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Culturally safe healthcare approaches are important to improve outcomes of Indigenous people. Non-Indigenous clinicians are often ill-prepared to provide such healthcare. The NHMRC Centre for Research Excellence (CRE) especially for First Nations Children has been studying for several years how to improve clinical care for Indigenous children with respiratory disease in hospital, clinic, urban, rural and remote settings. At a CRE meeting in 2023 key themes were identified based on what we have learned. Themes were informed by research conducted by the CRE and supplemented by relevant manuscripts known to CRE members. This manuscript provides practical information to aid clinicians in providing culturally safe healthcare to Indigenous people. In brief, the provision of health information that is relevant and understandable to Indigenous patients and their families is critical for ensuring condition-specific health literacy and to allow Indigenous patients to gain autonomy over medical care provided to them and their children. Methods to facilitate effective communication between healthcare providers and patients, and the creation of a culturally safe healthcare environments are discussed. The manuscript will be of practical use to clinicians and translatable to other areas of health care.
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Introduction

Health outcomes for Indigenous people are substantially worse than encountered in the general Australian population. Life expectancy is 9.5–10.6 years lower and the disease burden from conditions that cause illness and disability is 2.3 times higher in Indigenous than non-Indigenous Australians (1). The differences are also stark in the field of respiratory medicine. Acute and chronic respiratory diseases are almost 10-times more common in Indigenous than non-Indigenous children, more than 25% of Indigenous adults report having a chronic respiratory disorder, and adults with bronchiectasis die approximately 22-years earlier than other Australians with this diagnosis (2–4). A national “closing the gap” strategy is addressing this inequality in health outcomes in Australia (5). Whilst a high-level national strategy is essential, individual non-Indigenous clinicians still need to be well equipped to provide care for Indigenous patients. Not providing effective and the best possible clinical care whilst waiting for generic improvement in social determinants adds further to the disadvantage faced by Indigenous people (3, 6). When clinical care is of high quality, evidence-based, effective and culturally- safe, significant improvement in lung function has been documented (3, 7). This may be as (or more) effective as city-based tertiary care and is likely to be preferred by families (3, 7). A culturally-safe patient experience in clinical care can be achieved by: (i) demonstrating respect for an individual's (or family or community) identity and culture; (ii) an effective sharing of knowledge and experience; (iii) acknowledging any power imbalance and lack of social justice; and (iv) promoting agency and supporting individuals or families to achieve the healthcare services and the health outcomes they desire (8).

Our Australian National Health and Medical Research Council (NHMRC) Centre for Research Excellence (CRE) in Lung Health, especially for Indigenous children (9) has been studying how to improve clinical care for Indigenous patients for several years. These efforts have included purposely interviewing over 200 Indigenous parents and family members in hospital, clinic, urban, rural and remote settings to gain wisdom from them on how to become more effective clinicians (10–14). Many of our findings confirm knowledge generated previously in other disciplines, whilst new findings related to our work are applicable to other fields of medicine. Here we aim to provide practical information to aid clinicians in providing high-quality healthcare to Indigenous people. We start with a case vignette describing a situation that might be familiar to non-Indigenous clinicians caring for Indigenous patients.



Case vignette

Robert is a general practitioner in a remote Australian town. He is seeing a 3-year-old girl, Sarah, with bronchiectasis who is attending clinic with her mother, Joanna. Robert feels that communication is challenging as Joanna does not seem to make eye contact and gives brief answers to questions. He also notices the child coughing whilst Joanna reports that she is not coughing. He feels as if he is unable to perform effectively as a doctor in relation to his patient. He knows he needs to gain Joanna's trust so he can effectively help Sarah. He shares his concerns with a colleague who recommends online training on culturally- safe provision of respiratory healthcare to Indigenous children.

A few weeks later Robert sees the patient with her mother in clinic again and adopts a culturally- safe approach. At this consultation he feels that engagement with Joanna is better, and he is obtaining a more accurate history. When talking through an information flip chart on lung health and explaining that chronic wet cough in a child can indicate chronic infection, Joanna asks “Why didn't you tell me this before? My child has had this wet cough for months!”.

Robert discusses treatment options with Joanna, and they agree on a 2-week regimen of antibiotics. Joanna asks several relevant questions about administration of the antibiotics and Robert feels more confident that she will administer the prescribed medications.

Key themes to improve engagement and outcome with Indigenous patients are presented below, followed by discussions of specific clinical scenarios.



Indigenous families should receive culturally- safe healthcare

The provision of culturally- safe care leads to improved experiences and health outcomes (15). Culturally- safe care requires respect and understanding of Indigenous cultures and peoples (8). A culturally- safe environment helps Indigenous people to feel safe and respected, and facilitates their engagement with the healthcare provider, adherence to treatment, and clinical outcomes (8).

The ability to provide culturally- safe care requires, in the first instance, an understanding of the history of Indigenous peoples and knowledge of the ongoing effects of colonization. This includes an understanding of intergenerational trauma (15), often caused by government policies. Knowledge of Indigenous culture and the history of colonization promotes respect and understanding. Historical trauma and ongoing racism still have a profound effect on the interactions of Indigenous people with the healthcare system (16, 17). Recognition of ongoing systemic racism within society and within healthcare systems is essential for non-Indigenous people to understand why standard Western healthcare is often disempowering to Indigenous people (18). Furthermore, non-Indigenous clinicians must recognize the power imbalance between them and their patients (15). The following section expands on culturally-safe care.



Culturally- safe health information

Providing health information in a way that is easily understood and relevant to Indigenous patients and their families is important for ensuring appropriate condition-specific health literacy. This is fundamental to enabling Indigenous patients to regain self-determination over medical care provided to them and/or their children. For non-Indigenous clinicians taking an accurate lung health history can be challenging. Patient/parental report of symptoms might not always reflect clinical findings (19). However, when a culturally- safe approach is combined with the use of health information resources, parental reporting of symptoms correlates well with clinical findings, e.g., a culturally-safe approach, combined with condition-specific flip charts, found that a history of wet cough correlated well with respiratory clinicians identifying a wet cough during their physical examination (20, 21). Disease specific applications (apps) (e.g., the “Lung Health for Kids” app (22) or the multi-lingual app developed for asthma) are also useful with helping to improve health literacy (23).

From a community perspective, using health information resources [flip charts (21), posters, YouTube videos (24), radio advertising (24), social media, and apps] that have been developed with Indigenous people are helpful with disseminating information related to specific health conditions. Use of such resources is associated with increased appropriate health seeking behavior (25), especially if they are developed with early input from end-users.

Condition-specific health literacy and knowledge also potentially improves adherence to prescribed treatment. A clinician cannot expect a parent to administer medicines to their child if they do not understand why the medicines are prescribed or whether the benefit outweighs the risk or opportunity cost (including the cost of not addressing more important priorities). Culturally- safe resources, such as flip charts, animated videos, and health apps are available for multiple respiratory and other conditions (20–22, 24, 26).



Use of mobile phones to support clinical care

Effective communication between healthcare providers and patients is essential. The recent uptake of mobile phone use by isolated and disadvantaged families has dramatically (and unexpectedly) changed the options available. Clinical care provision can be enhanced with mobile phone communication, e.g., to liaise with patients/parents between appointments to facilitate treatment adherence (27). Using short message service (SMS) reminders for attending appointments as part of a wider strategy improves clinic attendance and clinical outcomes (28). It is important to remember that people might be reluctant to answer the phone when no caller identification is visible (29). Hence, having caller identification visible and texting before making phone calls can aid communication. Healthcare staff must also recognize that the turnover of mobile phones can be high in some communities. Therefore, collecting more than one mobile phone number (e.g., from close family members) is often useful for contacting patients. When phone communication fails, the local clinic and Indigenous staff can help facilitate communication with patients, as well as assisting with their care.



Making the clinical environment (primary care clinics and hospitals) culturally-safe

As mentioned previously, the Western healthcare environment is often one in which Indigenous people feel uncomfortable (and may prefer to avoid). Understanding that Indigenous people may experience racism and discrimination (which influences their health-related quality-of-life) is vital (3, 30). Creating a culturally-safe healthcare environment requires leadership within the organization and close collaboration with local Indigenous people. Basic examples of how healthcare environments can be made to be more culturally-safe include the placement of Indigenous emblems and imagery (e.g., the Aboriginal and Torres Strait Islander flags or artwork), the creation of outdoor spaces, offering the use of interpreters (31), and ensuring that all staff have participated in cultural safety training. The presence of Indigenous health practitioners (see below) can greatly improve patient care.

When managing chronic health conditions, systems should allow the same clinician who undertook the initial consultation to follow their same patients (12). This allows the building of a relationship between the clinician and patient and facilitates the tracking of chronic symptoms.



Improving in-hospital care to achieve better outcomes post-hospitalisation

Healthcare systems are complex. The hospital setting is further complicated by large clinical teams entering the patient's room (patients often find this intimidating), Indigenous people not being identified as Indigenous (hence not receiving culturally-safe care), and sub-optimal communication with the primary healthcare provider and clinic after discharge (11). We identified several steps (outlined in Table 1) that must occur before hospital discharge to ensure Indigenous children with chest infections attend subsequent clinic appointments and receive optimal ongoing management (11). By addressing these steps, we were able to demonstrate higher follow-up rates and improved respiratory health outcomes well after the hospitalisation episode (28).


TABLE 1 Steps to ensure optimal follow-up of Indigenous children hospitalised with a chest infection.
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Indigenous health practitioners facilitate clinical care

Patients living in rural or remote regions often need to undertake prolonged travel to reach specialist appointments in cities. This requires familiarity with travel (e.g., airport procedures). It is often complicated by financial hardship and complex socio-economic challenges that make clinic attendance an achievement to be acknowledged. Engaging with local supports, such as an Indigenous Health Practitioner or other resources within a service (e.g., the nurse who undertook the outreach service to the patient's community), can significantly reduce the stress experienced by the patient and their families. Indigenous Health Practitioners in Australia are primary health care professionals who work collaboratively within multidisciplinary healthcare teams to provide culturally-safe clinical care to Aboriginal and Torres Strait Islander people and communities. They are required to be registered with the Aboriginal and Torres Strait Islander Health Practice Board of Australia. This requires them to complete at minimum a 12-month Certificate IV program of study. They are uniquely placed to assist with cultural brokerage and allow context-specific adaptations to routine health service practices through Indigenous strengths-based ways of knowing, being and doing (32). Hence, they play a vital role in providing healthcare to Indigenous people. Their knowledge of the communities and family groups is important and will help non-Indigenous clinicians to understand the current health issues facing Indigenous people in these settings. Indigenous staff often facilitate referrals, clinic attendance, help clinics to function better, and enhance adherence to treatment. It is often valuable if the Indigenous Healthcare Practitioner can introduce the patient/parents to individual clinicians and explain their role.



Common clinical scenarios

Certain aspects of practical advice for non-Indigenous clinicians providing care for Indigenous patients can be conveyed in the context of clinical scenarios. The clinical scenarios were identified by the clinicians on our CRE who collectively have many decades of experience in the field. The following are common scenarios, open to misinterpretation by non-Indigenous clinicians:


Scenario 1: non-attendance at clinic

Many factors could potentially lead to non-attendance (33). Firstly, the patient/family might not have received the appointment details. Indigenous families often have responsibilities to travel to funerals and cultural events. Appointment letters do not always make their way to the intended recipient and thus sending a written letter for an appointment directly to the patient without notifying the local clinic may lead to a misunderstanding of “non-attendance”. Mobile phone communication (see above) and communication with the local clinic (for patients living in rural and remote areas) can facilitate communication and attendance of appointments (27). Communication might include giving the name of the doctor or team providing the clinic, the reason for the appointment, and providing some flexibility with scheduling the time of the appointment.

Patients might have to balance clinic attendance with other family related priorities. Patients might not be able to attend the clinic because of competing responsibilities at home. Mothers or other family members who bring children to the clinic often have other children in their care. Similarly, patients and/or parents frequently have responsibilities to other family members who need their help or support. The burden of chronic disease in Indigenous people is typically much higher than the general population (1). Illness of the parent or carer could also be a reason for non-attendance.

Indigenous people also have cultural responsibilities that they are expected to fulfill, e.g., attendance at funerals and men's business (a traditional event which generally occurs annually where boys are initiated into manhood in a cycle of ceremonies). Finally, transport issues and financial hardship are prevalent in Indigenous communities and can affect clinic attendance (33). This should be borne in mind when expecting patients to take time off work and travel to attend clinic.

Flexibility and good communication are required within the health system to assist clinic attendance. Patients and parents empowered with good understanding of health issues are more likely to seek healthcare (25), attend clinic (28) and make informed decisions about clinic attendance when weighing up competing demands.

Hence, the understanding of patients and their families of a health condition, and the importance of the clinic appointment are essential. The provision of health information and facilitation by Indigenous health practitioners (to explain why the appointment is necessary) are particularly important. Steps to facilitate clinic attendance are summarized in Box 1.


Box 1 Steps to ensure optimal follow-up of Indigenous children hospitalised with a chest infection.
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Scenario 2: child attending healthcare appointment with a family member instead of biological mother

The Indigenous family structure is different from the traditional Western family structure and involves a kinship system (34). Aunts and grandmothers often take the role of the mother at various times in the child's life. Therefore, a child may attend appointments with an aunt or grandmother. Other reasons for the biological mother not attending are similar to the reasons cited above for non-attendance. Biological mothers might have other children whom they feel they cannot leave on their own while they bring a sibling to a healthcare appointment.



Scenario 3: patient/family perceived not to be engaging with the clinician during the consultation

Recognizing the power imbalance between non-Indigenous health professionals trained in Western medicine over Indigenous patients can be challenging. In the above case vignette Dr. Robert struggled to engage with Joanna. One reason could be that Joanna, as an Indigenous woman, is (for cultural reasons) not allowed to make eye contact with a male she does not know. Other possible reasons for being perceived as not engaging include fear and distrust of the doctor (and/or the healthcare system) and the perception (that could be accurate) of a hostile clinical environment (35). Moreover, patients and their parents might feel overwhelmed by having to face the multiple challenges posed by society, navigation of a complex health system, and the burden of disease. This will often be compounded by cultural barriers and language. English may not be a first language for Indigenous people. Hence, one cannot assume an Indigenous patient/parent is proficient in English. This again highlights the need for culturally-safe communication and offering interpreters to overcome the communication divide (31). In addition to the above, clinicians should be aware of the high rates of hearing loss in Indigenous adults (36) and that hearing loss in a patient/parent could potentially impact a clinical consultation.



Scenario 4: not filling prescriptions or adhering to the prescribed treatment regimen

Adherence to prescribed treatment can be challenging to measure accurately. Whilst there is no firm evidence that adherence to treatment is lower in Indigenous patients (37), a clinician might suspect that patients are not adhering to their treatment. Barriers to adherence are many. In addition to the barriers faced by the general population, Indigenous patients might also have sociocultural obligations which are considered to take priority over taking medicines, and barriers related to the cost of medicines, and the lack of appropriate storage facility (a working refrigerator for example). In a setting where there is fear and distrust, (see section above Indigenous families should receive culturally-safe healthcare) patients and parents must understand the condition being treated and the need for medication. Also important, patients might stop chronic medications once symptoms resolve. Here again culturally-safe communication and provision of health information are crucial (37).

In settings where there are competing demands and social challenges the involvement of family support and/or community members in medication dispensing is encouraged (38, 39). Increased availability of Indigenous health-care practitioners (40), the simplification of treatment regimens, and addressing socio-economic determinants of health can also facilitate adherence (37).



Scenario 5: clinician not being able to contact the patient/family

A case is made above to use mobile phone communication to enhance the provision of clinical care. However, at times Indigenous patients or parents might not be contactable. Whilst challenges to making contact might be unique to individual people, some possible reasons for being difficult to contact are socio-cultural. Some Indigenous people have expressed reluctance to answer phone calls when caller is not identifiable (29). Patients might not be able to call back if they have run out of phone credit or if the phone is lost. Finally, patients and their families might be “on country” and have no phone reception. Spending time on country is thought to be a fundamental component of Aboriginal peoples’ wellbeing (41). Hence, understanding reasons why patients might be hard to contact helps prevent frustration when trying to facilitate care.




Conclusion

Health disparities between Indigenous people and the non-Indigenous Australian population are immense, and so are the challenges faced by Indigenous people. A “business as usual” approach is insufficient when providing clinical care to Indigenous patients. With comprehensive, culturally-safe approaches to patient care measurable improvements can be made in the provision of healthcare and in health outcomes. To this end many training resources are available for clinicians (42, 43). Importantly, robust training should also be provided in medical, nursing, and allied health schools. A good starting point for non-Indigenous clinicians when clinical interaction with Indigenous patients and their families are not progressing as planned is to ask “What I am doing wrong and what can I be doing better?”.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author.



Author contributions

AS: Conceptualization, Writing – original draft, Writing – review & editing. AC: Conceptualization, Writing – review & editing. DM: Conceptualization, Writing – review & editing. JM: Conceptualization, Writing – review & editing. LV: Conceptualization, Writing – review & editing. MT: Conceptualization, Writing – review & editing.



Group members of The CRE Extended Group

CRE extended group are other investigators in the grant, higher degree research scholars, staff, collaborators and parents who attended the workshop held at the Children's Centre for Health Research, Brisbane on 24–26th August 2023. They contributed to the grant and/or the discussions that helped formulate this paper, read and contributed to the final manuscript: Atack JM, Azam S, Baxter C, Binks M, Bowden E, Bui DS, Cheng AC, Dharmage S, Gadoury A, Garriga-Grimau L, Grimwood K, Hill J, Hoffman LR, Howard DR, Fuery A, Kapur N, Kok HC, Laird P, Lau G, Mandal PK, Marsh R, McElrea MS, McPhail SM, Mitchell R, Morris P, Petsky HL, Perret JL, Pratt A, Ramsey KA, Roberts JM, Robinson PD, Rodwell LT, Torzillo P, Vicendese D, West NP, Wurzel D, Yerkovich S.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. The work was supported by an NHMRC Centre for Research Excellence in Lung Health of Aboriginal and Torres Strait Islander Children (grant number 1040830). AS was supported by a MRFF EL-2 Investigator Grant (1193796). AC was supported by an NHMRC L3 Investigator Grant (2025379).



Acknowledgments

We acknowledge the contributions of the extended CRE group to the grant and/or the discussions that helped formulate this paper, reviewed and contributed to the final manuscript: John Atack, Sami Azam, Christine Baxter, Michael Binks, Emily Bowden, Dihn Bui, Allen Cheng, Shyamali Dharmage, Alena Gadoury, Laura Garriga-Grimau, Keith Grimwood, Jane Hill, Lukas Hoffman, Daniel Howard, Angela Fuery, Nitin Kapur, Harvey Kok, Pamela Laird, Gloria Lau, Pappu Mandal, Robyn Marsh, Margaret McElrea, Steven McPhail, Remai Mitchell, Peter Morris, Helen Petsky, Jennifer Perret, Annelie Pratt, Kathryn Ramsey, Jack Roberts, Phillip Robinson, Leanne Rodwell, Paul Torzillo, Don Vicendese, Nic West, Danielle Wurzel, Stephanie Yerkovich.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Generative AI statement

The author(s) declare that no Generative AI was used in the creation of this manuscript.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. AIHW. Indigenous health and wellbeing. Australian Institute of Health and Welfare. Australian Government (2022).

2. Blackall SR, Hong JB, King P, Wong C, Einsiedel L, Remond MGW, et al. Bronchiectasis in indigenous and non-indigenous residents of Australia and New Zealand. Respirology. (2018) 23(8):743–9. doi: 10.1111/resp.13280

3. Chang AB, Bush A, Grimwood K. Bronchiectasis in children: diagnosis and treatment. Lancet. (2018) 392(10150):866–79. doi: 10.1016/S0140-6736(18)31554-X

4. Moore H, Burgner D, Carville K, Jacoby P, Richmond P, Lehmann D. Diverging trends for lower respiratory infections in non-aboriginal and aboriginal children. J Paediatr Child Health. (2007) 43(6):451–7. doi: 10.1111/j.1440-1754.2007.01110.x

5. National Agreement on Closing the Gap. Commonwealth of Australia, Department of the Prime Minister and Cabinet (2020).

6. Chang AB, Kovesi T, Redding GJ, Wong C, Alvarez GG, Nantanda R, et al. Chronic respiratory disease in Indigenous peoples: a framework to address inequity and strengthen respiratory health and health care globally. Lancet Respir Med. (2024) 12(7):556–74. doi: 10.1016/S2213-2600(24)00008-0

7. Collaro AJ, Chang AB, Marchant JM, Masters IB, Rodwell LT, Takken AJ, et al. Culturally appropriate outreach specialist respiratory medical care improves the lung function of children in regional and remote Queensland. Lung. (2020) 198(2):361–9. doi: 10.1007/s00408-020-00332-7

8. AIHW. Cultural safety in health care for indigenous Australians: monitoring framework. Australian Institute of Health and Welfare. Australian Government (2023).

9. The Centre for Research Excellence in Lung Health, especially for First Nations Children. Menzies School of Health Research (2019–2026). Available at: https://www.crelungs.org.au/ (Accessed March 25, 2025).

10. D’Sylva P, Walker R, Lane M, Chang AB, Schultz A. Chronic wet cough in aboriginal children: it’s not just a cough. J Paediatr Child Health. (2019) 55(7):833–43. doi: 10.1111/jpc.14305

11. Laird P, Walker R, Gill FJ, Whitby J, Chang AB, Schultz A. Respiratory follow-up to improve outcomes for aboriginal children: twelve key steps. Lancet Reg Health West Pac. (2021) 15:100239. doi: 10.1016/j.lanwpc.2021.100239

12. Laird P, Walker R, Lane M, Chang AB, Schultz A. We won't find what we don't look for: identifying barriers and enablers of chronic wet cough in aboriginal children. Respirology. (2019) 25(4):383–92. doi: 10.1111/resp.13642

13. Laird PJ, Walker R, McCallum G, Toombs M, Barwick M, Morris P, et al. Change in health outcomes for first nations children with chronic wet cough: rationale and study protocol for a multi-centre implementation science study. BMC Pulm Med. (2022) 22(1):492. doi: 10.1186/s12890-022-02219-0

14. Schultz A, Chang AB, Gill F, Walker R, Barwick M, Munns S, et al. Implementation of a strategy to facilitate effective medical follow-up for Australian first nations children hospitalised with lower respiratory tract infections: study protocol. BMC Pulm Med. (2022) 22(1):92. doi: 10.1186/s12890-022-01878-3

15. Best O. The cultural safety journey: an aboriginal Australian nursing and midwifery context. In: Fredericks BB, editor. Yatdjuligin: Aboriginal and Torres Strait Islander Nursing and Midwifery Care. Cambridge: Cambridge University Press (2017). p. 46–66.

16. Stewart TJ, Gonzalez VM. Associations of historical trauma and racism with health care system distrust and mental health help-seeking propensity among American Indian and Alaska native college students. Cultur Divers Ethnic Minor Psychol. (2023) 29(3):348–57. doi: 10.1037/cdp0000587

17. Yashadhana A, Fields T, Blitner G, Stanley R, Zwi AB. Trust, culture and communication: determinants of eye health and care among indigenous people with diabetes in Australia. BMJ Glob Health. (2020) 5(1):e001999. doi: 10.1136/bmjgh-2019-001999

18. Laverty M, McDermott DR, Calma T. Embedding cultural safety in Australia’s main health care standards. Med J Aust. (2017) 207(1):15–6. doi: 10.5694/mja17.00328

19. Morey MJ, Cheng AC, McCallum GB, Chang AB. Accuracy of cough reporting by carers of indigenous children. J Paediatr Child Health. (2013) 49(3):E199–203. doi: 10.1111/jpc.12118

20. Laird P, Totterdell J, Walker R, Chang AB, Schultz A. Prevalence of chronic wet cough and protracted bacterial bronchitis in aboriginal children. ERJ Open Res. (2019) 5(4):00248–2019. doi: 10.1183/23120541.00248-2019

21. McKay CC, Chang AB, Versteegh LA, McCallum GB. Culturally appropriate flipcharts improve the knowledge of common respiratory conditions among northern territory indigenous families. Health Promot J Austr. (2015) 26(2):150–3. doi: 10.1071/HE14100

22. Lung Health for Kids: Menzies School of Health Research. Available at: https://www.menzies.edu.au/page/Resources/Lung_Health_for_kids/ (Accessed March 25, 2025).

23. Versteegh LA, Chang AB, Chirgwin S, Tenorio FP, Wilson CA, McCallum GB. Multi-lingual “asthma APP” improves health knowledge of asthma among Australian first nations carers of children with asthma. Front Pediatr. (2022) 10:925189. doi: 10.3389/fped.2022.925189

24. Health Information Resources Indigenous Lung Health: The Kids Research Institute Australia. Available at: https://www.thekids.org.au/our-research/research-topics/wet-cough/ (Accessed June 10, 2025).

25. Laird P, Walker R, Lane M, Totterdell J, Chang AB, Schultz A. Recognition and management of protracted bacterial bronchitis in Australian aboriginal children: a knowledge translation approach. Chest. (2021) 159(1):249–58. doi: 10.1016/j.chest.2020.06.073

26. Bierbaum M, Plueckhahn T, Roth F, McNamara C, Ramsey I, Corsini N. Challenges to uptake of cancer education resources by rural aboriginal health workers: the cancer healing messages flipchart experience. Rural Remote Health. (2017) 17(4):4199. doi: 10.22605/RRH4199

27. McCallum GB, Versteegh LA, Morris PS, McKay CC, Jacobsen NJ, White AV, et al. Mobile phones support adherence and retention of indigenous participants in a randomised controlled trial: strategies and lessons learnt. BMC Public Health. (2014) 14:622. doi: 10.1186/1471-2458-14-622

28. Laird PJ, Chang AB, Walker R, Barwick M, Whitby J, Cooper MN, et al. Evaluation of the implementation and clinical effects of an intervention to improve medical follow-up and health outcomes for aboriginal children hospitalised with chest infections. Lancet Reg Health West Pac. (2023) 34:100708. doi: 10.1016/j.lanwpc.2023.100708

29. Biggs K, Walsh J, Ooi C. Deadly liver mob: opening the door - improving sexual health pathways for aboriginal people in western Sydney. Sex Health. (2016) 13(5):457–64. doi: 10.1071/SH15176

30. Butten K, Newcombe PA, Chang JAB, Sheffield K, O'Grady KA, Johnson NW, et al. Concepts of health-related quality of life of Australian aboriginal and Torres strait islander children: parent perceptions. Appl Res Qual Life. (2021) 16:1653–71. doi: 10.1007/s11482-020-09840-3

31. Kerrigan V, McGrath SY, Majoni SW, Walker M, Ahmat M, Lee B, et al. From “stuck” to satisfied: aboriginal people’s experience of culturally safe care with interpreters in a northern territory hospital. BMC Health Serv Res. (2021) 21(1):548. doi: 10.1186/s12913-021-06564-4

32. Topp SM, Tully J, Cummins R, Graham V, Yashadhana A, Elliott L, et al. Unique knowledge, unique skills, unique role: aboriginal and Torres strait islander health workers in Queensland, Australia. BMJ Glob Health. (2021) 6(7):e006028. doi: 10.1136/bmjgh-2021-006028

33. Copeland S, Muir J, Turner A. Understanding indigenous patient attendance: a qualitative study. Aust J Rural Health. (2017) 25(5):268–74. doi: 10.1111/ajr.12348

34. Walter M. Doing indigenous family. In: Walter M, Martin K, Bodkin-Andrews G, editors. Indigenous Children Growing Up Strong. London: Palgrave Macmillan (2017).

35. Kong AC, Sousa MS, Ramjan L, Dickson M, Goulding J, Gwynne K, et al. “Got to build that trust”: the perspectives and experiences of aboriginal health staff on maternal oral health. Int J Equity Health. (2020) 19(1):187. doi: 10.1186/s12939-020-01301-5

36. Pender AM, Wilson WJ, Bainbridge RG, Schluter PJ, Spurling GK, Askew DA. Ear and hearing health in aboriginal and Torres strait islander people aged 15 years and older: a scoping review. Int J Audiol. (2023) 62(12):1118–28. doi: 10.1080/14992027.2022.2129853

37. de Dassel JL, Ralph AP, Cass A. A systematic review of adherence in indigenous Australians: an opportunity to improve chronic condition management. BMC Health Serv Res. (2017) 17(1):845. doi: 10.1186/s12913-017-2794-y

38. Swain L, Barclay L. They've given me that many tablets, I'm bushed. I don't know where I'm going: aboriginal and Torres strait islander peoples’ experiences with medicines. Aust J Rural Health. (2013) 21(4):216–9. doi: 10.1111/ajr.12053

39. Kelaher M, Talor-Thomson D, Harrison N, O'Donoghue L, Dunt D, Barnes T, et al. Evaluation of PBS medicine supply arrangements for remote area aboriginal health services under S100 of the national health act in: unit C-oRCfAHPE, editor. University of Melbourne (2004).

40. Simpson G, Knight T. Tuberculosis in far north Queensland, Australia. Int J Tuberc Lung Dis. (1999) 3(12):1096–100.10599013

41. Kingsley J, Townsend M, Henderson-Wilson C, Bolam B. Developing an exploratory framework linking Australian aboriginal peoples’ connection to country and concepts of wellbeing. Int J Environ Res Public Health. (2013) 10(2):678–98. doi: 10.3390/ijerph10020678

42. LFA. Lung health in first nations children. Lung Foundation Australia. Available at: https://lungfoundation.com.au/health-professionals/training-and-events/training/chronic-cough/

43. Menzies School of Health Research. Ask the specialist: a cultural education podcast. Available at: https://www.menzies.edu.au/page/Research/Projects/Primary_health_care/Ask_the_Specialist_a_cultural_education_podcast/



OPS/images/fped-13-1526753-t001.jpg
Enablers

Identifying and documenting the child
is Indigenous

Admissions clerks should ask about
Indigenous status even if patient does
not appear Indigenous from their
perspective

Ensuring the family feels safe
in hospital

Culturally-safe environment and
approach essential

Making sure the local clinic is named
in the medical record when a primary
healtheare provider is not identified

Ask about the name of the clinic when
patient/parent cannot recall the name
of the regular general practitioner

Completing the discharge summary
with follow-up instructions for the
local healtheare provider or

ic

Clear follow-up instructions essential

“Taking steps to ensure the discharge
summary reaches the local healtheare
provider or clinic

Discharge summary has to be
completed in time and sent to the
correct address

Providing the patients/caregivers with
condition-specific health information
in a culturally-safe manner, including
the importance of attending follow-
up appointments

Health information resources like flip
charts, videos, apps, leaflets

Sending short messaging service (SMS)
reminders of appointments

I possible collect telephone numbers
from patient and close family
members.

From Laird et al. (11).





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Guiding practice principles for clinicians who work with Indigenous people

		Introduction



		Case vignette



		Indigenous families should receive culturally- safe healthcare



		Culturally- safe health information



		Use of mobile phones to support clinical care



		Making the clinical environment (primary care clinics and hospitals) culturally-safe



		Improving in-hospital care to achieve better outcomes post-hospitalisation



		Indigenous health practitioners facilitate clinical care



		Common clinical scenarios



		Scenario 1: non-attendance at clinic



		Scenario 2: child attending healthcare appointment with a family member instead of biological mother



		Scenario 3: patient/family perceived not to be engaging with the clinician during the consultation



		Scenario 4: not filling prescriptions or adhering to the prescribed treatment regimen



		Scenario 5: clinician not being able to contact the patient/family











		Conclusion



		Data availability statement



		Author contributions



		Group members of The CRE Extended Group



		Funding



		Acknowledgments



		Conflict of interest



		Generative AI statement



		Publisher's note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Pediatrics

Guiding practice principles for
clinicians who work with
Indigenous people





OPS/images/fped-13-1526753-b001.jpg
Patient given culturally-safe health information and
understands the need for clinic attendance.
Appointment letter (with details of the healthcare provider
and/or team) sent to patient and to the local clinic.

- Mobile phone communication with patient and/or clinic
(ensure caller identity is visible).
Indigenous  healthcare  practitioners ~can facilitate
clinic attendance.
Flexibility with appointment scheduling.
Provide help with travel to the clinic or consider local
follow-up options.
Be understanding if family or cultural obligations are
barriers to clinic attendance.

From Laird et al. (11).










OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Pediatrics





