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T

here are significant disparities in health
status and life expectancy between
Aboriginal and Torres Strait Islander
peoples and non-Indigenous Australians.
Chronic conditions account for the bulk of
these disparities.1 Cardiovascular disease is
the single leading cause of death,2 diabetes
is at epidemic levels,3 and rates of chronic
kidney disease are also disproportionately
high compared to other Australians.4 Given
the high prevalence of chronic disease,
it is of concern that access to and use of
primary healthcare services by Aboriginal
and Torres Strait Islander Australians is
often far lower than would be expected.5-7
Furthermore, as chronic disease is, by
definition, often a permanent condition in
a person’s life,8 sustained engagement with
primary healthcare is important for long term
management and wellbeing in the face of
illness. Rates of sustained engagement with
healthcare services over time are, however,
also far lower than would be expected
given the high burden of chronic disease
experienced by Aboriginal and Torres Strait
Islander peoples.5
A number of researchers have investigated
the reasons why engagement rates are
suboptimal. Some of the broad reasons
Aboriginal and Torres Strait Islander peoples
are dissuaded from engaging with care
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include the lack of culturally appropriate
healthcare services, racist or discriminative
behaviour by healthcare staff, the cost of
seeking healthcare and a lack of time or
ability to attend appointments.9,10 Aboriginal
and Torres Strait Islander peoples in
remote communities may be particularly
disadvantaged due to the lack of availability

of a broad range of healthcare services.11,12
Where services do exist, it is often difficult to
build lasting relationships with healthcare
providers due to the high turnover of staff.13
According to the 2008 National Aboriginal
and Torres Strait Islander Social Survey,
almost 30% of Aboriginal and Torres Strait
Islander peoples over the age of 15 living in
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urban environments have also experienced
problems accessing healthcare services.14
Some researchers have suggested various
ways in which access could be better
facilitated. For example, ensuring that
Aboriginal and Torres Strait Islander
peoples are employed within healthcare
services can enhance relationships with
patients and promote access.15 Creating a
healthcare service that belongs to and is
part of the community also improves access
to healthcare services for Aboriginal and
Torres Strait Islander peoples.16 For remote
communities in particular, outreach services
through which care is provided within the
community setting have also been shown to
improve rates of engagement with patients.17
Few researchers, however, have specifically
considered the question of how to support
sustained engagement within this context.
This paper draws on findings from the Kanyini
Qualitative Study (KQS) to identify how
sustained engagement between Aboriginal
and Torres Strait Islander peoples and their
healthcare services can be better supported.
The KQS is one of a series of discrete yet
inter-related studies conducted by the
Kanyini Vascular Collaboration (KVC) team
(http://www.kvc.org.au/) with Aboriginal
and Torres Strait Islander communities and

primary healthcare partners in New South
Wales, Western Australia, South Australia,
Queensland, the Northern Territory and
Australian Capital Territory.

Methods
Four ethics committees approved the KQS,
one in Central Australia, one in New South
Wales and two in Queensland. Five healthcare
service sites agreed to participate in the
study. According to the Australian Standard
Geographical Classification System,18 two
services were in capital cities (RA1), two
were in major regional centres (RA2-3), and
one was in a remote area (RA4). Three of
the participating healthcare services were
Aboriginal Community Controlled Health
Organisations (ACCHOs), and one was
a government-administered Aboriginal
healthcare service. The final site had services
provided by a number of government
healthcare services as well as four ACCHOs.
Our research team comprised a group of
geographically dispersed Aboriginal and
Torres Strait Islander and non-Indigenous
researchers, many of whom were also
clinicians. The team also included five
Aboriginal and Torres Strait Islander Research
Fellows (ARFs), four of whom were embedded

Table 1: Summary characteristics of all study participants.

Female
Male
Urban
Regional
Remote/Very Remote

Aboriginal and Torres Strait
Islander participants (n=126)
71 (56%)
55 (44%)
43 (34%)
27 (21%)
56 (45%)

Healthcare providers
(n= 97)
62 (64%)
35 (36%)
30 (31%)
38 (39%)
29 (30%)

Total participants
(n=223)
133 (60%)
90 (40%)
73 (33 %)
65 (29%)
85 (38%)

Table 2: Summary of healthcare provider participant characteristics.
Healthcare Provider Participants

No.

Aboriginal Health Worker
Nurse
Doctor
Allied Health
Registered Nurse manager
General Practitioner manager
Aboriginal Healthcare Worker manager
Non-clinical manager
Board member
Chief Executive Officer
Administrative staff (receptionist, driver, etc.)
Healthcare adviser
TOTAL

17
29
10
6
4
6
3
5
2
4
9
2
97

Aboriginal Identity
Aboriginal and Torres
NonStrait Islander
Indigenous
17
4
25
10
1
5
1
3
2
4
3
3
2
2
3
1
7
2
2
43
54

Type of Healthcare Service
ACCHOa Govb NGOc Private
Sector
16
1
13
14
2
8
1
1
5
1
2
2
4
2
1
2
3
2
2
4
6
3
2
64
28
5

a: Aboriginal Community Controlled Health Organisation
b: Government-run Service
c: Non-Government Organisation
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within KVC partner healthcare services as halftime Aboriginal Health Workers whilst also
working half-time on this study. The fifth ARF
was employed within a collaborating research
organisation but had been an Aboriginal
Health Worker prior to participating in the
research. Our team also included a further
five research staff who had experience
in undertaking qualitative research. One
researcher identified as an Aboriginal
Australian while the remaining four were from
a variety of cultural backgrounds.
From July 2008 to February 2010, the ARFs
and the qualitative researchers within our
research team conducted semi-structured
interviews with 223 participants (Table 1). Of
the 126 Aboriginal and Torres Strait Islander
community participants, 111 identified as
Aboriginal, 10 as Torres Strait Islander and
five as both Aboriginal and Torres Strait
Islander. A further 97 participants who were
Aboriginal and Torres Strait Islander or nonIndigenous healthcare providers, healthcare
service managers or administrative staff
also participated in the study (Table 2). A
purposive sampling technique19 was utilised
in order to gain perspectives from a range of
both community members living with chronic
disease and their carers, as well as a variety
of clinical, administrative and management
staff working in the services that provided
care. Community participants were invited
to participate in the study by the ARF in
their area, while healthcare providers were
invited to participate at opportune moments
including during staff meetings. While written
informed consent was obtained from all
participants, records were not kept in relation
to the number of community members or
staff who chose not to participate. Interview
guides were developed and piloted prior to
the first interview. Separate guides – one for
community members and one for healthcare
professionals – contained on an average of 13
questions incorporating suggested ‘prompts’.
Our entire research team was involved in
data analysis which began soon after the
initial interviews were completed. Although
the qualitative analysis computer software
program NVivo 8 was used to assist with
organisation of data in subsequent stages
of our analytic process, initially a ‘manual’
approach was used to inductively code
interview data to emergent themes, in
order to establish the underlying principles
of qualitative data analysis for team
members not familiar with this research
method. After reading and re-reading
the interview transcripts, themes were
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identified which then became the subject of
multiple and enthusiastic team discussions.
These discussions were integral to our
iterative analytic approach and, critically
given the nature of this research, allowed
team members to compare perspectives,
interpretations and understandings.
Commensurate with interviewers’ skills and
experience, themes highlighted during these
discussions were explored during subsequent
interviews across the sites. Although at
the outset informed by grounded theory
techniques,20 our analytic process became
subject to real-world challenges, in particular
resourcing and time constraints, which arose
from conducting a large, complex, multisite study with a geographically-dispersed
research team. Analysis and interpretation
of data at the between-sites level was
undertaken from May 2012 to July 2013.
Findings from this between-site analysis are
presented and discussed below.

Results
Our findings indicate that a number of
factors sustained engagement between
Aboriginal and Torres Strait Islander peoples
and their healthcare services. We also found
that competing demands and the stress
associated with being diagnosed with chronic
disease meant that care was not always a
priority. However, when faced with acute
health issues, Aboriginal and Torres Strait
Islander peoples did prioritise care if the
healthcare service was physically, relationally
and emotionally welcoming. In particular,
healthcare providers who were able to build
strong and trusting relationships and who
cared for more than just the physical needs
of their patients encouraged care seeking.
While strong relationships were also one of
the keys to sustaining engagement, when
relationships broke down as a result of
discrimination or distrust, Aboriginal and
Torres Strait Islander peoples were likely to
disengage from healthcare services. This in
turn impacted on future engagement.

Healthcare – ‘Health’ was not always
a priority
Our study identified a number of reasons
why Aboriginal and Torres Strait Islander
community members did not always engage
with primary healthcare services. In many
cases these were related to the number of
competing demands that Aboriginal and
Torres Straits Islander peoples negotiate on a
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daily basis. It appeared that there was rarely
just one problem, but a whole range of needs
that required attention before people could
think about seeking care for themselves.
Because sometimes people miss out on their
appointments because they don’t have cars,
they don’t have money because they’re all
on welfare. And then there’s a lot of children
in the house, you’ve got to find a babysitter,
you’ve got to take some kids with you, and
there’s a problem, and a lot of our people
miss out on appointments that are very,
very vital to their health issues, and they’ve
got to go ...we definitely need transport for
our customers. (Aboriginal, Community
participant, Female, Urban)
For those living in remote areas, maintaining
engagement with required treatments
often involved an inability to participate in
cultural activities, moving away from family
and community and dislocation from their
Country. The term Country is used in relation
to the spiritual connections that Aboriginal
and Torres Strait Islander feel with the land.
Many community participants found this
separation unsustainable, to the extent that
some prioritised their connections with
family and community over opportunities to
prolong their life.
People get homesick when they go into
town to stay on the [dialysis] machines. They
miss their bush food, they miss everything.
Even their family members, they’ve got to
like be split apart... Some people I know
from [community names withheld] they
just gave up hope and just came back to
the communities and just long stay with
the families, they just passed away...They
miss out on a lot. (Aboriginal, Community
participant, Male, Very Remote)
As perceived by a healthcare provider
participant, even when treatment was
available closer to home, it did not necessarily
mean that healthcare providers understood
either the client or the social and kinship
contexts in which they lived.
It’s also just the momentum of the system to
get the most overwhelmed person and put
them in the most overwhelming situation by
virtue of the fact that none of the Australian
graduates want to work in this little Aboriginal
community “Well we’ll just get someone from
Nigeria and just plonk them there without
any understanding of Medicare, Australian
medications, the prescribing system,
the health care system, with minimum
orientation and no cultural orientation”. (NonIndigenous, Practitioner, Female, Remote)
The possibility of being diagnosed with
chronic disease was so stressful for some that

they chose not to engage with services.
I don’t know, I don’t want to know what’s
wrong with me half the time, I’m getting
around fine and that, you know … you kind
of get around fine and then go to the doctors
and get a test done … they find what’s wrong
with you … and then you start stressing out
about it … that’s the way I am, I think what
you don’t know, you know, whereas [my
husband] he’s different … he’s got to go and
… I even said to him if I get taken to hospital
and they tell me I haven’t got long to live …
don’t tell me … I don’t want to know … I just
really stress out … (Aboriginal, Community
participant, Female, Urban)

Reprioritising – Opportunities to
engage
Until the seriousness of their condition
became undeniable, for many community
participants leading busy lives, healthcare
had not been a major focus.
Yeah, that was me exactly before, I was
exactly like that [finding it hard to maintain
motivation to stay healthy]. I’d walk every now
and again, but it’s not until something drastic
or dramatic happens to you and then it makes
you reassess your life and then you can see the
path you were going down. Like when you
are sitting in a bed and you have got three or
four doctors doing different things… that’s
an eye opener, you know. I thought, “Oh, shit
I was doing something wrong”. (Aboriginal,
Community participant, Male, Regional)
In many cases, community participants
described engaging with healthcare services
only after acute events such as a heart
attack. Some were also motivated to engage
after others in their family or community
experienced a life-threatening episode.
[When a bloke I played touch football with]
had the heart attack it really made me sit
up and think … we took it for granted, our
health. We thought we were immortal. We
could just live forever. But when he had the
heart attack … I went and got checked up
… But you know, that was one story where
what happened to them changed a lot of the
way people thought … Now men are starting
to see well, you know, you need to look after
it [your health] … (Aboriginal, Community
participant, Male, Urban)
These types of traumatic events often proved
to be turning points in peoples’ lives. One
community participant spoke of reassessing
his life after a sudden heart attack and
described engaging more regularly with
healthcare providers, which in turn helped
him manage his health.
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No I didn’t [have a regular doctor]. You know
what black guys are like, they don’t like seeing
doctors … Yeah [since my heart attack] I see
the doctor quite regularly … it makes me
feel good every time I go around and see the
doctor, and [he] checks all my weight and
everything and my size around the waist
and it’s all coming down, so that’s good …
so I was sort of getting in tune with my body.
(Aboriginal, Community participant, Male,
Regional)

Doctors that work for the Aboriginal Medical
Service, to my way of thinking and talking is
they’re good people. They really care for the
Aboriginal people. And [name withheld] I’m
not only saying that because I’m a regular and
we know one another, I’m saying this from
my heart and I know the people who attend
this place and come here for their check-ups.
They’re very pleased with how they’re treated.
(Aboriginal, Community participant, Male,
Urban)

Some healthcare provider participants
attributed the increasing awareness of
the impact of chronic disease to direct
experiences within the patient’s family and
community, especially when “[t]hey can see
there’re a lot of people that are dying young
around them.”(Aboriginal, Practitioner, Female,
Regional). These providers reaffirmed the
community perspective that life-threatening
events frequently proved the catalyst to longterm engagement.
One of those guys…he’s just such a great
success story in that…I mean it’s terrible he
had his big scare and went into hospital and
nearly died, but he’s quit smoking and he’s just
taken his life into his hands as a result, and
he’s so happy … And it’s really lovely to see
him thriving. (Non-Indigenous, Practitioner,
Female, Regional)

Welcoming spaces – Continued
engagement
While acute events may motivate people
to engage with care, both community and
provider participants believed that having the
right type of healthcare service in place was
crucial to supporting continued engagement.
Welcoming spaces where community
members felt comfortable, accepted, and
able to build strong and trusting relationships
with healthcare providers encouraged
people to remain engaged with care. This
‘welcoming space’ did not just represent
the physical place but also encompassed
emotional (feeling supported and cared for),
and relational (the quality of relationships
between patients and providers) elements.
One of the most important aspects of a
welcoming space was the presence of
Aboriginal and Torres Strait Islander staff.
Community members needed to feel the
healthcare service was “their place” (NonIndigenous, Manager, Female, Regional) and
noted the importance of feeling well treated.
I can only answer you for myself, but you
could ask any other Aboriginal person that
wants to be cared for and improve their health
and to stay healthy, they’ll tell you that the
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The use of health posters depicting
Aboriginal and Torres Strait Islander people,
as well as paintings and other artefacts that
demonstrate the commitment of staff to
providing culturally appropriate healthcare,
were also considered to be important.
… It’s right from when you walk through the
door, brother. It’s when you walk in, you see
the paintings up there, you see the artefacts,
you know. All that sort of stuff makes you feel
welcome and makes you want to sit in the
waiting room for an hour to wait … half an
hour, five minutes, whatever. Because you feel
that, you know, you’re okay there. Yeah. And
the ladies in the front, they’re lovely. They’re all
good. Really good crew. I don’t think I’ve had
a bad experience over there … (Aboriginal,
Community participant, Female, Urban)
Aboriginal and Torres Strait Islander staff
– whether doctors, nurses, healthcare
workers or administration officers – were
key to creating the much needed feelings of
belonging and acceptance.
So, it’s very important to have your own
people and you feel open to talk to, that sort of
stuff. You go to a non-Indigenous doctor and
they look at you sometimes indifferent, and
you can’t be sort of more open to them, sort of
thing. (Aboriginal, Community participant,
Male, Urban)
Sustained engagement wasn’t just about
Aboriginal and Torres Strait Islander staff
however. Strong relationships with all
healthcare staff were fundamental to
community members’ long-term engagement
with a healthcare service.
You fellas in there [staff in the health centre]
give us, the community members, a reason
to come in. I don’t know whether youse even
know that. But because of the way you fellas
handle all your responsibilities, you make us
want to come there. There are lots of places
in our state, in our nation, where it’s because
of the people within the organisation that
people don’t attend … You look at those
organisations where people aren’t going, why
is that? (Aboriginal, Community participant,
Female, Urban)

Relationships with healthcare staff were
considered by many participants to be just
as - if not more - important than the type of
building or the quality of medical care on
offer. When healthcare providers understood
patients’ care needs and demonstrated
genuine interest in the peoples’ lives,
community participants reported feeling
welcomed, respected and accepted.
They’re [medical staff] caring, first of all.
They care what’s going on. Like everything.
Like they’ll ask, first of all health and they
ask about home. And then with me, like I
said, like time is the biggest thing that I don’t
have and they just take the time out just to
say, something nice, like you know, like I’m
anaemic so my doctor will look up [my blood
results] and say, “Oh you’re getting it up there,
yeah very good woo hoo!” And I’ll feel better
just walking in, I didn’t come in to see you
about that, but that’s good, like a help for
me. (Aboriginal, Community participant,
Female, Urban)
Closely aligned with building relationships
were the provider’s ability to be flexible
and their commitment to maintaining a
connection with patients. Providers who
focused on taking “a motivational interviewing
approach” (Non-Indigenous, Manager,
Male, Urban), treating each encounter as
an opportunity to help support behavior
change, if not on that day, then at another
time in the future, believed that this was
particularly successful in supporting
sustained engagement. Community
participants also emphasised the need
to achieve understanding within care
encounters.
I think a good doctor and a good nurse is
someone that actually talks to you and not
talk at you … not just babble on and keep
talking and you don’t have a clue and they’re
not going to stop and help you understand.
(Aboriginal, Community participant, Female,
Remote)
Services that were able to provide this more
holistic approach to care were highly valued.
Yeah. It’s the holistic approach over here.
It’s the whole bundle. You know, it’s the
environment, it’s the people, it’s the care,
you know, the service, right through to, the
whole lot. From admin right through to your
doctors and where you’re sitting. It’s really
good. (AboriginaI, Community participant,
Female, Urban)
Healthcare services that went beyond merely
providing medical treatment to become part
of the community were held in particularly
high regard. This, in turn, encouraged
sustained engagement.
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They’ve got a high-quality preschool next
door. They charge us bugger all compared to
the rest of them. They pick them up and drop
them off. They’ll pick me up. They’ll look after
me. They look after my teeth. They look after
me. If I need a lift, no worries. They’ll come
and pick me up. They’ll actually be concerned.
Like, I’ve got more people caring about me
here than I’ve had in my own neighbourhood
in the last five years, you know…And this
year, I have been using them. And I’ve been
a lot better off. (Aboriginal, Community
participant, Male, Urban)

Indigenous health issues … (Aboriginal,
Community participant, Female, Urban)
Community members as well as healthcare
staff participating in this study dwelt on the
emotional impact of these situations. Some
described ‘losing faith’ in healthcare services
and people walking away from necessary care
as a result.

Hindering engagement – Distrust and
discrimination
Often trust between Aboriginal and Torres
Strait Islander communities and their
healthcare services did not come easily, with
both clients and providers having to “work
hard for it” (Aboriginal, Practitioner, Female,
Regional). Interruptions to patient-provider
relationships occurred as a result of a breach
of this trust, which then needed to be
regained over time in order to re-establish the
same level of engagement.
As workers, if we break our connection
with people, we can go back to ‘delicate’
[engagement] from ‘robust’ very easily.
That just because we think we’ve achieved a
robust relationship, if we then disengage for
any reason … then we actually go back to at
least ‘delicate’. We don’t remain in the ‘robust’.
We’ve got to re-earn our ‘robust’ credentials
… And I think that does show how profoundly
underlying is the basic distrust, however much
people may know that they have to rely on
outside service providers. (Non-Indigenous,
Practitioner, Female, Remote)
While some people were deterred by the
stories they heard from others, distrust also
resulted from firsthand encounters of racism
or inferior treatment.
… a lot of people didn’t want to go there [the
local mainstream health service] because
they felt the place was unfriendly, the staff
were not friendly towards them and there
was a lot of attitudes happening, people
felt they were discriminated against, and
the place was very sterile … it wasn’t like a,
it wasn’t a comfortable environment … and
people spoke … didn’t speak in the way we
speak … like very abrupt, loud and abrupt,
communication wasn’t there too, you know?
Just that lack of understanding in how
you talk, the tone you use for Indigenous
people … so there was that, where there
was no probably no cultural knowledge
with the staff … Yeah, like discrimination,
racism, or you know, just ignorance and
no sensitivity and no understanding of
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I don’t think the community have a lot of
faith in mainstream, and I have to admit I’ve
seen it where I’ve taken a client, or a couple of
clients, to the hospital, and they’re just treated
atrociously. And I don’t think it was because
of their condition … It was because they
identified as being Aboriginal … one of our
clients was admitted because he had a heart
attack, and she [one of our nurses] went in
to visit him, and she could actually hear the
nurses in the hallway speaking about him.
And she walked out and she tore strips off
them, because they were just so derogatory to
him. And he ended up getting up and walking
out. (Aboriginal, Manager, Female, Urban)
Yet, healthcare providers were often
perplexed and frustrated when patients
disengaged from care. Some were concerned
with people’s apparent resistance to
engaging with care, believing that it was
about not “being dominated by white people”
(Non-Indigenous Practitioner, Male, Remote).
Other providers realised that there may
be many reasons why people choose to
disengage and importantly, recognised
that healthcare services may need to apply
multiple strategies to support patients to
remain engaged.
But when you’ve got people who are clearly
already disempowered, and disadvantaged,
to say that they should be taking responsibility
… “It’s up to them to come into the clinic, and
if they don’t present, well then that’s their own
decision”. How can we say that they’ve made
an informed decision? That’s, you know,
another ethical question. … And there’s
absolutely no one strategy … one doesn’t fit
all sort of sizes. So you’ve got to have a range
of strategies.(Non-Indigenous, Manager,
Female, Remote)

Discussion
Our study found that a number of factors
supported sustained engagement between
Aboriginal and Torres Strait Islander peoples
and their healthcare services. These included
opportunities that arose after life-threatening
events. Nevertheless, accessing healthcare
services and remaining engaged in care
is likely to require more than simply the
availability of medical facilities in times of

need. Sustained engagement was most
likely when community members felt that
the healthcare service was part of their
community and where patients could have
faith in and develop strong relationships with
healthcare providers. These relationships
needed time to develop and were built
on the foundation of trust and respect.
Importantly, sustaining these relationships
required flexible approaches to care which
acknowledged and accounted for competing
interests, accepting that people may not
always prioritise their own healthcare needs.
While Aboriginal and Torres Strait Islander
staff were more likely to form a strong
connection with patients,21 participants in
this study also acknowledged the importance
of developing relationships with nonIndigenous healthcare providers.22 Patients
often found relationships more difficult
to form with non-Indigenous healthcare
providers, needing a willingness on the part
of these providers to understand healthcare
from the perspective of Aboriginal and Torres
Strait Islander patients and their broader
community and kinship contexts.23
Developing these types of relationships
went well beyond the use of a patientcentred care approach. Defined as care that
is “respectful of and responsive to individual
patient preferences, needs, and values and
ensuring that patient values guide all clinical
decisions”,24,p6 patient-centred care does
little to acknowledge the importance of
building relationships with the community
in order to better understand the social and
cultural context in which the patient lives.
Examples of tailored services include the use
of local language wherever possible when
communicating with patients or providing
appropriate healthcare facilities and services
that accommodate cultural sensitivities and
expectations. The notion of tailored care also
assists with prospectively planning to meet
the particular needs of the local population
rather simply responding to the patients that
walk through their door.25
Developing and sustaining these types of
relationships will take time.26 In the context
of colonial history and perpetual racial
discrimination experienced by Aboriginal and
Torres Strait Islander peoples,27,28 healthcare
providers will need to demonstrate respect
for their patients, their patients’ family and
the communities they serve. Community
members will also need to make time to
develop trust and faith in their healthcare
services. Time is also needed to establish

Australian and New Zealand Journal of Public Health
© 2016 Public Health Association of Australia

5

Davy et al.

effective communication strategies, ensuring
that healthcare providers understand their
patients and that patients understand
their healthcare providers.29,30 Finally, time
is necessary for healthcare providers to
engage with and understand the social and
cultural aspects of the local community in
order to better understand the needs of their
patients.31 All are especially important for
non-Indigenous healthcare providers who
have little previous knowledge of the social or
cultural contexts in which they practice.
Health systems can support or inhibit
this type of engagement. The strategies
that systems could employ to support
healthcare providers include ensuring that
providers have the time to connect with
patients, their families and the community;26
providing cultural safety training and
ongoing professional development to
ensure that providers not only understand
but take responsibility for their own cultural
impositions to ensure they can provide
culturally appropriate care to the community
they serve;30 and designing employment
contracts that facilitate the flexibility
necessary for providers to deliver the type
of care that communities need.32 Healthcare
services could be better supported with the
required resources to engage appropriately
with communities. Employing and providing
educational and career opportunities
Aboriginal and Torres Strait Islander staff
would assist with ensuring that patients feel
welcomed and comfortable in engaging with
services.33

Strengths and limitations
A large number of Aboriginal and Torres Strait
Islander community members and healthcare
providers participated in this study.
Participants came from a mix of remote,
regional and urban contexts. Healthcare
providers were drawn from the same
healthcare centres that provided services
to the Aboriginal and Torres Strait Islander
community members who were involved
in this study. Despite the large number of
participants and the variety of contexts in
which the study was conducted, it should not
be assumed that the findings are necessarily
transferrable to all primary healthcare
services. The wide diversity of Aboriginal and
Torres Strait Islander communities in Australia,
each with locally specific healthcare and
community needs, requires a contextualised
approach to improving healthcare services.

6

The research team that undertook this
study comprised a group of geographically
dispersed Aboriginal and Torres Strait Islander
and non-Indigenous researchers, many of
whom were clinicians with medical, nursing
or health worker qualifications. All of the
team members brought a wide variety of
perspectives and understandings to the
research which further enriched the analysis
and interpretation of the data collected.
One of the most important strengths of our
multicultural, multi-disciplinary research
team was the ability to listen to and respect
each other’s point of view and then discuss
potential solutions until members were in
agreement with the outcome. In particular,
this provided an opportunity to discuss
what was clear (explicit), and also what
was not (tacit), in the stories being told by
both community and healthcare provider
participants.34 We also acknowledge that
working within this research space was
not without some costs. The process of
negotiating the research space35 continued
throughout analysis and interpretation.
Considerable effort was therefore made,
particularly in the early stages of data analysis,
to create a safe space to jointly exchange,
consider, discuss and debate perspectives.

Conclusions
The challenge for healthcare providers is
clear. Improvements in Aboriginal and Torres
Strait Islander health will not be achieved
by simply providing ‘more’ services. Instead,
enhancing and maintaining relationships
between patients and providers appears to
be at the heart of the potential for sustained
engagement. Relationships in turn depend
on a number of factors associated with both
the provider and the service. Time to build
trust and faith in the healthcare provider is
essential. So too is the need for healthcare
providers to demonstrate respect for and
engage with not just patients but also the
wider community. For healthcare services,
ensuring that Aboriginal and Torres Strait
Islander peoples feel welcomed and accepted
and employing Aboriginal and Torres Strait
Islander staff will support the development
of these important relationships. Given that
chronic disease is a long lasting condition that
can be managed but rarely cured, sustained
engagement with appropriate primary
healthcare services will result in better health
outcomes for Aboriginal and Torres Strait
Islander peoples.
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