less attention to 

Indigenous Australian cultures, this uni-directionality became more divisive in my experience.  

The assumption made by some participants that Indigenous and other cultural groups have 

gained an understanding of the dominant culture in Australia somehow by ‗osmosis‘ or just 

being exposed to it, is also highly problematic. Naparrula‘s obvious lack of understanding of 

the way in which hospitals and medical staff function (see 7.7) is a clear example of how 

someone may be surrounded by a culture and yet not fully understand or be able to interpret it. 

A two-way cultural awareness program is not about assimilation. It is about information, and 

information is power. Cultural safety in health and education holds enormous potential for me, 

as it is the only development that does not continue to view the cultural minority as a problem 
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to be solved. Instead, it seeks to examine the impact of the dominant culture on that minority. 

In the absence of significant change to date, this single difference may be the critical one that 

has real potential to succeed where other approaches have failed. It must however, be 

embraced fully and not continue the half hearted ‗tick-the-box‘ approaches of so many other 

developments. 

8.7  Indigenous personnel in health care services 

A common response in previous research and reports is to identify Indigenous staff as key 

facilitators of communication with Indigenous language speakers. In the Northern Territory, 

the employment of Indigenous staff across all levels of health service delivery has been a stated 

goal for decades, based on the premise of ensuring culturally appropriate care and 

communications that are more effective (Royal College of Nursing Australia). Most 

employment of Indigenous staff however, has often been at the lower levels of care assistants, 

patient service assistants, laundry, maintenance and cleaning staff. With the exception of the 

role of registered Aboriginal Health Workers, the proximity of Indigenous staff to client care 

has been historically distant. 

In the Northern Territory, the registered Aboriginal Health Worker role is unique. AHWs are 

key professionals involved in primary health care, most often for services delivered in remote 

communities, with limited on-site medical support or personnel (K. A. Taylor, 1997). During 

1995-6 I coordinated a pilot project to develop the role of the registered AHW in the hospital 

setting. In the Northern Territory, AHWs are registered with a professional board in the same 

way as medical officers and nurses. Unfortunately, AHWs, ALO‘s and Interpreters remain 

relatively few in number. They are generally not accessible at all hours, leaving large periods 

of time when non-Aboriginal staff must attempt intercultural communication without such 

supports. Interpreters, ALOs and AHWs are often viewed as the definitive solution to effective 

communication with Aboriginal clients. I would agree that they certainly have this potential, 
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but their roles are not without limitations. AHWs have played a pivotal role for decades, but 

they also suffer from a lack of role clarity, regulation and recognition.  

AHWs are employed by primary health care services as a strategy to ensure that health 

services are not only accessible, but also culturally appropriate and acceptable to 

Aboriginal Australians. Nevertheless there is much controversy about what 

healthworkers can and should be doing. (Genat, 2006, p.xi) 

These employees themselves are often the first to recognise the limitations their unique role as 

members of the Aboriginal communities can place on them. For many Aboriginal staff, 

cultural obligations may prevent their involvement with specific individuals based on gender, 

kinship or other factors. So much is expected of Aboriginal employees that they are often 

placed in culturally unsafe situations themselves, which may be implicated in the high turnover 

rates (Genat, 2006). Even the nature of the communication in health settings, may be highly 

problematic for many Aboriginal staff.  

One young male ALO for example, cited the difficult position he was placed in when having to 

explain certain invasive procedures to an older initiated man, when he himself was still an 

uninitiated person. For the ALO, still considered a boy rather than a man, it was unacceptable 

for him to discuss the issue with the older male client. AHWs were originally chosen by their 

communities and as such were often selected because of their status and acceptance by all. 

Today, with the introduction of tertiary training institutes, anyone can apply to become an 

AHW based on their aptitude for educational study. Again, there is no suggestion that these 

AHWs have any less skill but the practical application comes into question. A young 18-year 

AHW trainee may not be able to communicate undesirable prognoses for example, or discuss 

sexual disease transmission. Furthermore, Indigenous Language clients have refused 

involvement of AHWs, Liaison and interpreters because of pride, or shame or embarrassment. 

Convinced that their language proficiency is good enough, and in line with English speaking 

non-Indigenous staff who are also convinced that their communication is ‗good enough‘ to ‗get 

by‘, there is under-utilisation of these roles, which requires greater scrutiny.  
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In a study of Indigenous patients who discharged themselves against medical advice, referred to 

in Alice Springs Hospital as Take Own Leave (TOL) 87% had previous admission, 73% had no 

understanding of their illness and 81% were unable to estimate how long they would be in 

hospital (Van Ersel 2009). Furthermore, 31% had expressed the urge to TOL, 33% did TOL, 

and 50% had TOL in last ten years (Van Ersel 2009). The costs of these statistics in terms of 

readmissions and more complex health problems that often result provide ample justification for 

greater involvement of AHWs, ALOs and Indigenous Interpreters. These roles are undeniably 

necessary and crucial to the provision of effective care. However, enhanced cross-cultural 

communication skills seem equally crucial and necessary, and not simply for one group in the 

relationship. Thus, while considerable emphasis has gone into developing English literacy and 

numeracy skills for Aboriginal staff, little has gone into preparing health staff for working 

effectively with these groups. 

This Intercultural Health Care Communication study conducted in Central Australia identified 

a number of perceived barriers and actual disincentives for calling on AHWs, ALOs or 

interpreters, which require examination of the underlying issues. As identified by an 

undergraduate nurse I had supervised during a placement in the region: 

I have heard a lot of health professionals comment that IPs [Indigenous People] should 

take responsibility for their health, and should not be readmitted to hospital for 

recurrent health problems that are caused by their ‗ignorance‘. I have not once seen an 
ALO brought in to explain a treatment to a patient in the four weeks I have been on the 

medical ward… (Taylor & Guerin, 2010 p.183) 

Throughout history people of differing linguistic backgrounds have found the most practical 

and effective way to communicate to be through an interpreter, someone who is proficient in 

the language of each participant. Whilst this seems an obvious solution to the challenges of 

communicating there are numerous considerations relevant to interpreting between groups who 

hold profoundly different worldviews. As identified in the literature review (see Chapter 3), 

research in Australia and elsewhere has clearly identified the need for interpreting services 

(Buttow, 2010; Cass, et al., 2002; McGrath, 2006). Responses to Indigenous language speakers 
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have been very different to the services developed for Australia‘s growing migrant populations 

since the 1950s.  

However, it is not only an issue for health staff. The Indigenous participants and wider 

community as well as health staff may need education about the need for and role of accredited 

interpreters. Participants of this study often preferred to communicate in English for a number 

of reasons, even though it was apparent at times that we were also experiencing frequent 

communication difficulties that could have been avoided through engagement with a qualified 

interpreter. Buttow (2010) identified similar barriers in relation to linguistic minority 

populations in health services nationally and internationally. Issues of pride or shame, an 

unrealistic assessment of one‘s own language proficiency, concerns about confidentiality, time 

and costs, amongst other considerations, are all implicated in the under-utilisation of 

Indigenous Interpreters. 

8.8  Summary 

Culturally safe communication requires a willingness and ability to engage in dialogue, for 

consumers to define the safety of services and interactions, for providers to decolonise 

practices, and for critical reflection to take place on one‘s own culture and its potential to affect 

others. Power is a key consideration that requires scrutiny in a post-colonial environment if the 

goal is to challenge the status quo. Indigenous health personnel have a role to play, in 

facilitating culturally safe care, but their non-Indigenous colleagues need to learn how to work 

effectively in partnership with Indigenous personnel. Whilst some of the positive elements 

exist in the data to varying degrees, this Intercultural Health Care Communication study 

suggests that Central Australian health services are a long way from culturally safe 

communications with Indigenous Language speakers. 

A re-orienting of thinking has been a theme throughout this thesis. Lessard believes that 

intercultural communication ‗… can be seen as a solution to providing quality health care as 

opposed to a problem‘ (Smylie 2001, p. 2) However, the so-called problem of communicating 
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with Indigenous Language Speakers in Central Australian health care settings might be 

constructed equally and more beneficially, as an opportunity to improve health outcomes and 

service delivery. This study has added to the body of intercultural communication knowledge 

by revealing a concurrent impact on health staff who are ill-prepared for the experience of 

communicating with Indigenous health consumers. It has been shown that communication 

issues between English-speaking health professionals and Indigenous First Language clients 

are substantial and largely unexamined. 

The final chapter will re-state the thesis that Intercultural Communications in Central 

Australian health services place clients and staff at risk of culturally unsafe care, through a lack 

of adequate preparation and resourcing for intercultural communication. Indigenous peopleare 

often labelled as poor historians, non-compliant, unable to understand, in need of more 

education or ‗better‘ behaviour, and made personally responsible for own poor health 

outcomes. Furthermore, based on the findings of this intercultural communication study it is 

my contention that much of the problem lies in continued colonising attitudes, beliefs and 

practices at individual, organisation and system levels. 
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Chapter 9  

Conclusions: Culturally Safe Intercultural Communication 

9.1  Introduction 

Our people are dying… because they don‘t understand what doctors and nurses are saying to 

them‘ (Jakamarra, 2007) 

In the final chapter of this thesis, I begin by reflecting again upon the words with which it 

began and the experiences that provoked my exploration of intercultural health care 

communications in Central Australian health care settings. Our people for the speaker may 

have referred specifically to Indigenous people. However it was the same speaker who 

reminded me that anangu is not a word that distinguishes between Indigenous and non-

Indigenous. Anangu simply means people. In that sense, it is ‘our’ people who are dying, 

simply because Indigenous and non-Indigenous Australians, have not yet learned to 

communicate effectively with each other. Jakamarra‘s words highlighted the serious 

consequences of flawed intercultural communication for Indigenous people. The same quote 

considered now in the context of this study‘s findings, suggests an even greater imperative for 

paying attention to the needs of Indigenous language speakers within Central Australian health 

care settings and possibly beyond.  

This Intercultural Health Care Communication (IHCC) study showed that the consequences of 

unsafe and/or inadequate intercultural communication affect all people either directly or 

indirectly, with health professionals also bearing the burden of this reality. The health of 

Indigenous Australians continues to be the worst of any in Australia today, and globally they 

are the poorest of any indigenous populations with a similar colonising history (I. Anderson et 

al., 2006; Australian Government Department of Families Housing Community Services and 

Indigenous Affairs, 2008; K. Taylor & Guerin, 2010). This statistic has been stated and 
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restated in reports and media until some sectors of the community have begun to accept the 

reality of this appalling position as the norm.  

The powerlessness felt by Indigenous people within health care services, is matched by the 

perceived powerlessness felt by many health professionals who have expressed the belief that 

the ‗problem‘ is too big. It is part of the historical, social, economic and political contexts 

which reinforce the position of dominant culture groups at the expense of minority groups who 

are most often blamed for their position and their desire to maintain their own cultures and 

identities. I say ‗perceived‘ powerlessness because it is my belief that health professionals are 

in fact in positions of relative power and therefore able to make practice and policy changes, on 

both individual and system levels. In fact, I would argue that there is a professional and ethical 

imperative to do so when current practices may be undermining efforts to obtain optimal health 

for some sectors of the Australian community. 

This chapter reviews the aims and research questions that were the focus of this Intercultural 

Health Care Communication study set in Central Australia. It considers whether the study 

achieved its aims of critically analysing health care communications between Indigenous First 

Language clients and English-speaking health professionals and outlines how it answered the 

research questions. In particular, it identifies barriers and/or facilitators that could ultimately 

improve health service delivery, practice and outcomes. This chapter also highlights the most 

important outcomes, reveals what has been added to the body of knowledge around 

intercultural communications and discusses the significance of the study overall as well as 

describing the study‘s limitations and strengths.  

The final section of this chapter presents a model of culturally safe intercultural 

communication for use within Central Australian health care services. The thesis concludes 

with recommendations for practice, education and further research that have the potential to 

embed culturally safe communication skills, knowledge and practice within the policies, 
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systems and individual mindsets of health professionals wherever they encounter Indigenous 

Language speaking clients in Australia. 

9.1.1 Review of aims and research questions 

This intercultural Health Care Communication study aimed to critically analyse the 

experiences of Indigenous Language and English Language participants in health care 

communications in Central Australia (see 1.10). The overall aim was to analyse the 

intercultural communication contexts of health care communications to identify barriers and/or 

facilitators to culturally safe communications with Indigenous First Language clients. An 

additional purpose was to challenge the status quo in relation to how intercultural 

communications occur and to develop knowledge that may improve health outcomes and 

facilitate culturally safe health care. Based on my personal experiences and observation I began 

with a notion that there were considerable dangers for all participants in the Central Australian 

intercultural context.  

The specific research questions asked about: the experiences of both health professionals and 

Indigenous language clients, including what video, audio, written and/or observed 

communications revealed about intercultural communications; what experiences revealed 

about barriers and facilitators; and what preparation of health personnel and attitudes 

influenced Indigenous communications. Finally, the research sought to answer the question of 

what might be done to improve intercultural communications in Central Australian health care 

settings to make them culturally safe for all (see 1.11). 

9.1.2 Overview of Study Conclusions  

The main conclusion of this Intercultural Health Care Communication study is that health care 

services in Central Australia place clients and staff at risk of culturally unsafe care, through 

lack of adequate preparation and resourcing for intercultural communication. This lack of 

attention to intercultural communication contributes to the many and major communication 

failures. Whilst widely acknowledged by health care professionals in the region, it is an 
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under/unrecognised problem/issue that is either overlooked or superficially considered in 

policy and reports. The result is that Indigenous people are problematised, or labelled as poor 

historians, non-compliant, unable to understand, in need of more education and ‗better‘ 

behaviour, and made personally responsible for their own poor health outcomes. Furthermore, 

the findings from this study indicate that much of the problem lies in persistent colonising 

attitudes, beliefs and practices at individual, organisational and system levels. For such 

attitudes, beliefs and practices to go unexamined leads to a tacit acceptance of a lesser standard 

of care for Indigenous clients that impact on both clients and staff. 

In order to change the status quo, the onus for change needs to come from those in positions of 

power, even if that power is not overtly recognised at an individual level. Greater 

acknowledgement and attention to the issue of intercultural communication in health care 

services is required, both on the part of health professionals as individuals, and by health 

services as organisations. The effect of such changes could enhance the quality of intercultural 

communications in Central Australian health care and has the potential to improve health 

outcomes for Indigenous people generally. The findings of this study also suggest that a better-

prepared and supported workforce may contribute to improved staff recruitment, retention and 

job satisfaction. An unexpected and significant finding of this study is that the impact of 

placing health professionals in intercultural communication contexts for which they are ill 

prepared and largely unaware of the challenges, can take a heavy toll on practitioners. This 

aspect has been largely unexamined in the Central Australian context prior to this Intercultural 

Health Care Communication study and may have implications beyond than the research 

setting.  

Apart from the overriding principles of social justice, which demand equitable, safe and 

effective health care for all, greater attention to the language needs of Indigenous clients is 

likely to result in better intercultural communications. In turn, there may be economic and 

personal savings that flow from changing the status quo. The potentially transferable skills and 

knowledge gained from any intercultural context, including increased awareness of 
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communication issues generally, adds to the argument for greater attention to the preparation 

and experiences of health service delivery in intercultural contexts, such as Central Australia.  

9.2  Study Limitations 

As with most research, there are limitations to the conclusions and wider applicability of this 

Intercultural Health Care Communication study. To begin, this study was set in a specific 

geographical region that has been shown to exert particular influences over the delivery and 

uptake of health services (see Chapter 2). The location means that data relates to specific 

Indigenous language groups, which may or may not be applicable to other Indigenous 

language areas (see Figure 3 in 2.7.1). Neither may language issues relevant to these 

particular groups apply to other non-English speaking peoples. Australian Indigenous 

peoples have protocols around communication and information exchange that are specific 

and may not be of wider relevance to other groups, although some commonalities have been 

identified across Australia (Eades, 2009). 

The participants selected for this study were mostly already known to me and therefore 

formed a convenience sample. However, I simply recruited participants until I reached the 

minimum proposed number of participants, rather than selecting specific individuals. The 

majority of health professionals interviewed were women (90%), which was consistent with 

the ratio of males to females within the Northern Territory Nursing workforce. The same 

situation occurred with the Indigenous participants. No commentary on gender was 

attempted in this study, given the gender imbalance in the participant groups. In future, 

however, it may be useful to consider the role of gender in relation to intercultural 

communications.  

I remain confident that the health professionals represented a range of experience levels from 

various practice settings. However, it must also be acknowledged that all these participants 

were already willing to reflect on their own roles in the intercultural communication setting 

and to subject themselves to my critical analysis of their communications with Indigenous 
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clients. Some participants saw their involvement as an opportunity for reflection that they 

had not previously engaged in. There was no deliberate intent to identify poor examples of 

communications. This might suggest the magnitude of the problem to be even greater in 

relation to staff who were unaware of, or unconcerned about, communications with 

Indigenous language speakers. 

As with other research, any relationship between researcher and participants may potentially 

lead to bias in the responses. Bias in qualitative research is accepted, acknowledged and as in 

this Intercultural Health Care Communication study, taken in account. Wilson (1996) in Irvine 

et al (2006, p432) suggested that such influences may lead to situations where ‗…the 

respondent would give a reply that they anticipate will be favoured by the interviewer…‘. This 

was a possibility and did occur at times during the data collection process. However, my 

personal acquaintance with most of the participants allowed me to confirm or clarify responses. 

Watson (2006) found a similar dilemma in conducting research in an environment where he 

had personal relationships with participants. For me, both the Indigenous and non-Indigenous 

participants at times may have provided responses that they anticipated would be ‗favoured by 

the interviewer‘ and consequently avoided responses that may have reflected unfavourably 

upon them.  

The main way such bias was managed was to assure participants that I wanted their frank and 

honest responses with no fear of judgement, with assurances of confidentiality, and that I did 

not anticipate particular responses. I was openly seeking their subjective experiences. Having 

the benefit of observing and knowing some of the participants, allowed me to clarify responses, 

by offering examples from my experience of their practice. For example, when in response to 

clients who discard their medications, Cathy, suggested she was ‗too old to let it bother me‘ 

and that she would just move on to the next client. I was able to delve deeper with Cathy, 

reminding her of examples where she had gone to considerable effort to revisit medication 

issues with Indigenous clients, with great patience and persistence. 
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Indigenous participants‘ interviews were also analysed for possible examples of gratuitous 

concurrence – the tendency to agree in order to maintain a harmonious relationship cited by 

other researchers (Watson, 2006; Webber, 1978). I also sought to draw out from participants 

any comments that alluded to certain standpoints. I used personal knowledge and observations 

of health professionals‘ practice over time to clarify responses that seemed incongruous with 

my interviews with the respondents. For those that were unknown to me prior to the interviews 

or unobserved in practice, I followed up with any clarifications required after transcribing their 

interviews. For English language speakers, this might be considered as leading the participant 

to respond in a particular manner. However, returning transcribed interviews and asking for 

clarification is a well established technique in qualitative research. 

For Indigenous language speakers however, I have found that ‗distancing‘ allowed the 

respondents to speak more freely. Using this technique, I made statements that were seemingly 

unrelated to specific individuals, to avoid any perception of blame or criticism. For example, 

‗Some Aboriginal people are worried about being in hospital‘. Participants would often 

provide a response that either agreed or revealed that this statement did not apply to them, if 

not immediately, then at some point further in the conversation. For example, ‗Yuwa, some 

people get frightened. I don‘t get frightened, because I know those doctors and nurses…‘ This 

strategy has been confirmed in other research as an appropriate one that facilitates rather than 

leads Indigenous communicators. Finally, I did seek informal feedback from a locally based 

anthropologist, a linguist, and Indigenous colleagues and friends to ensure the accuracy of my 

anthropological, linguistic, and cultural assertions, even though this research was not a 

linguistic or anthropological study.  

9.3  What has been added to the body of Intercultural 

Communication knowledge? 

This study highlighted both individual and system barriers to culturally safe health care 

communications in Central Australia. Health professionals identified intercultural 

communication in this setting as difficult, time-consuming and challenging. Many felt 
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unprepared for the present reality of communicating with Indigenous language speakers and 

identified systemic disincentives for changing current practices. However, it was also identified 

that to continue the status quo left individuals at risk and practice standards compromised. 

Whilst other studies have focused on the consequences of miscommunications for clients and 

their health outcomes, this study identified a considerable impact on the health professionals as 

well. Health professionals are vulnerable to the stress and burden of health care practices that 

are less than acceptable in this or any other context. Intercultural communication with 

Indigenous Language speakers is a skill for which health professionals require specialist 

education and on-going training in order to apply safely and effectively. Without such 

preparation, which must include the development of critical reflection and critical thinking, 

health professionals are made complicit in the delivery of a differing standard of care for 

Indigenous clients. 

Indigenous Language speaking clients of health services also need to be equipped with skills to 

assert their linguistic and other rights to an equivalent standard of care. This study has shown a 

fear and reluctance on the part of Indigenous language speaking clients to challenge the status 

quo, which leaves them vulnerable to poor health and treatment outcomes. In fact, this study‘s 

participants have suggested the consequences may be potentially fatal for Indigenous clients. 

Health care services have been identified in this study as responding inadequately to the needs 

of Indigenous Language speakers, and as deficient in preparing and supporting their employees 

appropriately to provide culturally safe care and communications. Untested assumptions about 

Indigenous people and their languages influence the manner in which health services tend to 

communicate with Indigenous clients. Beliefs passed on by health professionals to one another 

that Indigenous languages are simple, therefore communications need to be simple, may be 

implicated in failed health care outcomes and uptake of services through a lack of adequate 

information exchange. 
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9.3.1 Significance of this Intercultural Health Care Communication Study 

A dualism in content, structure, worldviews, language and metaphors underpins this 

Intercultural Health Care Communication Study. It is concerned with a ‗gap‘ – a concept that is 

in itself a dichotomous one. A gap can be a void, a negative, something missing – like the 

communication gap between Indigenous First Language speakers and English speakers, and 

the gap between Indigenous and non-Indigenous life expectancies. There is a tendency with 

gaps to want to ‗close‘ them, from my cultural perspective at least. However, a gap can also be 

a positive, a way through, taking the path of least resistance, and the entrance to a new world. 

The symbolism of the gap is very relevant to the Central Australian setting. The pragmatically 

English name for the geographical feature that stands at the entrance to Mbantwe
89

 (Alice 

Springs) is called the Gap or Heavitree Gap. Traditionally, women were not permitted to pass 

through The Gap‘ (Brooks, 1995). When the Olympic Torch relay came to Alice Springs in 

2000, traditional Indigenous custodians met the group before they entered the Gap and offered 

them safe passage.  

Similarly, this study is an effort to provide entry to proceed through the intercultural 

communication ‗gap‘ in a culturally safe manner. I offer a way through to new understandings, 

meeting members of my cultural group on a journey of reflection, decolonisation, and an 

opportunity to engage in dialogue with Indigenous health service users. While the nation‘s 

attention is finally focused on ‗Closing the Gap‘
90

 to Indigenous disadvantage and health 

disparities, it is timely then to consider a necessary first step in any such process is to close the 

intercultural communication gap between Indigenous Language speakers and English 

dominant health professionals. 

                                                        
89.  Mbantwe – Arrernte people‘s name for the region around the township of Alice Springs 

90.  Closing the Gap – see also 1.4 
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9.4  Towards a model of culturally safe intercultural 

communication 

In analysing the findings of this study, a number of key areas for change at individual, 

organisational or health care system levels were identified. To address change at all levels, a 

model for intercultural communication based on cultural safety principles and reflective 

practice is urgently needed (see 9.4.2). The majority of health professionals in this study were 

cautiously willing to reflect upon their own practice, and genuinely wanted to improve their 

intercultural communication skills. Their desire and willingness however, would achieve little 

if such improvements were not embedded into the cultures of workforces and organisations 

across the region (Irvine, et al., 2006). Furthermore, many participants felt that there were 

disincentives for critically analysing health communications that might uncover potentially 

litigious concerns and/or colonising attitudes that would expose the health services to criticism 

and inertia. 

Applying to this study, a post-colonial theoretical framework encompassing cultural safety, it 

has become evident that the experience of intercultural communications in Central Australia is 

problematic for all participants. When critiqued against the principles of cultural safety by 

clients, health services and personnel in the region were inadequately prepared in the provision 

of satisfactory care for Indigenous clients (see Chapter 8). The following sections discusses 

what is needed and then suggests a model of intercultural communication that could facilitate 

cultural safety for practitioners and linguistic minorities with whom they interact. 

9.4.1 What is needed? 

Cultural safety principles propose that the power for change lies with the health care services 

and personnel rather than with the minority clients. Health services need to recognise the right 

of all Australians to hold and maintain their first language as a universal human right (Rigney, 

2002). Health care for Indigenous language speakers can be facilitated best when this ideal 

enshrined in policies and protocols. Research has shown that capacity in one‘s own language 

enables greater capacity to acquire a second or other language more proficiently (Evans, 2010). 
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Health services that wish to provide culturally safe care must ensure that language choice, 

language sensitivity and awareness are prominent within the ethos of the service culture 

(Irvine, et al., 2006). 

Health professionals in this Intercultural Health Care Communication study identified major 

gaps in their undergraduate education and on-going professional education with regard to 

intercultural communication. All agreed that having had some preparatory sessions on specific 

Indigenous communications would have been valuable to reduce unnecessary stress and 

frustrations. During orientations of students and health professionals, I have been able to share 

some introductory sessions comparing Indigenous and English communications styles. 

Although risking the criticism of essentialising Indigenous communications, I see the 

introduction of difference as useful for engaging participants to at least begin a process of 

awareness, that will encourage further examination of the contexts of intercultural 

communications.  

For example, health professionals interviewed expressed frustration over the tendency toward 

agreement known as gratuitous concurrence. A strategy that I have found useful to counter this 

gratuitous concurrence is what I have come to call ‗distancing‘. Making statements to 

Indigenous Language speakers, rather than direct questions, avoids a perception of accusation 

or blame. For example, suggesting to a mother that ‗Some children don‘t like taking medicine‘ 

and allowing time for consideration before asking, ‗Does X take their medicine for you?‘. I 

have found this strategy effective in allowing participants to respond without feeling obliged to 

give an answer they think is desirable, because there is some distance from the direct question, 

by suggesting this situation may happen to others. 

Informed consent was also a major concern to many of the health professional respondents. All 

eleven participants mentioned the issue during interviews. A remote area nurse, employed in a 

non-government primary health care clinic, discussed her use of locally developed Indigenous 

language resources that enabled understanding of the matter for which she was seeking 
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consent. Plain English scripts were constructed that described procedures such as Human 

Immuno-deficiency-Virus (HIV) testing. These were then translated into the local Language, 

and recorded onto audiotape, then played to clients in preparation for further discussions about 

treatments, procedures and options (Tanya, see Chapter 6). 

Some of the hospital staff suggested that some resources in Language would be useful. 

Specific common phrases and words that could be posted within the hospital wards would 

assist staff. Such resources do already exist, but the awareness and corporate knowledge about 

their availability in this study was diminished by the high staff turnover. Franks and Curr 

(1995) in their intercultural collaboration entitled ‗Keeping Company‘ developed a 

comprehensive list of common medical phrases and vocabulary in five major Indigenous 

languages but only some employees are familiar with this resource for the same reason as well 

as the diminished cultural awareness program available to staff. 

Disincentives for accessing interpreters and/or Indigenous liaison and/or health workers must 

be removed from implied and overt messages given to staff about budgets and time pressures. 

The false economy of not calling in liaison officers or interpreters is demonstrated in repeated 

readmissions, instances of clients taking their own leave (TOL) prior to medical advice (Van 

Ersel, 2009) and poor health outcomes. One of the challenges to ensuring health professionals 

engage and utilise Aboriginal Liaison Officers and Interpreters, is the lack of role clarity and 

professional standing for these positions (Van Ersl, 2009).  

During the ten years that I facilitated undergraduate nursing placements within Central 

Australia, students would often comment on how they were usually discouraged from calling 

on Aboriginal Liaison Officers, Aboriginal Health Workers and/or interpreters. If students are 

acculturated into their profession with the message that Liaison Officers and interpreters are 

unnecessary, or their use is not permitted, then novice nurses, without strong reflection and 

critical thinking abilities, may set the pattern for future practice.  
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Aboriginal Liaison Officers in the Northern Territory receive no formal training or special 

preparation. The main criteria for employment are the ability to speak one or more of the 

Central Australian Indigenous Languages and to possess strong written and verbal 

communication skills in English. This requirement places many ALOs in the position of 

liaising between their own cultural group and the dominant cultural group with no specific 

preparation for the role. Many are asked to explain policies and procedures that are as foreign 

to them as to the people they are supporting in the health care system.  

At the time of writing, none of the liaison officers within the local hospital had been into an 

operating theatre. Yet it is an expected part of their role to explain what will happen to patients 

when they undergo an operation. This gap in the education and training of ALOs may be 

implicated in the reluctance of other health professionals to routinely call upon ALOs, although 

other factors such as economics and negative attitudes toward the value of ALO positions was 

also identified in this study. Aboriginal Liaison Officers must be provided with a credentialed 

preparation that includes medical terminology, and intercultural communication with English-

speaking health professionals, if their potential within intercultural health care contexts is to be 

maximised.  

Similarly, greater use and availability of accredited interpreter services in the region should be 

encouraged and promoted. Participants in this Intercultural Health Care Communication study 

were unaware of the availability of interpreters within the hospital setting in some instances. 

Health personnel also need training in the effective and appropriate use of medical interpreters 

when working with Indigenous Language speakers. Indigenous clients similarly need to be 

assured of the confidentiality provided by accredited interpreters and health employees. 

Encouragement to overcome their reluctance to involve such resource personnel, due to 

influences such as ‗shame‘ or a flawed belief in the adequacy of one‘s own English 

proficiency, or a desire to be polite to health professionals, must also be a priority. If promoted 

appropriately, the message that interpreters are vital to safe and effective intercultural 

communications will be clear to Indigenous Language speakers. 
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Much of the knowledge generated and shared amongst health professionals with regard to 

working in Indigenous Language contexts, is transmitted through a process of acculturation to 

this unique workforce. It is often untested and unexamined however, as the sources of 

knowledge are usually other colleagues. Health professionals who aspire to provide culturally 

safe care to Indigenous clients must be able to engage in dialogue with them. This ability 

requires health professionals first being aware and sensitive to the needs and nuances of 

Indigenous language speakers through appropriate preparation for intercultural encounters.  

9.4.2 Ways of addressing racism, discrimination and privilege 

A major problem with addressing racism, discrimination and privilege lies in the nature of 

these phenomena. Whilst there are overt examples that are easy to identify, it is the less 

obvious and subtle forms that are harder to address. For many of the health participants 

interviewed, whilst able to identify such tendencies in others, there was a seeming lack of 

awareness of their own capacities for racism, discrimination and/or privilege. The assertion 

that the problems in communication lay with ‗their culture for a start‘ (Penny, 2006), were 

offered as authoritative and well intended explanations.  

The delivery of education around racism, discrimination and privilege ranges from extreme 

experiential approaches such as that found in Jane Elliot‘s Blue Eyes/Brown Eyes workshops, 

to less confronting approaches that focus on set descriptions of preferred behaviours. The 

evidence for which approaches have the most success in changing attitudes and practices is not 

prominent in the literature and further research and evaluation is required. In the cultural safety 

experience of New Zealand, racism awareness is an integral part of the education of health 

professionals, along with learning about discrimination, power and privilege (Ramsden, 2002). 

Adherence to a cultural safety approach suggests education that allows for reflection and 

evaluation of practice by the recipients of care is what may have the greatest impact.  
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9.4.3 A model for culturally safe intercultural communications 

It is apparent from this Intercultural Health Care Communication study that a model of 

culturally safe communications for Central Australian health care contexts is needed. Cultural 

safety as a philosophy and way of practising, is achieved through a three-stage process. The 

process begins with cultural awareness, then progresses to cultural sensitivity and finally to the 

stage of cultural safety (Ramsden, 2002). The principles of cultural safety include the need for 

reflective practice, decolonisation of practice, an understanding of one‘s own culture and its 

impact on others, a capacity to explore and acknowledge inherent power differentials.  

In the Central Australian health care setting, the majority of services claim to provide health 

care underpinned by one of a number of culturally relevant approaches. Whilst nationally, 

Cultural Respect has been gaining some prominence, Cultural Safety is used in local service 

and position descriptions. Whilst other philosophies have been presented in this thesis, 

including cultural security and cultural competence (see 10.2) the core principles that locate 

responsibility for change with the health service and professionals themselves, offer the 

greatest opportunities for sustainable and genuine change. Based on the literature reviewed in 

Chapters 3 and 4, and an analysis of the data presented in Chapters 6 and 7, it is my belief that 

the same approach might also be used to develop culturally safe communications. Language 

awareness and language sensitivity as concepts have already been researched and found to be 

valuable in improving health outcomes for linguistic minorities in health settings (Irvine, et al., 

2006). 

The model depicted in Figure 10 (this section) outlines the element necessary to achieve 

culturally safe intercultural communications between Indigenous Language speakers and 

English-speaking health professionals. It has developed from some of the findings of 

participants in this Intercultural Health Care Communication study who were themselves 

participants in the Central Australian health care. A review of literature has also helped identify 

those factors required to be present in both the preparation and on-going professional 

development of health personnel. Organisations and training providers need to equip health 
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professionals with adequate education and resources to deliver safe intercultural encounters in 

health care settings. Language awareness and sensitivity education, reflective practice, 

decolonising practice, and recognition of power differences underpin the optimal intercultural 

health care communication experience. 

9.4.4 The Model explained 

Figure 10 depicts an integration of intercultural communication skill development from 

undergraduate level, to the orientation to health services, policy and protocols to ensure 

linguistic needs assessments are embedded in practice. Skill development continues through 

individual and health service responsibility for reflection and reflective practice, and through 

joint responsibility (employee and employer) for ongoing professional development. 

Reflection should not only be on individual practice, but as suggested by the broader 

influences underpinning this study, also include the wider social context of Indigenous/State 

relationships. Skill development should include working with and through accredited 

interpreters and other Indigenous Language staff as a matter of routine, where linguistic needs 

assessment has indicated the need for support. Finally a regular audit process be implemented 

for individuals and services as a whole to assess the cultural safety of intercultural 

communications in health care. At the centre of this integration are the key stakeholders 

responsible for enabling culturally safe care. 
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Figure 10. A model of culturally safe intercultural communication 
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9.5  Conclusion 

 Communication in health care is a key requirement for safe and effective practice. 

Communication that involves culturally and linguistically diverse participants is defined 

specifically as intercultural communication. Research globally has identified that intercultural 

communication is an aspect of health service delivery with the potential to impact either 

positively or negatively upon clients and their care (McGrath, 2006; Neulip, 2006; Skutnab-

Kangas & Phillipson, 1995). In an increasingly multicultural and potentially racist world, 

intercultural communication skills are gaining in importance. Literature reviewed has 

highlighted the need for health professionals and health services to be appropriately prepared 

for intercultural communications in order to provide technical, ethical, legal, economical, 

effective and culturally safe care (Buttow, 2010; Lowell, 2001). 

 English is the language privileged within Australian health care systems. This is hardly 

surprising given that is the country‘s official language. However, in Australia, there is the 

dilemma of the original inhabitants rarely being able to obtain health care using their first 

language. As long as Indigenous Australians are viewed through a colonial lens with an 

unshakeable belief in non-Indigenous superiority, the capacity for effective communication 

remains limited. Any relationship with Indigenous Language speakers that continues to 

colonise by existing without effective communication, jeopardises the health, well-being and 

cultural safety, not only for clients, but also for those providing care. 

In health care settings in Central Australia, non-Indigenous (western) models of health 

dominate, and English is an unchallenged and privileged tool of access to care. Yet Indigenous 

language speakers are the majority users of these same health care services in Central 

Australia. Slowly, almost grudgingly, health professionals have had to examine the ways in 

which services are delivered to Indigenous clients. While it would be nice to think this 

examination has arisen from a regard for lessons learnt from the past and a genuine desire to 

halt the painful impact of colonising practices, it seems more pragmatic factors are at play. 
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This pragmatism however, does not negate the individual good will and ‗good intentions‘ of 

many non-Indigenous health professionals who genuinely want to improve their capacity to 

provide culturally safe care. However, ineffective health care communications are costly, 

personally, financially, and to the community at large.  

Numerous reports have reviewed and commented on past approaches to the provision of health 

services to Indigenous Australians (I. Anderson, et al., 2006; Australian Government 

Department of Families Housing Community Services and Indigenous Affairs, 2008; 

Government, 1991). These reports have looked at the failure of policies, the inappropriateness 

of services, the lack of suitable supports, and most currently at the victims themselves. Few 

have looked at what this study found to be fundamental influences on all other factors, a lack 

of adequate preparation for, and attention to, intercultural communication between Indigenous 

and non-Indigenous participants. How can health professionals possibly provide appropriate 

health care if they cannot communicate effectively with the recipients of their care? Of course, 

some procedures and interventions might in certain circumstances, takes place without consent, 

as happens when communication is not physically possible. However, effective 

communication in other than these circumstances is and should be possible.  

Indigenous health in Australia in the early days of the twenty first century remains by any 

account, a national shame. Until the dominant cultural group can turn the critical lens on 

themselves, and their systems and structures, little if anything will change. In summary, the 

study reported in this thesis has described and examined the experience of intercultural 

communications in health care settings in Central Australia. A critical ethnography 

underpinned by the philosophy of cultural safety and situated within a post-colonial theoretical 

framework, was undertaken to address the aim and objectives of the study. The decision to 

interview in depth, eleven English-speaking health professionals and only four Indigenous First 

Language clients, was deliberate as this provided enough of a critical lens. This imbalance 

reflects the dominance of the researcher‘s own cultural group, who are most often in privileged 

positions of power within intercultural healthcare encounters in Central Australia. Globally and 
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locally, intercultural communication is identified as a challenging and complex skill that has 

the potential to disadvantage linguistic minorities in terms of quality of care. The rationale for 

involving both groups stemmed from assumptions about supposedly culturally appropriate 

methods of communication used by non-Indigenous health professionals. The trend toward 

providing health information in specific formats for Indigenous clients in the region may be 

well intentioned. Some believe however, that using simplistic rather than simplified forms of 

English communication however, potentially contributes to a ‗crisis in health care‘ (Trudgen, 

2000; Folds, 2001). This crisis has been evident in the findings of this study, that the 

experience of intercultural communication for both Indigenous clients and health professionals 

is a culturally unsafe one.  

This Intercultural Health Care Communication study adds a deeper understanding about the 

underlying influences and consequences of culturally unsafe communications. Health 

professionals were made vulnerable through inadequate preparation or support and lack of 

incentives to communicate safely and effectively with Indigenous language speakers in Central 

Australia. The findings highlighted a culture of accepting a lower standard of care, and a 

professional vulnerability that contributed to staff turnover and experiences of job stress. 

Powerlessness and lack of control for Indigenous language speaking clients contributed to their 

personal stress, a lack of informed consent and decision-making, negative experiences of 

health care. For health professionals there was a need to avoid revealing potentially unbearable 

truths about what really underpins intercultural communications in Central Australia.  

Australia‘s national priority has been directed at ‗Closing the Gap‘ in Indigenous disadvantage. 

Previous efforts have not achieved this national goal. There is a need to do things differently. 

Based on the findings of this Intercultural Health Care Communication study, I would suggest 

that one of the most crucial ‗gaps‘ to be closed must be the communication gap between 

Indigenous Australians and English-dominant health care services and their workforces. 

Consequently, I have offered in this thesis, a model of culturally safe, intercultural 

communications for the Central Australian health care context.  
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Finally, in keeping with my desire for the voice of Indigenous Language speakers to have the 

first and last words in this thesis, I conclude with the Naparrula‘s reminder that this is not 

really a story for Indigenous people. It is my story to tell and therefore my responsibility to 

share, in order to change the status quo and seek a way through the intercultural health care 

communication gap between Indigenous and non-Indigenous Australians. 

Kele
91

 …finished now… enough said. 

                                                        
91.  Kele is Luritja/Pintupi for finished now, that‘s enough also goodbye (see 10.3)  
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10.0 Appendices 

10.1 Abbreviations 

10.2 Operational definitions 

10.3 Glossary of Indigenous Languages‘ words and phrases 

10.4 Aboriginal English terms and phrases 

10.5 SBREC Approval 

10.6 Data Analysis sample 

10.7 Letter of Introduction (English Speaking health professionals) 

10.8 Letter of Introduction (Indigenous Speaking participants) 

10.9 Consent Plain English for translation to Indigenous Languages 

10.10 Consent form for observation of a professional activity 

10.11 Interview Guide: Cross-Cultural Communication in health care 
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10.1 Abbreviations 

 

Aboriginal Cultural Awareness Program (Kaltye-le Antherrentye) 
(Arrernte for ‗Teaching each other‘) 

ACAP  

Aboriginal Community Controlled Health Service 

Aboriginal Medical Services 

ACCHS 

AMS 

Aboriginal Employment and Career Development Strategy AECDS 

Aboriginal Health Workers 

Indigenous Health Worker 

AHW 

IHW 

Aboriginal Liaison Officer 

Indigenous Liaison Officer 

ALO 

ILO 

Aboriginal Research Development Services ARDS 

Alice Springs Hospital ASH 

Absent Without Leave 

Against Medical Advice 

AWOL 

AMA 

Australian Bureau of Statistics ABS 

Australian Government Department of Health and Ageing  AGDH&A 

 

Australian Indigenous Language AIL 

Australian Nursing Council Incorporated ANCI 

Australian Standard Geographic Classification- Remoteness Areas  ASGC-RA 

Australian Remoteness Indices ARIA 

Central Australian Health Research Ethics Committee  CAHREC 

Central Australian Rural Practitioners‘ Association CARPA 

Central Australian Aboriginal Congress CAAC 
Congress 

Centre for Remote Health CRH 

Congress of Aboriginal and Torres Strait Islander Nurses of  

Australia  

CATSIN 

Council of Remote Area Nurses Australia 

(now CRANAPlus – open to all remote health professions) 

CRANA 

Department of Health & Families  

(formerly Department of Health & Community Services)  
(formerly Territory Health Services) 

DHF 

DH&CS 
THS 
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English First Language  EFL 

English Second Language ESL 

English-speaking health professional 

 

ESHP 

Federation of Aboriginal and Torres Strait Islander Languages 

 

FATSIL 

Indigenous First Language IFL 

Indigenous Language Speaker ILS 

Institute for Aboriginal Development IAD 

Intercultural Health Care Communication Study IHCCS 

Languages other than English LOTE 

Medical Officer 

District Medical Officer 

MO 

DMO 

National Health & Medical Research Council NHMRC 
 

Ngaanyatjarra Pitjantjatjara Yankunytjatjara NPY 

 

Non English Speaking Background NESB 

North American Nursing Diagnoses Association  NANDA 

 

Northern Territory NT 

Northern Territory Department of Health & Families NTDH&F 

Northern Territory Emergency Response or 

Northern Territory Emergency Intervention (The Intervention) 

NTER 

NTEI 

Overseas Trained Nurses OTN 

Overseas Nurse Program ONP 

Primary Health Care PHC 

Registered Nurse RN 

Remote Area Nurse RAN 

Royal Commission into Aboriginal Deaths in Custody RCADIC 

Royal Commission on Aboriginal Peoples (Canada) RCAP 

Social and Behavioural Research Ethics Committee SBREC 

Standard Australian English SAE 
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Take Own Leave TOL 

Territory Health Services THS 

Western Desert Nganampa Walytja Palyanjaku Tjutaku 

(Making all our families well) 

WDNWPT 

World Health Organisation WHO 
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10.2 Operational definitions 

 

In a study that is about language and its potential impact, one of the first challenges is ensuring 

that the words and terminology chosen do not contribute to their own on-going colonisation or 

marginalisation of specific people or groups. There are many issues related to Indigenous 

Australians, terminologies, definitions and single words, which carry with them historical 

burdens. Consensus and comfort are difficult to achieve, not only in relation to Indigenous 

issues, but also within my own disciplines of nursing and education and the various health 

cultures more generally. For the purposes of this study, and in acknowledgment that some 

terms used may not be acceptable to all readers or those to whom they refer, the following 

operational definitions apply throughout the thesis: 

Aboriginal or Indigenous?  

The terminology used to define Indigenous peoples in the Northern Territory and Australia 

generally is fraught with controversy. There appears little consensus within the literature and a 

great deal of changing attitudes when seeking to define populations along ethnic lines. This is in 

the context of a colonial history and ongoing use of categories to discriminate against specific 

groups. In acknowledgement of this lack of agreement, the term Indigenous has been used as 

this is the term currently used by governments to imply inclusion of Aboriginal and Torres 

Strait Islander peoples and other Islander groups recognised as the original peoples of Australia. 

Aboriginal is a term applied to Indigenous Australians. It is not inclusive of the Islander 

populations who distinguish themselves as Torres Strait Islanders and other Islander groups. For 

the purposes of this study located within Central Australia, the term Aboriginal is used when 

there is a specific intention to refer to Indigenous groups of Central Australia. Further specific 

terminology is used where necessary to identify discrete language groups. 
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Aboriginal or Torres Strait Islander 

 
An Aboriginal or Torres Strait Islander is a person of Aboriginal or Torres Strait Islander 

descent who identifies as an Aboriginal or Torres Strait Islander and is accepted as such by 

the community in which he or she is associated (Australian Bureau of Statistics, 2009). 

 

Aboriginal English is the name given to the various kinds of English spoken by Aboriginal 

people throughout Australia. Technically, the language varieties are dialects of English. They 

have much in common with other varieties of Australian English, but there are distinctive 

features of accent, grammar, words and meanings, as well as language use (Eades, 2009). 

 

Aboriginal Health Worker 

A registered health professional of Aboriginal descent who in the Northern Territory, must 

hold an annual practising certificate, issued by the Aboriginal Health Worker (AHW) 

Registration Board. Previously this role was involved mainly in the delivery of primary health 

care (PHC) services in remote Aboriginal communities. Registered AHWs increasingly work 

within town-based community and acute hospital services as well as the PHC settings. 

 

Aboriginal Liaison Officer 

An employee of Aboriginal descent, who possesses relevant cultural knowledge and language 

skills, which are used to provide practical welfare support to Aboriginal clients within the 

health system. 

 

Anangu  

Literal meaning is ‗people‘ (Pitjantjatjara/Luritja). Increasingly this term is being used to 

imply Aboriginal people, rather than all people, as was its original usage. 
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Arrernte (Aranda, Arrunte, Arrente)  

A specific Indigenous language group or person identified as belonging to this language 

group, whose traditional lands are in and around Alice Springs. Spelling is subject to local 

preferences and historical developments, as indicated by other spellings cited. 

 

Anmatyerre/ Anmatjere  

A specific Indigenous language group or person identified as belonging to this language 

group, whose traditional lands are situated to the north of Alice Springs. Spelling is subject 

to local preferences and historical developments, as indicated by other spellings cited. 

 

CARPA manual 

Central Australian Rural Practitioners‘ Association (CARPA) Standard Treatment protocols 

for remote health care practice. 

 

Central Australia 

A geographic region, which for the purposes of this study, implies parts of the Northern 

Territory, South Australia, Western Australia and Queensland, as shown in Figure 1 in 2.1. 

 

Closing the Gap 

‗Closing the Gap‘ is a national policy direction aimed at closing the disparities between 

Indigenous and non-Indigenous Australians in terms of life expectancy, and other 

disadvantage (Oxfam Australia, 2009). 

 

Code Switching 

Switching between languages and even within languages to use different forms suited to 

purpose, content, context and/or participants. 
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Colonialism 

‗…a practice of domination, which involves the subjugation of one people to another‘ (Kohn, 

2008) http://plato.stanford.edu/archives/fall2008/entries/colonialism/, accessed September 20, 

2010 

 

Creole 

‗…a creole is a distinct language which has taken most of its vocabulary from another 
language, the lexifier, but has its own unique grammatical rules. Unlike a pidgin, however, a 

creole is not restricted in use, and is like any other language in its full range of functions‘ 

(Eades, 2009) http://www.une.edu.au/langnet/definitions/aboriginal.html, accessed 
September 22nd, 2010. 

 

Cross-cultural or intercultural 

Cross cultural or intercultural pertains to operating within a mixed cultural context. 

 

Cross lingual  

Operating in a context that requires communication across linguistically different groups 

 

Country or Homelands  

Countries/country used in the sense of Indigenous land connections indicates clearly defined 

territories, acknowledged as belonging to or being the traditional lands of specific Language 

groups. 

 

Cultural Competency 

…a conceptual framework to facilitate more culturally inclusive service provision 

(Grote, 2008, p.7) 

 

Cultural Respect 

…a framework that promotes behavioural changes by practitioner as well as modifications to 

the health care systems themselves (Grote, 2008, p.12) 

 

http://plato.stanford.edu/archives/fall2008/entries/colonialism/
http://www.une.edu.au/langnet/definitions/aboriginal.html
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Cultural Safety 

A philosophy of and a way of providing health care highlights the responsibility members of 

one culture have to ensure their interactions with members of another culture do not cause 

potential harm or conflict with the cultural needs of individuals or groups.  

 

Cultural Security 

…a commitment to the principle that the construct and provision of services offered by the 
health system will not compromise the legitimate cultural rights, values and expectations of 

Aboriginal people. (Grote, 2008, p.11) 

 

Democratic racism 

 
Defined as an ideology that permits and sustain people‘s ability to maintain two apparently 

conflicting sets of values (Henry & Tator, 2007, p.15). One set of values reflects a commitment 

to a liberal, democratic society motivated by egalitarian values (such as those espoused in 

health care). Conflicting with those values are attitudes and behaviours that include negative 

feelings toward those who are racialised within society, and that results in differential 

treatment or discrimination (Browne, personal communication, 2011). 

 

District Medical Officer 

A registered medical practitioner whose responsibility is for a specific geographically 

defined region or health service. 

 

Dominant Culture 

The cultural group who through various processes of colonisation acquires dominance over 

other groups, and whose value, beliefs and world view dominate or are privileged over others. 

Also known in some literature as the settler or colonising culture (Edwards, 2007). 

 

English Second Language 

A language spoken and learned subsequent to one‘s first language. 
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First Language 

One‘s own language taught from childhood, transmitted by primary carers. 

 

First Nations /First Peoples 

Identifiable nation groups or peoples acknowledged as being the original people of a region 

or country. 

 

Gratuitous Concurrence 

The tendency of Indigenous Language speakers to say yes irrespective of actual intentions or 

acceptance, most often to please the questioner or because they are perceived as being in a 

position of authority. 

 

Half Caste 

A term applied to people of mixed heritage, Indigenous and non-Indigenous, during the eras 

of Assimilation and Segregation when government policy directed that children of mixed 

heritage be removed from Aboriginal families in an effort to extinguish their Aboriginality. 

This term is still frequently used within the Central Australian region by both Indigenous and 

non-Indigenous, but is potentially an offensive term, imposed from within a colonial past. 

 

Hard English 

An Aboriginal English term, meaning English language that is difficult to understand, 

because it is too technical or context specific. 

 

Health care communication 

Any communication, verbal or non-verbal, that occurs in the context of a health care setting 

in the course of seeking or obtaining health care, specifically that occurring between a health 

professional and client. 
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Health in Central Australia  

 
Health in the context of this study is generally regarded by mainstream populations to be 

aligned to the World Health Organisation‘ definition of health as : 

…a state of complete physical, mental and social well-being, and not merely an absence of 

disease or infirmity… (World Health Organization 1978) 

 

However, within this setting, Indigenous peoples may hold differing worldviews and define 

health differently. 

 

Health literacy  

The shared understanding with regards to health concepts, language and terminology—

involves an ability to read, interpret and use information for health benefits (Taylor, 2008) 

 

Health Professionals 

 

Health professionals in Central Australia may be registered or unregistered. Registered 

practitioners are subject to the professional credentialing of the Northern Territory Professional 

Registration Boards, such as Medical Officers, Nurses, Aboriginal Health Workers, etc. Non-

credentialed employees include Aboriginal Liaison Officers who may or may not possess 

credentialing as interpreters. Aboriginal or Indigenous Interpreters are accredited through the 

National Interpreter Services. 

 

Health services 

 

In the context of the Intercultural Communication Study, health services are taken to mean 

both government and Aboriginal community controlled health services. In the Central 

Australian region, these include Primary Health Care service, community and tertiary services. 

 

Indigenous  

 

See Aboriginal/Indigenous definition 

 

indigenous 

 
Small i indigenous pertains to being from or belonging to a specific place. Eg: Kangaroos are 

indigenous to Australia. 
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Indigenous First Language Speaker 

A person of Indigenous descent, whose first language is an Indigenous one or who had 

primary carers (parents or grandparents) who spoke an Indigenous language as their first 

language.  

 

Indigenous health definition 

 

A locally accepted Indigenous definition that illustrates the key difference in how health is 

conceptualised is found in the following: 

Not just the physical well-being of the individual, but the social, emotional and 

cultural wellbeing of the whole community. This is a whole-of-life view and it also 

includes the cyclical concept of life. (National Aboriginal and Islander health 
Organisation (NAIHO) 1982, p.2) 

 

Indigenous Language Speaker is operationally defined as an individual who speaks an 

Indigenous language as their first or other language, and includes those who may speak 

English, but had primary carers who were Indigenous language speakers.  

 

Intercultural is used to describe interactions that occur across linguistic and/or cultural 

divides. It is sometimes referred to in the literature as ‗cross-cultural‘. 

 

Kinship or classificatory names 

Indigenous names that identify an individual‘s place and relationship within society to others. 

For example, all Jakamarra will be considered brothers to anyone whose kinship name is 

Nakamarra. 

 

Kinship structures or Skin relationships are the framework for identifying how individuals 

are connected to one another and can include non-Indigenous people. They provide more than 

the biological, blood connections. Kinship structures connect people through familial 

categories and provide the code of conduct, responsibilities and obligations individuals are 

expected to uphold. 
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Kriol 

A form of Creole, spoken in the Katherine region of the Northern Territory. 

 

Language 

When capitalised within text, this term implies an Indigenous language, eg: People still speak 

(an Indigenous) Language here. 

 

Language awareness 

A person‘s sensitivity to and conscious awareness of the nature of language and its role in 

human life, (Irvine, et al., 2006) 

 

Lingua franca  

Dialect or colloquial speech 

 

Linguicide  

The deliberate destruction of languages by means of educational policy, dispersal of speakers, 

genocide and similar means (Mühlhäusler & Damania, 2004)  

 

Maori 

First people of country now known as New Zealand (Aotearoa)  

 

Natives  

Indigenous Australians have been referred to variously in historic literature. ―Native‖ was in 

use into the mid 1970s with Native Affairs, but has gone out of current usage, as a term that 

has colonising connotations for Southern Hemisphere Indigenous people. The term is more 

often found in Northern Hemisphere literature. 

  

Neo-colonialism 

A period of continued colonialism (Ramsden, 2002). 
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Non-English Speaking Background 

 

A person whose first language is other than English. For the purposes of education, this may 

include someone whose primary carers spoke a first language other than English as this can 

influence the use and proficiency of English. 

 

Non-Indigenous (Western/ European/White) 

 
This terminology is also subject to dispute as the diversity of Australians who are not 

Indigenous is significant. For myself as a non-Indigenous Australian, I find it hard to relate to 

the terms Western or European. Non-Indigenous may also include those whose origins are 

linked to other than European countries, reinforcing the difficulty of a succinct and concise 

terminology that reflects the appropriate level of diversity among non-Indigenous populations. 

However, non-Indigenous will be used within this thesis to imply the diverse group of 

Australians who are not Indigenous. 

 

Northern Territory Emergency Response (NTER) was purported to be a Commonwealth 

Government response to a report into child abuse in remote Aboriginal communities (Altman 

and Hinkson, 2007). It heralded a range of repressive and discriminatory policies and actions 

that included the suspension of the Anti-Discrimination Act, quarantining of welfare 

payments, and restrictions on pornographic materials that remain available to people living 

outside of identified areas. 

 

Pakeha  

Maori term for non-Maori 

 

Pitjuri  

A species of native tobacco used by Aboriginal people in some regions of Central Australia. 
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Primary Health Care 

Essential health care made universally accessible to individuals and families by means 

acceptable to them, through their full participation and at a cost that the community and 

country can afford (World Health Organisation, 2008). 

 

Post-colonialism  

Period following a colonising experience. Can also be a theoretical framework for examining 

issues related to the impact of colonisation on past and present populations.  

 

Protector of Aborigines 

Official state authorised positions under the Protection Act, which placed a non-Indigenous 

person responsible for the welfare of Aboriginal and Torres Strait Islander peoples from birth. 

Protectors were in place from late 1800s to mid 1900s. 

 

Registered Nurse  

Registered nurses in Australia include persons with at least a three-year training certificate, 

diploma or degree. Some nurses hold postgraduate qualifications. Until late 2010 registered 

nurses had to be registered with the state/territory registration board. From 2010 a national 

registration scheme came into effect. Participants in this Intercultural Health Care 

Communication study were interviewed prior to the national registration scheme, 

http://meteor.aihw.gov.au/content/index.phtml/itemId/327182 

 

Remote Area Nurse (RAN) 

Registered nurses working in remote communities to provide the full range of comprehensive 

Primary Health Care services. These include initial emergency care, chronic diseases 

planning and management, community-based population health initiatives and health 

promotion. The role is very broad and diverse, and involves a high level of skills and 

knowledge over many domains of health care services,  

 http://www.nursing.nt.gov.au/docs/career/remote_area_nursing.pdf 

http://meteor.aihw.gov.au/content/index.phtml/itemId/327182
http://www.nursing.nt.gov.au/docs/career/remote_area_nursing.pdf
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Secret English 

English speakers‘ language that some Indigenous people believe is used as a means of 

controlling information and excluding Indigenous people.  

 

Terra Nullius  

The concept upon which 18
th
 century European colonial powers agreed to the seizing of lands 

on the basis that no obvious signs of ownership or civilisation existed, literally meaning 

empty land belonging to no-one. 

 

Western Desert 

Geographic and cultural region located in the Northern Territory, Western Australia and 

South Australia. See Figure 3 in 2.7.1 for scope of Western Desert Language groups. 

 

Whiteness 

A concept that suggests an inherent privilege for individuals in society that is related to 

membership of a dominant race. However, increasingly this concept is less tied to notions of 

race and more focused on other factors creating privilege such as socio-economic status. 

 

Yolngu  

Yolngu is the term used to denote Indigenous people traditionally associated within the 

region known as north-east Arnhem Land.  

Yolngu matha 

Indigenous languages spoken by Yolngu people  
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10.3 Glossary of Indigenous Languages’ words and phrases 

 

Anangu 

 

Literally people – increasingly indicates people of the  

Pitjantjatjara lands  

Anangu nganampa, 

 ngura nganampa  

Our people, our country Pitjantjatjara/Luritja/Pintupi 

 

Kaltye-le Antherrentye  

(Arrernte) 

 

Teaching each other – Cultural Awareness Program  

of the NT Department of Health & Community Services 

Guna 

(Luritja/Pintupi..) 

Faeces 

Kala  
Kala palya, ananyina 

(Luritja/Pintupi) 

 

OK – implies an end to the interaction or the topic 
OK, that‘s fine, I‘m going now( goodbye) 

Kumuntjay 

Kumuntjayi 

Kumunara 

(various languages and  
spellings) 

No name - used to replace the name of a person now  

deceased, so anyone else with the same or similar sounding. 

name will be referred to as Kumuntjay or derivative 

 

 Kunga  

(Luritja/Pintupi) 

Woman  

 

Marra, mwere, morrah Arandic words meaning ‗good‘  

Mingkulpa Indigenous species of tobacco – also known as pitjuri 

Myall Grown up in the bush 

Not worldly 

Can be used in a derogatory sense to mean ignorant or  
Unintelligent 

Napartji-napartji 

 

Reciprocity 

Napartji wangkanyi talk back and forth, talking in turn, includes question and  

answer…. (Bain, p.26) Pitjantjatjara 

 

Palya 
Pitjantjatjara/Luritja/ 

Pintupi 

word for ‗good‘ 

Pika wiya 

Pitjantjatjara/Luritja/ 
Pintupi 

Healthy literally ‗pain no‘ 

 

Pika  

Pitjantjatjara/Luritja/ 
Pintupi 

pain, sick 

 

Pina wiya 

Pitjantjatjara/Luritja/ 

Pintupi 

Unable to hear (comprehend) literally ears no 

Pitjuri Indigenous species of tobacco 

Tjinguru 

Pitjantjatjara 

Maybe, perhaps 

 

Tjukaruru Straight, honest 

Uwa  
 

 

= yes 
 

Waltya Family 
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Wati  

Wati yangupala 

 Man 

Young man (man+ young fella) 

 

Wiya  No Luritja. Pitjantjatjara, Pintupi 

Yuwa   yes 

 

 

10.3.1 Central Australian Indigenous Language words and phrases to describe pain. 

Pitjantjatjara/Yankunytjatjara words for pain assessment (Goddard, 2001) 

Pika Pain 

Patjani give pain 

Kampanyi burn, sting 

Wakani hurt, have sharp pain 

Ngalkuni feel constant pain 

 

10.3.2 Eastern and Central Arrernte words for pain assessment (Dobson, 2001) 

Kwarneme ache, have a pain; give someone a sharp or strong 

pain 

Antantheme have a sharp or stabbing pain 

Arekurrkatye- irreme have aches and pains, aching all over 

Atnerte ultakeme have bad stomach pains 

Pwerepe tender, almost unbearable (pain, injury) 

Rlkerte ntyeme to sting, pain, hurt 

Utyene painful, sore, inflamed 
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10.4 Aboriginal English terms and phrases 

Cheeky rude or aggressive 

Deadly really good 

finish up die, pass away 

Gammon pretending, teasing or joking 

hard English English that IL speakers might find difficult to understand  

Mob group of people – often implies Indigenous people 

Myall unsophisticated 

secret English English that is believed to be known by some English  
speakers, but is thought kept away from Indigenous  

speakers as a means of controlling information 

Shame 

shame job 
too shame 

Profound embarrassment 

sorry business Mourning & associated protocols 

walypala (whitefella) Non-Indigenous person 

yella fella Indigenous person of mixed heritage 
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10.5 Flinders University Social and Behavioural Research Ethics Committee 

Approval 
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10.6 Four Level Thematic Analysis –sample 

 

HP1 Sally 
HP2 Cathy 
HP3 Rachel 
HP 4 Georgina 
HP5 Penny 
HP6 Winny 
HP7 Linda 
HP8 Denise 
HP9 Tanya 
HP10 Mary  
HP 11 Stuart 

 

 

End up relying more on the 
physical 
You almost give up 
It‘s not ideal… 
It‘s not good – it becomes the 
way you operate 
Doesn‘t make you feel good 
Clients labelled all the time 
It‘s very much fit into our 
system 
You get frustrated by it 
Feel powerless to change it 
A bit of apathy there 
Frustration 
Too old to let it bother me 
Doctor in a hurry pressure to 
sign 
Loss of choices 
Negative thinking – non 
compliance 
Judged before walk through 
the door. 
Not just problem with 
medications – its everything, 
all encounters 
Well just march on to the next 
one and make the same 
mistake… 
No I worry about the amount 
of information…assumptions 
made 
That scares me 
Lack of informed consent 
Consent just too hard 
Take a toll on staff 
Hard to nurse somebody when 
they‘re not going to 
communicate with you – they 
don‘t tell you they‘re crook 
Nothing is instant – you know 
you‘re going to see them again 
It does worry me for sure 
Informed consent, rights…  
 

Reliance on physical 
tasks 
 
Poor outcomes 
Lower standards of 
care 
 
Lack of informed 
decision making 
 
Negative experience 
of health care 
 
Limitations on 
practice 
 
Decreased 
confidence 
 
Lack of time and 
efficiency 
 
Powerlessness – staff 
and clients 
 
Made complicit – 
uphold system  
 
Feel bad about 
practice and context 
 
Too hard 
 
Worry, fear, 
frustration 

The experience  
-fear, 
Worry, stress… 
Frustration 
Apathy 
…. 
 
 
 
 
 
Impact on practice 
 
 
 
 
Impact on health 
professional 
 
 
 
 
 
Impact on clients 
 
 
 
 
 
Consequences for 
health care system 
 
 
 

 
Fear, frustration & 
danger- Intercultural 
Health Care 
Communication 
experience- 

First Level 
significant segments, 
words, phrases 

(Sample only – not 
all first level data) 

Second level- 
categories 

Third Level –Sub 
themes 

Fourth level –
Theme example 
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10.7 Letter of Introduction English Speaking Participants (on Flinders 

University letterhead) 

 

Dear _________________, 

 

I am a lecturer with Flinders University School of Nursing & Midwifery based in Alice 

Springs. I am also enrolled in PhD program through Flinders University. This letter is to 
introduce myself to you and to seek interested volunteers to participate in research looking at 

the issue of ‗Cross-Cultural Communication‘.
92

 The full title of my proposed research is: 

Privileging English: A critical ethnography of health care communications in Central 
Australia

93
. 

 

Why I am doing this study: 

I am doing this study because the main users of health services in Central Australia are 
Indigenous people who may not speak English as their first language. Most of the health 

staff employed in this area do not speak Indigenous languages. I want to analyse how 

communication between speakers of different languages takes place in health care settings 
– what helps communication and/or what problems this can cause. This study may help 

improve health services for Indigenous people and also help health professionals to be 

better prepared for working with people of different language backgrounds generally. 

I am seeking your voluntary participation in this research that may involve being 

interviewed by me. I may also need to watch and/or video or tape record a health-care 

situation in which you are involved.This would take no more than one half hour for an 

observation and/or interview. I may need to see and talk with you up to three times during 
the study. The interviews and observations will be made available to you to check that the 

information taken from these is accurate. Some or all of the tapes and interview will be 

transcribed and analysed to learn about what happens in communication in health care 
between English speakers and those who speak an Indigenous language.  

 

My responsibility to participants: 

 

It is my duty to make sure that any information you give me is treated with strictest 

confidence and that none of the participants in this study will be identified in the thesis 

report or other publications. When the information is collected, the results will be published 
as a thesis for Flinders University. Your name will not be used in the report unless you want 

your name to be recorded. I will keep all details about participants separate from the 

interviews and other information.  
 

I will be making a tape recording of the interview, so I will seek your consent, on the 

attached form, to record the interview, to use the recording or a transcription in preparing 

the thesis report or other publications. This consent will be given on the agreement between 
us that your name or identity is not revealed, and to make the recording available to other 

researchers on the same conditions (or that the recording will not be made available to any 

other person). It may be necessary to make the recording available to secretarial assistants 
and interpreters for transcription. These people will be told of the requirement that your 

name or identity not be revealed and that the confidentiality of the material is respected and 

maintained. 

                                                        
92. Changed to intercultural communication for thesis write up. Cross-cultural seemed to be a term with which 

participants were more familiar at the time. 

93. Title changed during write up of thesis 
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Voluntary Participation: 

You do not have to take part in this study unless you want to. Even if you say yes and then 
later change your mind, as explained in the consent forms, you are always free to stop 

taking part in the study at any time or to choose not to answer certain questions. If you do 

not want to take part in this study, now or anytime later, you can say no and I will not ask 

any more questions. This is your right and I will respect any decision you make. 

My contact details: 

If you want to know more about the project or just want to contact me at any time about 

this project, my telephone number is: 0417 891989 or 08 89514724, fax is 08 89514777 or  

e-mail kerry.taylor@flinders.edu.au 

Thank you for your time and help  

 

Ms Kerry Anne Taylor     Dr Jane Neill 
Researcher/ Lecturer      Research Supervisor 

Faculty of Health Sciences    Faculty of Health Sciences 

School of Nursing & Midwifery    School of Nursing & Midwifery 

 

 

This research project has been/is to be approved by: The Central Australian Human Research Ethics Committee 
and the Flinders University Social and Behavioural Research Ethics Committee.If you have any concerns, 
complaints or other questions about this research you can contact these committees by the details shown: 

 

Central Australian Committee on 89514700, fax 89514777, e-mail john.wakerman@flinders.edu.au 

Flinders Committee on 8201-5962, fax 8201-2035, e-mail sandy.huxtable@flinders.edu.au 

 

 

 

 
 

mailto:kerry.taylor@flinders.edu.au
mailto:john.wakerman@flinders.edu.au
mailto:sandy.huxtable@flinders.edu.au
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10.8 Letter of Introduction Indigenous Language participants (on Flinders 

University letterhead)  

 

Background: 

My name is Kerry Taylor. I am a lecturer with Flinders University School of Nursing & 

Midwifery based in Alice Springs. I am also studying at Flinders University in a course 

called a doctorate or PhD by research.  

The area I want to research is about communication in health care in Central Australia.This 
research will be published in a report (called a thesis) as part of my university studies. 

The short title of the research project is: Cross-Cultural Communication 

The full title is:  
Privileging English: A critical ethnography of health care communications in Central 

Australia. * (Later changed to Intercultural Health Care Communications…) 

 

Why I am doing this study: 

 I am doing this study because the main users of health services in Central Australia are 

Indigenous people who may not speak English as their first language.  

 Most of the health staff in this area do not know Indigenous languages.  

 I want to study how communication between speakers of different languages takes 

place in health care settings – what helps communication and/or what problems this can 

cause. 

 This study may help improve health services for Indigenous people and also help health 

professionals to be better prepared for working with people of different language 

backgrounds generally. 

 

What am I asking for: I want to ask if you will join in this research by volunteering to: 

 be interviewed by me about health communications and/or 

 to allow me to watch and/or video or tape record a health-care situation you are a part 

of (when you are talking to a non-Indigenous health worker at the clinic or hospital). This 

would take no more than one half hour for an observation or interview. 

 I may need to see and talk with you up to three times during the study.  

 I would then show you the interviews and observations so you can check that the 

information taken from these is accurate.  

 Some or all of the tapes and interview will be transcribed (written down) and studied 

by me as the researcher to learn about what happens in communication in health care 

between English speakers and those who speak an Indigenous language.  

 

My responsibility to people who help with this study: 

 I will make sure that any information you give me is treated as confidential  

 None of the people in this study will be identified in the thesis report or other 

publications. As explained in the consent forms, you can always stop taking part in this 

study at any time or choose not to answer some questions. This will not affect the care you 
will receive from health staff if you choose to say no.  
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 When the information is collected, the results will be published as a thesis for Flinders 

University. Your name or image will not be used in the report unless you want your name 

to be recorded and it does not affect the confidentiality of others. I will keep all details 
about participants separate from the interviews and other information.  

 I want to make a tape recording of the interview, so I will ask your consent on another 

form (Consent Form) to: 

o record the interview,  

o use the recording or a transcription in preparing the thesis report or other 
publications.  

 This consent will be given on the agreement between us that your name or identity is 

not revealed to any other researchers that are not part of this research. I may need to make 

the recording available to secretarial assistants and interpreters for transcription. These 
people will be told of the requirement that your name or identity not be revealed and that 

they must also promise to respect the confidentiality of the material. 

 

Saying yes or no: Voluntary participation 

 You do not have to take part in this study unless you want to.  

 Even if you say yes and then later change your mind, as explained in the consent forms, 

you are always free to stop taking part in the study at any time or to choose not to answer 

certain questions. 

  If you do not want to take part in this study, now or anytime later, you can say no and I 

will not ask any more questions. This is your right and I will respect any decision you 
make. 

 

My contact details: 

If you want to know more about the project or just want to talk me at any time about this 

project, my telephone number is: 0417 891989 or 08 89514724, fax is 08 89514777 or  

e-mail kerry.taylor@flinders.edu.au 

Thank you for your time and help  

 

 

Ms Kerry Anne Taylor     Dr Jane Neill 
Researcher/ Lecturer      Research Supervisor 

Faculty of Health Sciences    Faculty of Health Sciences 

School of Nursing & Midwifery    School of Nursing & Midwifery 

This research project has been approved by: The Central Australian Human Research Ethics Committee and the 

Flinders University Social and Behavioural Research Ethics Committee.If you have any concerns, complaints or 
other questions about this research you can contact these committees by the details shown: 

Central Australian Human Research Ethics Committee on 89514700, fax 89514777, 

 e-mail john.wakerman@flinders.edu.au 

Flinders Social and Behavioural Ethics Committee on 8201-5962, fax 8201-2035,  

e-mail sandy.huxtable@flinders.edu.au 

mailto:kerry.taylor@flinders.edu.au
mailto:john.wakerman@flinders.edu.au
mailto:sandy.huxtable@flinders.edu.au
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10.9 Consent -Plain English for translation to Indigenous Languages 

 

(This is the negotiated text derived at with the Aboriginal Liaison Officer who provided a 
recording of this for use with IFL participants) 

 

This is Kerry Taylor. She works for Flinders University in Alice Springs. She is doing a 

study to find out about how health workers talk to Aboriginal language speakers. Kerry has 

heard that some people have problems talking in English. Kerry wants to study what 

happens in hospital and some clinics. She wants to help teach doctors and nurses to speak 

properly to Aboriginal people. 

 

If you want to help Kerry she will ask to take a little bit of video of you talking with a 

doctor or nurse. Only Kerry and you and the other people in the video will be allowed to 

see this video. Kerry will write a report (thesis) about what she learns and will show it to 

you. Your name will not be used in the report.  

 

If you agree to help please sign the consent form. If you want to know more you can ask to 

talk to the Aboriginal Liaison Team or you can call the numbers on the form. 

 



 

  289 

10.10 Consent form for observation of professional activity 

 

I give my consent to Ms Kerry Taylor, a researcher/research student in the Faculty of 

Health Sciences School of Nursing & Midwifery, based at the Centre for Remote Health, 

Alice Springs and whose signature appears below, to record my work activities as part of a 

study of professional activities and role relating to communication in health care. 

 

I give permission for the use of these data, and of other information, which I have agreed, 

may be obtained or requested, in the writing up of the study, subject to the following 

conditions: 

 

My participation in this study is voluntary, and I understand that I may withdraw from the 

study at any time. 

SIGNATURES 

 

Participant……………………………………………Date…………………………... 

 

 

Researcher……………………………………………Date……………………………. 
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10.11 Interview Guide: Intercultural Communication in health care 

(Guide only as the interview questions may be further refined). To be read to participants, 

with an interpreter for Indigenous Language speakers as required. * question determined by 
which group participants are in. 

 

Introductions  

 
Confirm consent and rights. 

 

Advise about intention to record interview. 
 

Thank you for agreeing to be interviewed for this research. This study is looking at what 

happens in health care communications when the health professional speaks only English 

and the client/patient speaks an Indigenous language as their first language. I would like to 
know a little bit about what it is like for you communicating in this situation. I have a few 

things I would like to ask about and I would be happy to hear from you what ever you think 

is important to this issue. 
 

 What is your first language? 

 

 What other languages do you speak or understand? (Health profs inclusion –English 

only). 
 

 What is it like for you trying to provide/receive* health care to/as an Indigenous First 

Language speaker when English is the main language used? 

 

 What has helped you to communicate with Indigenous language speakers/ English 

language speakers? 
  

 What has made it difficult for you to communicate with Indigenous language speakers/ 

English language speakers? 

 

 Can you give an example of a situation where you felt you were not being understood 

in the health care setting? How did this make you feel? 

 

 Can you give an example of where communication worked well?  

 

 How would you feel about using an interpreter for your health care communications?  

 

 How do you explain thoughts, feelings or concepts that can not be easily translated to 

the others language?  

 

 How would you describe your skills in communicating with Indigenous Language 

speakers/English language speakers? 
 

 What experience, and or preparation if any, have you had in cross-cultural 

communication? 

 

 What if anything, do you think health services need to do differently to help people 

communicate better in this setting? 

 

 What, if anything, would you like to tell me about providing health care clients are mostly 

speakers of an Indigenous language? Or /getting your health care needs met in health 
services where English is the main language? 



 

  291 

10.12 ‘Culturally appropriate’ pain tool used in Central Australia tertiary 

health service 

Reproduced with permission 
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