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Abstract 

Background 

Aboriginal and Torres Strait Islander (Aboriginal) peoples have greater health 

needs than other Australians. Approximately 60% of Aboriginal peoples use non

Aboriginal Community Controlled (mainstream) general practice. General practice 

may not provide culturally appropriate care to Aboriginal peoples, and few 

practices have effective systems in place to identify Indigenous status, resulting 

in inadequately targeted care. 

Aim 
To develop and evaluate a tailor-made practice facilitation model to improve the 

acceptability of health care provided to Aboriginal peoples who attend urban 

mainstream general practice. 

Methods 

Set in two Medicare Local Areas in Sydney, a mixed-methods multiple-site case 

study was used, which was informed by an interpretivist constructionist paradigm. 

Data collection included focus groups with the two local Aboriginal communities; 

interviews with Medicare local staff (n=3); interviews and surveys with GPs, 

nurses and practice staff (n=29); a patient medical record audit, practice systems 

audit and Aboriginal unannounced standardised patient (USP) assessments at 

two time-points at seven general practices. The triangulated data were used to 

tailor quality improvement activities within each practice to improve their 

Indigenous-status recording systems and the quality of care offered to Aboriginal 

patients. The implementation of the intervention was evaluated using the 

Normalisation Process Theory (NPT). 
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Findings 

Feedback from the USPs, combined with education and clinical audits, enabled 

practices to implement an organisational response consistent with the processes 

described in the NPT. At follow-up most practices improved their Indigenous

status identification systems, with a doubling in Indigenous-identified patients in 

six practices; and there was an increase in the number of Aboriginal Health 

Assessments performed and enrolments into the Closing the Gap Health Initiative 

schemes. The method was acceptable to providers, staff and the local Aboriginal 

communities. A key factor in the uptake of the intervention and commitment to 

change by practitioners and staff was that the USPs were from the local 

Aboriginal communities, providing face validity to the methodology. 

Conclusion 

The innovative intervention used was acceptable, feasible and demonstrated 

some effectiveness as a quality improvement tool in general practice. It warrants 

further investigation and evaluation. 
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Chapter 1 

Introduction 

This chapter sets the scene for this research. It begins by providing an overview 

to the health needs of Aboriginal and Torres Islanders compared to other 

Australians. A description of the Australian Government's response to the 

problem is given along with a discussion on how this response is insufficiently 

proportionate to need. This is followed by a discussion on the issues Aboriginal 

and Torres Strait Islanders patients encounter when accessing non-Aboriginal 

Community Controlled Health Services (mainstream general practice). The gap in 

the literature is then identified, followed by the rationale for this research, the 

research aims and the research questions. The chapter concludes with an 

overview of the thesis. 
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1.1 The health needs of Australia's 

Indigenous peoples 

1.1.1 Aboriginal and Torres Strait Islander morbidity and 

mortality 

Indigenous populations worldwide continue to experience poorer health 

outcomes than their non-indigenous counterparts 1. Aboriginal and Torres Strait 

Islander peoples, the Indigenous peoples of Australia, have some of the poorest 

health and welfare outcomes in the Organisation for Economic Co-operation and 

Developmene.... The population age demographics for Aboriginal and Torres 

Strait Islander peoples are similar to those found in many developing counties5
. 

Aboriginal and Torres Strait Islander peoples are significantly younger (median 

age 21 compared to 37 for other Australians), over 37% are aged under 15 years 

(compared to 20%), and only 3% are aged over 65 years (compared to 13%)4
· 

6 

(see Figure 1). 

Image noiHlclucJed 1n this publication <.Jue to copyngl1t restnction~ 

Source: ABS. Estimates of Aboriginal and Torres Strait Islander Australians, June 2011 7
• 

Figure 1. Australian population age structure by sex and Indigenous 
status, 2011 

The age structure of Aboriginal and Torres Strait Islander peoples is mirrored in 

the age specific death rates. Aboriginal and Torres Strait Islander peoples die at 

higher rates and at younger ages, with a life expectancy of around 15% (11.5 

years males; 9 years females)6 lower than that for the overall Australian 
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population (see Table 1 and Figure 2). It is believed that this gap may be 

underestimated with the true gap being around 15 years8
• 
9

. 

Table 1. Age specific death rates (2008-2012) by Indigenous status 

Source: ABS. Death Australia 20122
. 

Image not included in tt1is publication due to copyright restrictions 

Source: ABS. The Health and Welfare of Australia's Aboriginal and Torres Strait 
Islander Peoples 20104

• 

Figure 2. Age specific death rate ratios (2006-2010) of Aboriginal and 
Torres Strait Islander peoples compared to other Australians 
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Although an underestimate9
, Aboriginal and Torres Strait Islander peoples are 

said -to constitute about 2.5% percent of the total Australian population4
, yet 

.contribute 3.6% of the total burden of disease4
. Chronic diseases account for 

80% of the difference in the burden of disease observed between Aboriginal and 

Torres Strait Islander peoples and other Australians10
. Chronic conditions occur 

at much earlier ages in Aboriginal and Torres Strait Islander populations, and in 

the 35-54 years age group, chronic disease accounts for 75% of the mortality 

gap for males and 79% for females 10
· 

11 

1.1.2 Aboriginal and Torres Strait Islander morbidity and 

mortality according to remoteness area 

The majority (75%) of Aboriginal and Torres Strait Islander peoples live in cities 

and non-remote regional areas: nearly one-third (32%) live major cities; 21% live 

in inner regional areas and 22% in outer regional areas; and only 9% live in 

remote or very remote (15%) areas6
. 

Mortality rates for non-Indigenous Australians are lowest in major cities and 

increase with measure of remoteness; in contrast, death rates for Aboriginal and 

Torres Strait Islander peoples are lowest in inner regional areas, higher in major 

cities, and then increase steadily over outer regional and remote areas before 

falling again in very remote areas 12
. The greater proportion of studies in 

Aboriginal and Torres Strait Islander health research have been carried out in 

rural and remote areas and limited information is available in an urban context 12• 

13
. Although there is limited data on the distribution of Aboriginal and Torres Strait 

Islander morbidity across areas, available research shows that Aboriginal and 

Torres Strait Islanders are more likely to experience chronic disease at higher 

rates in the major city areas 14
• 

15
. 

1.1.3 Health service usage by Aboriginal and Torres Strait 

Islander peoples 

Aboriginal and Torres Strait Islander peoples highly utilise community health 

services and public hospitals (21% and 49% respectively compared to 3.9% and 

28% for other Australians), and are comparatively low users of privately provided 

health services such as general practitioners (GPs), specialists, dental, 
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pharmaceutical and other health services, which are accessed by other 

Australians at a rate of about 40% higher than Aboriginal and Torres Strait 

Islander peoples 16
. 

Potentially preventable hospitalisations are hospitalisations that could potentially 

have been prevented through the timely and appropriate provision of primary 

care. Aboriginal and Torres Strait Islander peoples have an overall rate of 

potentially preventable hospitalisations 4.9 times higher than other Australians 17
, 

with individual category rate ratios of 3.8 for vaccine-preventable conditions, 2.3 

for acute conditions, and 7.5 for chronic conditions 17
. 

The data presented above clearly demonstrates the greater health needs for 

Aboriginal and Torres Strait Islander peoples and the need for good quality 

primary health care, particularly in major cities areas. The Australian 

Government's response to this need will now be discussed. 

1.2 The Australian Government's response 

to the health needs of Aboriginal and Torres 

Strait Islander peoples 

Evidence exists that access to primary care has the biggest impact on health 

outcomes 18
. Evidence from Australia , the United States and New Zealand 

indicates that primary health care can contribute to closing the gap in life 

expectancy between indigenous and non-indigenous populations 19
. In response 

to the health needs of Aboriginal and Torres Strait Islander peoples, the 

Australian government undertook two main activities from 2008. The first was to 

provide funding to 211 Aboriginal and Torres Strait Islander primary health-care 

services20 and to increase access to mainstream primary health services. The 

second activity was the Indigenous Chronic Disease Package introduced as part 

of the Council of Australian Governments (COAG), National Indigenous Reform 

Agreemenf1. Each will be discussed in further detail below. 
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1.2.1 Aboriginal and Torres Strait Islander primary health 

care services 

By 2011-12, the numoer of Aboriginal and Torres Strait Islander primary health 

care services funded by the Australian Government had increased from 211 to 

22622. Included in this were approximately 150 Aboriginal Community Controlled 

Health Services (ACCHS), which were used by up to 50% of Aboriginal and 

Torres Strait Islander patients23
. In 2011-12, Aboriginal and Torres Strait Islander 

primary care services provided 2.6 million episodes of health care to about 

445,000 clients, 79% of whom were identified as being of Aboriginal and Torres 

Strait Islander descent22
. 

The majority of Aboriginal and Torres Strait Islander primary care services are 

located in regional , remote and very remote areas; 15% are in major cities6
. As 

one third of the Aboriginal and Torres Strait Islander population lives in the major 

city areas, the proportion of Aboriginal and Torres Strait Islander primary health 

services in these areas is disproportionate to the Aboriginal and Torres Strait 

Islander population in these areas. 

1.2.2 Indigenous Chronic Disease Package 

The second activity undertaken by the Australian Government in response to the 

health needs of Aboriginal and Torres Strait Islander peoples was the introduction 

of the Indigenous Chronic Disease Package. It is appropriate to first provide a 

brief overview of the National Indigenous Reform Agreement. In November 2008, 

COAG agreed to a partnership between all levels of government to work with 

Aboriginal and Torres Strait Islander peoples to close the gap in Indigenous 

disadvantage with aim to achieve six targets. These targets, known as the 

'Closing the Gap targets' are: 

• Halving the gap in mortality rates for Indigenous children under five within a 

decade; 

• Ensuring all Indigenous 4-year olds in remote communities have access to 

early childhood education within 5 years; 

• Halving the gap for Indigenous students in reading, writing and numeracy 

within a decade; 
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• Halving the gap for Indigenous people in Year 12 attainment or equivalent 

attainment rates by 2020; 

• Halving the gap in employment outcomes between Indigenous and non

Indigenous Australians within a decade21
. 

The Indigenous Chronic Disease Package is the Australian Government's 

contribution to achieving COAG's Closing the Gap health goals. The Australian 

Government Department of Health and Aged Care states that, "The Indigenous 

Chronic Disease Package aims to support both health seNices and Aboriginal 

and Torres Islander individuals to improve access to and outcomes of care"24 

(imprint page). A core component to the package is the Aboriginal and Torres 

Strait Islander Health Assessment (MBS Item number 715)25
• 

26
. The MBS Item 

715 was created in 201 0 by merging the separate Aboriginal and Torres Strait 

Islander Health Assessment items for older people (MBS Item 704) created in 

1999, adults (MBS Item 71 0) created in 2004, and children (MBS Item 708) 

created in 2006, into the one item numbe~7 • 

Research shows that health assessments for Aboriginal and Torres Strait 

l$lander peoples have the potential for earlier diagnosis of disease and earlier 

Intervention, which may lead to reduced health care costs28
-
30

. Despite this the 

uptake of these health assessments remains low31
' 
32

. Kehoe and Lovett reviewed 

the number of adult Aboriginal and Torres Strait Islander Health Assessments 

undertaken from 2004-2008 and found that less than 10% of the Aboriginal and 

Torres Strait Islander population had undertaken a health assessment, with even 

lower rates in urban areas31
. There has been little change in the uptake of these 

health assessments. In 2012, 8.8% of Aboriginal and Torres Strait Islanders aged 

15-54 had undertaken an Aboriginal and Torres Strait Islander Health 

Assessment; in 2013 this was 10.8%7
· 

33
• The uptake is variable across Australia 

and is generally quite low in major cities. For example, in 2012 in the Eastern 

Sydney and South Eastern Sydney Medicare Local areas the uptakes were 6 and 

7% respectively; in 2013, the numbers fell to 5% and 6% respectively33
· 

34
. It 

should be noted that the MBS Item 715 can be performed every nine months26 

and these figures may be an over representation of the true figures as more than 

one health assessment could have been performed on any individual. In addition, 

the statistics for Medicare Local areas cannot be broken down into age groups so 

the figures presented include all Aboriginal and Torres Strait Islander Health 

Assessments, not just those aged 15-54 years, and are an over representation of 
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the actual number of health assessments performed on adults. This further 

demonstrates the low uptake of Aborig inal and Torres Strait Islander Health 

Assessments for adults in urban areas. 

A number of barriers to health assessments have been identified, including lack 

of knowledge of their existence, lack of time, and lack of Indigenous status 

identification systems31
· 

35
"
39

. These will be explored further in this research. 

1.3 Non-Aboriginal Community Controlled 

primary health care services (mainstream 

general practice) 

Evidence from overseas highlights the importance of the existence of Indigenous

specific services. which deliver appropriate and acceptable health services and 

provide indigenous patients with greater choice for their health care needs40
. 

However, the existence of Aboriginal and Torres Strait Islander-specific health 

services does not absolve mainstream general practice of the responsibility to 

provide high quality and culturally appropriate health services to Aboriginal and 

Torres Strait Islander patients. Considering that approximately 60% of Aboriginal 

and Torres Strait Islander patients access mainstream general practice for their 

health care needs41, it is essential that mainstream general practice provides 

quality culturally appropriate health care. 

In their 2001 report, We Can Do lt!42
, the House of Representatives Standing 

Committee on Aboriginal and Torres Strait Islander Affairs stated, "In urban areas 

at least, the urgent priority should be on meeting the needs of Jndigenous people 

through better access to mainstream services ... '42(p20). 

The above statement has been challenged with the opposing viewpoint that the 

priority should be given to extending the reach of Aboriginal and Torres Strait 

Islander-specific health services. The focus of this research is not to compare 

models of healthcare but to develop and evaluate an intervention to improve the 

cultural appropriateness and quality of care provided to Aboriginal and Torres 

Strait Islander patients in mainstream general practice. 
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In recent years there has been a greater emphasis on 'mainstreaming' health 

services, particularly in urban areas. According to Medicare data, Aboriginal and 

Torres Strait Islander peoples access mainstream general practice at a rate 

similar to other Australians20
. However, because the health needs of Aboriginal 

and Torres Strait Islander peoples are higher, they should be accessing general 

practice at higher rates than other Australians. An indication for this is the high 

rate of potentially preventable hospitalisations, which as mentioned in Section 

1.1.3, are 4.9 times higher for Aboriginal and Torres Strait Islander peoples than 

other Australians20
. A high rate of potentially preventable hospitalisations could 

reflect inadequacies in the care provided in primary care and this will be 

discussed in further detail in the next section. The high rates of potentially 

preventable hospitalisation could also indicate that the Medicare figures are an 

underestimate of the true figures of general practice usage by Aboriginal and 

Torres Strait Islander peoples. Under-identification of Indigenous status will be 

discussed further below in Section 1.3.2. 

1.3.1 Barriers to access 

Barriers to health care access can be due to problems of approachabinty, 

availability, affordability, acceptability and appropriateness43
· 

44
• In non-remote 

areas where primary health care services are more geographically available, 55% 

of Aboriginal and Torres Strait Islanders peoples reported that they experienced 

problems with access due to appointments not being available when needed and 

long waiting times, 37.5% reported cost as an issue, and 5.5% reported problems 

in accessing services because they were not culturally appropriate45
. A study 

which interviewed 55 Aboriginal and Torres Strait Islander people in south 

western Sydney regarding their views on health care access found the main 

barriers to access were: financial (cost of co-payment to the GP or medication, 

cost of transport); communication {low literacy levels making it difficult to read 

information and difficulty understanding the information GPs and receptionists 

gave them); and shame (in regards to their health problems and the lack of 

success in following the advice given to them by the GP)46
. 

In their review of health care access for Aboriginal and Torres Strait Islander 

people living in urban areas, Scrimgeour and Scrimgeor state that acceptability 
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and appropriateness are particularly significant barriers to accessing mainstream 

general practice 12
. 

Analysis of focus group data in a 2012 study by Lau et al found, "Two 

overarching themes were identified as barriers by nearly all participants: history 

(of dispossession) and racism and discrimination'117(p71). The authors go on to 

say that, "These may be positively transformed into facilitators if there is 

'recognition and acknowledgement of history"47(p71). This highlights not only the 

need for cultural awareness training, but the need for culturally appropriate 

practice environments. These are discussed is more detail in Chapter 5. 

1.3.2 Indigenous status identification in mainstream 

general practice 

It is recognised internationally that information on patient race and ethnicity is 

required to identify inequalities in health status, access to health care, differences 

in the quality of health care provided, and health outcomes of different 

populations, and to allow for the development of targeted interventions to reduce 

the disparities between ethnic populations48
. In order to offer targeted services to 

Aboriginal and Torres Strait Islander patients in general practice, effective 

Indigenous status identification systems are required. 

In January 2009, less than half (41%) of the total Aboriginal and Torres Strait 

Islander population had identified themselves as Indigenous under the Medicare 

Voluntary Indigenous Identification program: 47% in rural areas. and 35% in 

urban areas16
. By 2012, 59% of the total Aboriginal and Torres Strait Islander 

population had identified themselves41
, leaving 40% of the Aboriginal and Torres 

Strait Islander population's Medicare claims unaccounted for. Figures derived 

from GP reports of their encounters show a similar picture. In 2010-2011 , 1.2% of 

all encounters in general practice were by patients recorded by their GP as being 

of Aboriginal and Torres Strait Islander descent49
. 

Previous research investigating Indigenous status identification in general 

practice in Australia have found that few general practices had established 

processes in place identify the Indigenous status of patients35
· 

36
• 

38
· 

50
• 

51
. The 

Australian Institute of Health and Welfare 2013 publication, ' Taking the next 
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steps: identification of Aboriginal and Torres Strait Islander status in general 

practice.s2 states: 

11 
... only a minority of general practices have effective processes to routinely 

collect Indigenous status data from patients/clients, and that there are 

considerable barriers to implementing these processes. In addition, the 

structure of the general practice sector means that improving Indigenous 

data collection faces different challenges compared with other health 

settings"52(p1 ). Furthermore, "Research stud;es specifically investigating 

general practice identmcation processes predate the impact of recent 

reforms, which have taken place largely since 2010. These studies showed 

only a minority of mainstream general practices had routine identification 

processes in place for all patients ... While specific investigations have not 

been repeated since the reforms were implemented, overall data on general 

practice activity indicate little change in the proportion of patients recorded as 

Aboriginal or Torres Strait lslander'.s2(p6). 

Although the recording of Indigenous status is compulsory in the public sector53
, it 

is not mandatory in general practice and general practice processes are guided 

largely by the general practice industry standards, the Standards for General 

Practices54
, set by the Royal Australian College of General Practitioners 

(RACGP). Indigenous status identification was f irst introduced into the Standards 

for General Practices (3rd edition)55 in July 2005. To provide more guidance on 

establishing Indigenous status, the RACGP released the document, Fact Sheet: 

The identification of Aboriginal and Torres Strait Islander peop/e56
, in 2006. 

In 2010, the Australian Institute of Health and Welfare released the National best 

practice guidelines for collecting Indigenous status in health data sets57
, which 

provided comprehensive guidance for collecting Indigenous status in the health 

sector overall. The RACGP released a new edition of the Standards, the 4th 

edition54
, which aligned their Standards with the National Best Practice 

Guidelines. In addition, the RACGP released the comprehensive document, 

Identification of Aboriginal and Torres Strait Islander people in Australian general 

practice58 in 2011 . Despite the availability of the abovementioned guidelines and 

documents, identification of Indigenous status in general practice remained low. 

This will be explored further in th is research. 
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1.4 The rationale for this research 

Aporiginal and Torres Strait Islander peoples have greater health needs than 

other Australians. Chronic disease accounts for 80% of the difference in the 

burden of disease observed between Aboriginal and Torres Strait Islander 

peoples and other Australians, with those in urban areas experiencing greater 

disease. Primary health care has the potential to play a significant role in closing 

the gap in life expectancy between Indigenous and non-Indigenous populations. 

Health assessments provide opportunities for earlier diagnosis of disease and 

earlier intervention in primary health care. Aboriginal and Torres Strait Islander 

primary care services provide culturally appropriate care to Aboriginal and Torres 

Strait Islander peoples but only 15% of these services are in the major city areas 

where nearly one third of the Aboriginal and Torres. Strait Islander population 

Jives. Sixty percent of Aboriginal and Torres Strait Islander peoples access . 

mainstream general practice. Mainstream general practice may not be cultura lly 

appropriate or acceptable to Aboriginal and Torres Strait Islander peoples. Few 

mainstream general practices have effective Indigenous status identification 

systems in place, resulting in Aboriginal and Torres Strait Islander peoples 

missing out on health services targeted to their needs such as Aboriginal and 

Torres Strait Islander Health Assessments. Research specifically investigating 

general practice Indigenous status identification processes predates the National 

Indigenous Reform Agreement 2008. 

In order to offer targeted services to their Aborig inal and Torres Strait Islander 

patients, effective Indigenous status identification systems are required in general 

practice. The current industry guidelines that are available to improve Indigenous 

status identification in general practice have had a limited impact on improving 

Indigenous status identification rates in general practice. Inaccurate and 

incomplete Indigenous data in national health data sets also impedes policy and 

program development for Aboriginal and Torres Strait Islander health issues. 

Improving Indigenous status identification systems in general practice will ensure 

that government, policy makers and health services have more accurate data to 

inform their decisions. 
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1.5 Research aim 

This study aimed to develop and evaluate a tailored practice facilitation model to 

improve the acceptability and appropriateness of health care provided to 

Aboriginal and Torres Strait Islander patients who attend mainstream general 

practice in the metropolitan area of Sydney. 

1.6 Research questions 

This thesis addressed the following six questions: 

1. Is the Indigenous status of patients being identified in general practice? 

2. What processes are in place to identify the Indigenous status of patients in 

general practice? 

3. What are the different perspectives of providers, staff and Aboriginal and 

Torres Strait Islander patients in regards to Indigenous status identification? 

4. How feasible and effective is a tailored practice facilitation model in improving 

Indigenous status identification in general practice? 

5. Are Aboriginal and Torres Strait Islander patients being provided with 

culturally appropriate health care in general practice? 

6. How feasible and effective is a tailored practice facilitation model in improving 

the acceptability of health care provided to Aboriginal and Torres Strait 

Islander patients in general practice? 

1. 7 What led me to do this research 

While I was working at a Division of General Practice in 2008-2009, although no

one in the Division was working on Aboriginal Health, a colleague and I were 
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discussing the very low uptake of the Aboriginal and Torres Strait Islander Adult 

Health Assessments. This prompted tne to ask, "Why are Aboriginal and Torres 

Strait Islander peoples not utilising these services which are available to them?" 

Shortly after I changed employment to the Centre for Primary Health Care and 

Equity, UNSW Australia. I spoke to my supervisor about my interest ln pursuing 

research on this question. It was suggested that I should reshift my focus from 

the patients to the services and systems within general practice. Reflecting on my 

own education, I realised that my way of thinking was fairly typical of the broader 

population who were educated in Australia in my time. I attended a leading 

academic high school in Sydney, and Australian history was taught from the time 

of colonisation. During my TAFE course and undergraduate biomedical science 

degree, I learnt of disease states and a raft of communicable diseases in 

disadvantaged communities around the world, but Australia's Aboriginal and 

Torres Strait Islander peoples were never mention·ed. Had I not selected an 

assignment on Aboriginal health in my Masters degree, my knowledge on the 

health inequities between Aboriginal and Torres Strait Islanders and other 

Australians might still be limited to, 'Indigenous Australians experience greater ill 

health.' Unfortunately my case is fairly typical of people educated up to the 

2000's, and although not acceptable, it is understandable how many working 

within the western heath, law and education frameworks are unaware of the 

extent of the health disparities between Aboriginal and Torres Strait Islander 

peoples and other Australians and why these disparities exist. 

My previous experience working in the Market Research industry had exposed 

me to the shadow shopper methodology, the equ·ivalent of unannounced 

standardised patients ih the health industry. I was aware of the enormous value 

of shadow shoppers in that they showed what people actually did as opposed to 

what they thought they did. In general practice there exists a lack of knowledge 

on the existence and extent of the health disparities between Aboriginal and 

Torres Strait Islander Australians. By filling this knowledge gap and by showing 

general practice that they were not identifying their Aboriginal and Torres Strait 

Islander patients and thereby not offering their Aboriginal and Torres Strait 

Islander patients services specifically targeted for them, I hypothesised that it 

may be possible to improve the uptake of those services. This is the perspective 

from which this research was conducted. 
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1.8 An overview of the thesis 

This chapter discussed the need for this research. It also identified the gap in the 

literature, and provided the rationale for this research, the research aims and 

questions. 

Chapter 2 defines the difference between physician competence and 

performance. It then provides a comprehensive review of the literature regarding 

the suitability of the different methods available to assess performance in general 

practice. 

The theoretical underpinnings of this research are discussed in Chapter 3, as are 

the ethical considerations. 

The data collection methods are described in Chapter 4. 

The development, implementation of the intervention and the methods used to 

evaluate the implementation of the intervention are discussed in Chapter 5. 

The results of the case study analysis are provided in Chapter 6. 

The thesis concludes with a discussion in Chapter 7. 
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Chapter 2 

Assessing physician performance 

The chapter begins by defining the difference between physician competence 

and performance, followed by a discussion on why physician performance should 

be assessed. A description of the search strategies used for the literature search 

is then provided, followed by the a discussion on the various methods available to 

assess physician performance and the advantages and limitations of each. The 

chapter concludes by summarising why the unannounced standardised 

methodology was chosen for this study. 
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2.1 Assessing physician performance 

Physician competence is defined as what a doctor is capable of doing in a testing 

situation and is often estimated from test scores or other standard measures, 

whereas performance is defined as what a doctor does in actual practice, which 

may be quite different to what they do in a testing situation59
• 

60
. Miller (pS63)61 

described clinical competence as the degree to which a clinician can use their 

lmowledge, skills and good judgement in an effective way in their field of practice. 

This stepped approach to action is conceptualised in his educational-based 

model, Miller's Pyramid (Figure 3), which contains four tiers: Knows (knowledge), 

Knows How (competence), Shows How (performance) and Does (action)61
• 

lmagG. f1<)t included 111 U 11~ publtc:~t1on due to copyngllt 1estnct1ons 

Source: Miller 199061 (pS63) 
Figure 3. Millers Pyramid 

Rethans et al argue that, "Miller's triangle implicitly assumes that competence 

predicts performance"59(p906). Furthermore, Miller's model does not account for 

the variations on clinical performance brought about by systemic and individual 

factors. Rethans et al proposed the Cambridge Model for Performance and 

Competence (Figure 4) based on an inverted form of Miller's model. This model 

identifies that just because a physician Knows How and Shows How does not 

necessarily mean that this is what the physician Does in real practice. The model 

acknowledges that performance is a product of competence as well as individual 

and systemic influences59
· 

60 and hence is consistent with the social-ecological 
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model previously discussed. This model is particularly indicative of physician 

performance in general practice. 
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Source: Rethans et al 200259 (p907) 
Figure 4. Cambridge model for delineating performance and competence 

Assessing performance is central to quality management. Patient outcomes and 

the process of care are principal measures in heath care and are used to identify 

areas that need improvement and measure whether targets have been achieved. 

However, physician performance is a multidimensional construct and assessing it 

requires more than a checklist of adherence to guidelines, which is only one 

dimension of the doctor-patient relationship. Physician performance includes 

every aspect of how a physician interacts with their patient: the doctor-patient 

relationship, the physician's ability to listen to their patient as well as the 

physician's medical knowledge and competence. 

Peabody et al state that clinical performance should be measured because, 

"Practice can be improved, but only if it is measured'62(p778). While this 

statement may be challenged, the general arguement that measuring something 

helps one to improve it is va lid. However, whether one can only improve an area 

by measuring it is an entirely different arguement. As the term measuring tends to 

lend itself to quantification, assessing shall be used in this thesis as it can be 

applied to both quality and quantity evaluations. Depending on the area being 

assessed, variation in physician performance requires either qualitative or 

quantitative assessments, or both. 
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2.2 Literature search 

2.2.1 The literature search research question 

The research question for the literature review was, "What are t/Je strengths and 

weaknesses of the different methods of assessing physician petformance 

(including communication skills and patient satisfaction) delivered to minority 

populations in general practice?" Searches were conducted in the Medline (1948 

onwards), Embase (1974 onwards), Cochrane Database of Systematic Reviews 

(2005 onwards), Global Health (1973 onwards) and lnformit databases. Google 

scholar was also used for the survey/questionnaire assessment area. Separate 

searches were conducted for each of the assessment methods as well as a 

search on physician performance and are described below. 

2.2.2 The search strategy 

2.2.2.1 Unannounced standardised patients 

The initial search terms of simulated patient OR standardi* patient AND 

unannounced OR incognito yielded 214 abstracts. This was then restricted to 

primary care, which resulted in 82 abstracts remaining after duplicates were 

removed. 

2.2.2.2 Direct observation 

The initial search terms used were direct observation AND primary care, which 

yielded 1274 abstracts. This was then restricted to physician performance, which 

resulted in 48 abstracts after duplicates were removed. A different set of 

restrictions were also applied to the initial search to ensure important papers 

were not missed when the physician petformance restriction was applied. 

Therefore the direct observation AND primary care search (1274 abstracts) was 

restricted by valid* OR reliab*, leaving 730 abstracts. This was then further 

restricted by standardised patient (simulated patient OR standardi* patient AND 

unannounced OR incognito) OR record abstraction (chart abstraction OR record 

abstraction OR record audit) OR exit interview OR vignette OR survey, which left 

381 abstracts. 
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2.2.2.3 Medical record abstraction 

Two separate searches were conducted. The first search used the terms chart 

abstraction OR record abstraction OR medical record audit AND physician 

performance to yield 53 abstracts. The initial search terms used for the second 

search were chart abstraction OR record abstraction OR medical record audit 

AND primary care, which generated 802 abstracts. This was then restricted by 

valid* OR reliab*, leaving 478 abstracts after duplicates were removed .. 

2.2.2.4 Vignettes 

Two separate searches were conducted. For the first search, the initial search 

terms used were vignettes AND primary care, yielding 1593 abstracts. This was 

then restricted by valid* OR reliab*, which reduced the number of abstracts from 

1593 to 620 abstracts. This search was further restricted by physician 

performance, which left 19 abstracts after duplicates were removed. To ensure 

papers were not missed when the valid* and reliab* restrictions were applied, a 

second search was conducted using the search terms vignettes AND physician 

performance, which resulted in 45 abstracts after duplicates were removed. 

2.2.2.5 Survey/Questionnaire 

The initial search terms used were physician survey OR patient survey AND 

primary care. This yielded 1573 abstracts. This was then restricted by valid* OR 

reliab*, leaving 720 abstracts. This was then further restricted by standardised 

patient (simulated patient OR standardi* patient AND unannounced OR 

incognito) OR record abstraction (chart abstraction OR record abstraction OR 

record audit) OR vignette OR direct observation, which resulted in 73 abstracts 

remaining. Additional searches were also conducted on Google Scholar using the 

terms physician survey validity (253,000 matches) and patient survey validity 

(416,000 matches). 

2.2.2.6 Exit interview 

The search terms used were exit interview AND primary care, which resulted in 

112 abstracts. 
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2.2.2.7 Physician performance 

The final search conducted used the search terms physician performance AND 

primary care, which resulted in 186 abstracts after duplicates were removed. 

2.2.3 Papers Reviewed 

The titles and abstracts of the 1429 papers generated in the final searches 

(excluding those from Google Scholar) were screened for relevance to the 

research question. If the relevance to the research question was not clearly 

indicated in the abstract but the paper looked promising, it was included in those 

selected to be reviewed to ensure any important papers were not missed. All 

selected papers were retrieved in full text for review. The reference lists of these 

papers were then also carefully scanned to identify additional papers that might 

have been missed in the original search and the process of reviewing their 

reference lists was repeated in a snowball effect. A total of 98 papers were 

reviewed fully from these searches. The first 50 matches of the Google Scholar 

search were scanned and four papers were retrieved for full review. In total , the 

final number of papers reviewed fully was 102. 

The various methods for assessing physician performance are discussed in the 

next section. 

2.3 Methods of assessing physician 

performance 

Performance in general practice can be assessed by either indirect or direct 

methods. Indirect methods include medical record/chart abstraction (also known 

as medical record audit}, and surveys or interviews with patients or physicians 

after the consultation; direct methods are those where the doctor-patient 

interaction is heard or seen and include direct observation, video or audio 

recordings, and unannounced standardised patients63
• 
64

. A brief description along 

with the advantages and limitations of these methods are discussed below. 
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2.3.1 Indirect methods 

2.3.1.1 Medical Record Abstraction 

Record abstraction has been described as the most widely used method of 

assessing physician quality65
. The clinical records that are generated during 

consultations are retrieved at a later date by a skilled data abstracter. Skilled 

experts then score the data according to predetermined criteria based on clinical 

guidelines and/or expert panels. 

Record abstraction has been used extensively to assess aspects of patient care. 

It has the advantage of easy accessibility613 and does not intrude on the 

consultation or on the doctor's time. Record abstraction can be collected on a 

large sample base and also allows for the assessment of rare conditions67
. 

Several studies have shown that record abstraction can provide accurate 

assessment of some areas of service delivery, however, these are generally 

limited to those services that are usually also recorded in other areas of the 

medical record such as cancer screening notes or referrals66
• 

68
, pelvic and rectal 

examinations66 and measurement of blood pressure69
• 

The main limitation to record abstraction is that medical records are subject to 

recording bias: false negative results (actions and/or tests are carried out but are 

not documented in the record) result in under~reporting of performance65
• ss, 69

•
73

, 

and false positives (actions and/or tests which have not been carried out are 

documented as having been performed In the record) result in over~reporting of 

performance65
• 

70
• 

73
. One study found that when compared to unannounced 

standardised patients and vignettes, record abstraction under~reported 

performance by 16%70
. Another study found that when compared to 

unannounced standardised patients, record abstraction over~reported 

performance by 19%73
. Mant et al demonstrated that medical records are also 

prone to misclassification: in their study they found that 46% of ex-smokers were 

recorded in the medical records as never smokers74
. With a sensitivity of 70% 

and specificity of 81%, record abstraction is neither a sensitive nor a specific 

method for assessing physician performance73 and a study by Rethans et al 

concluded that using record abstraction was invalid method to assess physician 

performance in general practice75
. Other limitations of record abstraction include 

illegibility of medical records, incomplete or missing medical records, variations in 

skill levels between abstr.actors65
· 

67
• 

70 and the cost of skilled abstractors76
. 
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Additionally record abstraction does not control for case mix65 (the variability due 

to different patients and conditions). Finally, record abstraction cannot assess 

patient satisfaction or physician interpersonal skills64
· 

72
· 

76
' 
77 and can therefore not 

be used to improve these areas of performance. 

2.3.1 .2 Vignettes 

Vignettes are written or computerised patient case simulations that have been 

used widely to measure a physician's ability to assess, diagnose and treat 

specific medical conditions62
. A physician is presented with a case scenario and 

asked to provide responses identifying areas such as history, physical 

examination, diagnostic testing and treatment plan70
. Skilled experts then score 

the completed vignettes according to predetermined criteria, based on clinical 

guidelines and/or expert panels. Simulations that are computerised can be set up 

so that physicians cannot go back to previously completed answers to modify 

their responses once new information becomes available, greatly improving their 

accuracy62
. In a study of 7138 physicians, Veloski et al found that physicians 

scored much higher when they took the test using the standard five-option 

multiple choice questions than when they were tested on the same vignette using 

open-ended responses78
. The authors found that vignettes using open-ended 

questions more closely resemble the actual practice setting and are therefore 

more reflective of physician performance and they recommended that open

ended questions be used to strengthen the content validity of vignettes78
• 

Dresselhaus et al concluded that vignettes are a more valid method for 

measuring performance than record abstraction79
. One of the main advantages of 

vignettes is that they control for case mix62
• 

80 because all physicians are 

presented with the same stimulus. This results in the ability to attribute responses 

to individual physicians, to assess their approach to low- or high-prevalence 

problems in unique patient populations and to compare results across sites80
. 

Other advantages of vignettes are that they are easily administered, are less 

costly compared to analysis of claims data, record abstraction and unannounced 

standardised patients66
• 

80
• 

81
, that they need not intrude into the practice setting 

and the economies of scale allow them to be administered to a large number of 

physicians simultaneouslyB0
. 
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However, vignettes overestimate performance65
· 

71 and only reflect what 

physicians are competent or knowledgeable enough to do60
· 

65
• That is, they 

reflect physician competence not actual clinical practice. Another main limitation 

to vignettes is the sentinel effect in which physicians know they are being 

assessed: physicians will give their best answer when responding to a vignette 

because they are in a test situation and this may not reflect what they would 

actually have done in everyday practice59
• 

80
· 

82
. Finally, vignettes cannot assess 

areas of physician performance such as communication skills and the physical 

exam80 and therefore cannot be used to improve these areas of performance. 

2.3.1.3 Self-report questionnaires/surveys 

Respondents are provided with a questionnaire which they are asked to fill out 

and return by mail, or alt~rnatively self-report questionnaires can be performed 

over the telephone. When respondents are interviewed face-to-face directly after 

the event, it is referred to as an exit interview. Each of these methods are 

discussed below. 

2.3.1.3.1 Patient self-report postal and telephone surveys 

The main advantages of patient self-report postal surveys is that this method 

does not affect the consultation in any way83
, and it is a relatively efficient and low 

cost84
· 

85 method compared to other methods. Palonen et al compared patient 

surveys to medical record abstraction and found that patient surveys were 

significantly cheaper at US$17 per physician compared to US$10785
. In a review 

of postal surveys published in medical journals, Asch et al reported a mean 

response rate of 68%86
. Several tactics have been shown to be useful in 

increasing response rates. A systematic review of randomised controlled trials to 

influence postal questionnaires response rates found that the odds more than 

doubled when a monetary incentive was used and almost doubled when 

incentives were not a condition of response. Other factors that increased 

response rates included the use of personalised questionnaires and letters, use 

of coloured ink, stamped return envelopes, contacting participants before sending 

questionnaires, having short questionnaires, providing reminder copies of the 

questionnaire, follow up contact, and questionnaires originating from 

universities87
. Both written and telephone reminders result in a 13% increase in 

response rates86
, however, $Urveys containing questions of a sensitive nature are 

less likely to be returned87
. 
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The main disadvantages of postal and telephone self-report data is that it is 

subject to recall bias (resulting in highly variable results ranging from under

reporting through t~ over-reporting depending on the area being assessed), 

telescoping (recalling an event as occurring more recently than it did) and social 

desirability bias (resulting in over-reporting) 67
• 

83
• 

88
. Montano et al compared 

patient self-reported cancer screening rates to the medical records and found a 

high correlation (kappa >0.70) between the two68
. [The kappa statistic (K) 

measures the level of agreement that could be expected to occur beyond 

chance: K=1.0 is perfect agreement, K=O is no agreement beyond chance)89
• A 

similar study by Tsubono et al also reported a high correlation (kappa=0.68), as 

well as a sensitivity of 100% and specificity of 75.6%90
. When looking at smoking 

and alcohol and counselling, Mant et al found less agreement (kappa=0.50) 74
. 

On the over-reporting end of the of the spectrum, several studies have shown 

that patient self-report rates of preventive services are substantially higher than 

1hose obtained from the medical records69
' 

74
• 

88
• 

91
. Considering the level of under

reporting in medical records, this is not surprising. Over-reporting is not limited to 

pa1ient postal surveys and telephone surveys are similarly biased. Nicholson et al 

found that hospital patients reported 30% more physician preventive counselling 

than what was indicated in the medical record and the level of agreement 

between the two was very low (kappa <0.15)91
. Fowles et al found that patient 

self-reported telephone surveys over-reported diabetes screening88 and in a 

study of 9704 elderly women, Nevitt found an 11% false positive rate for self

reported fractures and a further 20% could not be confirmed in the medical 

records92
. Reports obtained during telephone surveys were more accurate than 

reports by postal questionnaire (9% false positive versus 12%), suggesting that 

telephone surveys may be useful in eliminating some false-positive reports92
. 

On the other opposite end of the spectrum, under-reporting is also common fn 

patient self-report postal and telephone surveys. Stange et al showed that the 

accuracy of patient recall declined with the duration of time since the event66
. 

Additionally, recall of a discussion or event during a consultation may be 

diminished if it is not of significance to the patient88
. Screening events may have 

been carried out by the physician but not directly discussed with the patient and 

will therefore not be indicated in patient self-reports66
. Flocke et al compared 

2670 patient self-report questionnaires against direct observations and found that 

patients under-reported health behaviour advice on all items assessed93
. The 
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authors found that the duration of the advice was strongly associated with greater 

recall of the discussion: an additional minute discussing the target behaviour was 

associated with a 2.5-fold increase in recall. 

Patient self-report surveys are not a suitable method to use with minority 

populations as one could potentially have hundreds or even thousands of 

surveys before finding a respondent that fit the study criteria. As such, this 

method was not suitable to assess physician performance for this research. 

2.3.1.3.2 Physician self-report postal and telephone surveys 

Physician self-report postal and telephone surveys have been widely used to 

elicit physician opinion on practice-related issues and the delivery of clinical 

preventive services94
. Like patient self-report, physician self-report surveys also 

do not affect the consultation in any way83
, and are a relatively efficient and low 

cost84
• 
85 method compared to other methods. 

Low response rates to physician surveys are common, which may affect the 

validity and generalisability of results66
' 

94
• 

95
. The review of postal surveys 

published in medical journals by Asch et al reported a mean response rate of only 

54% for physician surveys86
• There is little difference in the response rates of 

telephone and postal surveys94
' 

96
• 

97 and the difference is not statistically 

significant97
. The usefulness of a telephone interviewer includes being able to 

explain the value of the study, to increase the difficulty of refusal and to aid data 

collection when literacy levels are low or in question, hence a physician's 

decision to participate may not readily be influenced by an interviewer94
. Indeed, 

in a study by Shosteck and Fairweather, refusal to telephone contact was six 

times higher than that for postal contact97
. This study found that telephone 

contact was, however, better for screening out ineligible respondents97
• A 

literature review on physician survey response rates showed that factors 

increasing response rates included monetary incentives, the use of stamps on 

both outgoing and return envelopes, and short questionnaires, but pre

notification, personalising questionnaires and non-monetary incentives were not 

associated with increased response rates94
. Another sttJdy found no difference 

between responders and non-responders; the main reason for physician non

response was limited time95
. 
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The main disadvantages of physician postal and telephone self-report data is 

recall bias and social desirability bias67
• 

68
· 

72
, resulting in over-reporting. Montano 

et al compared cancer screening rates obtained through physician self-reports, 

medical records audits and patient surveys68
_ Statistically significant differences 

were found between the rates assessed by different methods and there was low 

correlation between physician self-report rates and either patient self-report rates 

or those from the medical record audit. Physicians over-reported the their 

provision of preventive screening services and the authors concluded that 

physician self-report was not a reliable method for assessing the provision of 

preventive services. Leaf et al compared physician self-report rates to the 

medical records and also found that physicians over-reported preventive 

services72
. Like vignettes, physician self-report may reflect provider knowledge 

and not necessarily performance67
. Similarly, this method cannot assess areas of 

physician performance such as communication skills and therefore cannot be 

used to improve these areas of performance. 

2.3.1.3.3 Patient and physician exit interviews 

Like postal and telephone self-report surveys, exit interviews do not affect the 

consultation in any way and are subject to recall bias (resulting in variable results 

from under-reporting through to over-reporting depending on the area being 

assessed) and social desirability bias67
• 

83
. 

Hilarious et al found a high correlation between patient self-report quality of life 

communication compared with direct observations of oncology patients during 

outpatient chemotherapy visits84
. Franco et al found a range of results depending 

on the item being assessed and concluded that patient exit interviews may 

capture routine performance on some areas if they are conducted without the 

physicians knowledge98
. Roter and Russell compared both patient and physician 

exit interviews with audio recordings of the consultations99
. They also found 

varying results ranging from under-reporting through to over-reporting depending 

on the item being discussed and concluded that neither patients nor physicians 

provided reliable results concerning rates of preventive service discussions. 

Additionally, there was little correlation between patients and physicians on what 

was actually discussed. The authors surmised that patients and physicians had 

different definitions for 'counselling', or that the conversations were very brief or 

were regarded as being more important to one party than the other99
. These 
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findings are consistent with those of Fowles et al88
, Stange et al66 and Flock et 

al93 for patient self-report postal questionnaires. In a different study by Franco et 

al, they showed that physicians stated that they did more when they were 

interviewed even after they had been observed for up to three days, 

demonstrating that physician interviews are not a valid method for measuring 

physician performance67
. Both patient and physician exit interviews are time 

resource-intensive, and are influenced by the patient load in the practice98
• 

As was the case with patient self-report postal and telephone surveys, patient exit 

interviews are not a suitable method to use with minority populations as one 

could potentially interview hundreds of patients before finding one that fit the 

study criteria. As was the case with physician self-report postal and telephone 

surveys, physician exit interviews may reflect provider knowledge and not 

necessarily performance, and cannot be used to improve these areas of 

performance. 

2.3.2 Direct methods 

The advantage that all direct methods have over indirect methods is that they 

provide information about the actual performance of the physician, including non

verbal communication64
. 

2.3.2.1 Direct observation 

This method is carried out by a skilled observer directly observing the patient

physician interaction, either by being present in the consultation, or by way of 

audio and/or video recordings. 

Analysis of tape or video tape recordings is generally considered to be one of the 

most valid methods of assessing physician performance66
· 

69
. The main 

advantage of direct observation is that this method does not rely on patient or 

physician recall and therefore overcomes these biases. This method could well 

be a gold standard if the participants were blinded to the assessment65
. However, 

ethical reasons preclude truly double-blind observations, where neither provider 

nor patient are aware that that they are being observed65
• 

100
. Franco et al showed 

that physicians perfonned better when they were observed than under normal 

circumstances 57
. This positive behaviour change due to the effect of the 
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participants being observed, known as the Hawthorne effect64
• 

67
, results in an 

over estimation of performance. Additionally, providers may not necessarily 

perform in a consistent manner during every consultation67
. Other limitations of 

direct observation is that the method does not control for case mix60
, it is 

expensive and extremely time consuming66
· 

69 and it requires thorough training of 

assessors to ensure reliability69
. 

As is the case with patient self-report, this method is not suitable for assessing 

physician performance in this research as the Indigenous status of patient's is not 

known16
• 

2.3.2.2 Unannounced standardised patients 

Initially introduced by Barrows as a tool for evaluating medical education, the 

standardised patient remains a popular and effective tool for evaluating clinical 

performance83
, Barrows made the following differentiation between simulated 

patients and standardised patients: simulated patients are people trained to 

portray a given clinical history and presentation in a consultation in a 

standardised way; standardised patients are people portraying their own clinical 

history and illness in a standardised way 101
. However, the term standardised 

patient is now widely accepted in the literature to mean any trained person 

presenting a patient scenario to a physician in a consistent and standardised 

way, regardless of whether they are simulating that illness or presenting their own 

illness83
. Unannounced (or incognito) standardised patients enter the practice 

and doctor consultation covertly. Unannounced standardised patients then report 

on different aspects of the physician's performance based on pre-determined 

criteria. 

Unannounced standardised patients offer the advantage over other methods of 

assessing physician quality in that they can assess the quality of case history, 

counselling activities and physician performance65
• 

83
, whilst controlli~g for biases 

which arise from other methods, such as memory recall, social desirability, the 

Hawthorne effect83 and case mix77
• 

83
' 

102
. Additionally , they take up little physician 

time 103
. Several studies have demonstrated that unannounced standardised 

patients are an accurate and effective tool for assessing the performance of 

doctors in the practice setting 104
'
106 or across sites77

· 
105

. Gorter et al measured 

the reproducibility of the methodology and concluded it was a, "highly authentic 
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form of performance assessmenf'106(p828). Tamblyn et al reported a 96% 

accuracy for case presentation 107
. Rethans et al found an inter- and intra

standardised patient reliability of 0.85 and also found that compared to vignettes, 

unannounced standardised patients reveal more information as well as more 

relevant information on the performance of the doctor108
. Luck et at had experts 

independently score unannounced standardised patient assessments against 

covert tape recordings of the same visit and found a specificity of 85% and 

sensitivity of 95%102
, stating that the unannounced standardised patient 

methodology was the validated, gold standard for measuring physician 

performance. 

Unannounced standardised patients can provide a formative assessment with 

minimal interference to the doctor and practice82
• 

109
. An assessment of the 

effectiveness of using unannounced standardised patients in the clinical setting 

as a teaching intervention tool found that when combined with appropriate 

feedback, unannounced standardised patients significantly increased student 

performance by up to 25%110
. The unannounced standardised patient 

methodology is also an acceptable methodology for assessing performance 

according to physicians. In a cross sectional study of 2000 general practitioners 

(GP) in England, Kinnersley et al showed that there was only a 5.5% difference in 

GP acceptability of using announced versus unannounced standardised patients 

to assess their performance, and this difference was not statically significant103
. 

The unannounced standardised patient methodology is better suited to single 

consultation assessments (those where a clinical decision is made in one 

consultation) as opposed to evaluating the decision making process for chronic 

conditions which require more visits63
· 

64
• 

107
. As physician behaviour varies from 

patient-to-patient, ideally more than one standardised patient should be used to 

assess a physician's typica l performance67
. 

One of the main limitations of the unannounced standardised patient 

methodology is selection bias. About 60% of physicians have been shown to 

agree to participate in studies using unannounced standardised patients82
. As 

physicians are required to give informed consent, the self-selection process may 

result in a skewed sample of highly motivated, reflective doctors that are not 

representative of the wider physician population63
• 

82
. Other limitations of 

unannounced standardised patients is the cost associated with training and 
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employing standardised patients, the introduction of social desirability biases and 

the Hawthorne effect for suspected/detected standardised patients. Franz et at 

showed that physicians self-reported differential treatment of suspected 

standardised patients 11
\ hence, it is essential that standardised patients remain 

undetected. Beaulieu et al83 and Mcleod et al112 showed that the detection of 

unannounced standardised patients is reduced if the physicians selected 

normally examine a high numbers of new patients, if there are longer intervals 

between unannounced standardised patients visit83
, and if normal referral routes 

are followed112
• 

2.4 Summary 

Physician competence is defined as what a doctor is capable of doing in a testing 

situation, whereas performance is defined as what a doctor does in actual 

practice. Assessing physician performance is central to quality management. 

Physician performance includes every aspect of how a physician interacts with 

their patient: the doctor-patient relationship, the physician's ability to listen to their 

patient as well as their medical knowledge and competence. 

There are a number of advantages and disadvantages to the various methods 

available to assess physician performance, which are summarised in Table 2. 

The main assessment area of interest in this study is physician performance 

(including patient satisfaction and physician communication skills) in relation to 

Aboriginal and Torres Strait Islander patients. Medical record abstraction, 

vignettes and physician postal surveys cannot assess physician performance. 

Self-report telephone and postal surveys are prone to recall bias and are not 

suitable for minority population unless the status of the patient is known. Similarly 

patient exit interviews and direct observation are not effective or feasible methods 

for capturing rare events or minority populations. Unannounced standardised 

patients capture normal practice (performance), not best practice (competence). 

The unannounced standardised patient methodology has the advantage over 

other methods because it assesses physician performance whilst controlling for 

biases which arise from other methods, such as memory reca ll, social desirability, 

the Hawthorne effect83 as well as controlling for case mix77
• 

83
• 

102
, resulting in the 

method being referred to as the criterion/gold standard for assessing physician 
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performance. The method causes minimal interference to the doctor and 

practice 103 and when used as a means of formative assessment by providing 

feedback to physicians, it is an effective tool for improving performance63
• 

82
. The 

unannounced standardised patients employed in this study were of Aboriginal 

and Torres Strait Island background, offering a unique perspective on service 

delivery. 

Table 2. Advantages and disadvantages of different methods to assess 
h rf * PIIYSICian pe ormance 

Medical Self· Patient Direct 
record Vignette report ax it observa- USP 
audit survey interview tlon 

Inexpensive X X ../ X X X 

Does not 
intrude on ../ ../ ../ ./ X ../ 

consultation 
For large 
sample ../ - ../ X X X 
bases 
*Assesses 
performance X X ,/t ./ ../ ../ 

Assesses 
rare/minority ../ ../ X X X •,/ 

populations 
Controls for 
recording X - X X ../ ../ 
bias 
Controls for 
recall bias - - X X ../ ../ 

Controls for 
Hawthorn X X X ./ X ../ 
effect 
Controls for 
case mix X ../ X X X ../ 

.. 
* Performance Includes pat1ent satrsfactron and phys1cran communrcatron skills 
t patient surveys only 
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Chapter 3 

Introduction to empirical work 

This chapter begins by describing the researcher's epistemological stance and 

the theoretical approach which informs this research. The design framework used 

is then discussed. The chapter concludes with a discussion of the key ethical 

principles that underpinned this study. 
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3.1 Theoretical approach 

According to Crotty113(p2). the four interrelated elements of any research study 

are: what methods will be used; what methodology governs the choice and use of 

methods; what theoretical perspective (or paradigm) lies behind the methodology; 

and what epistemology informs the theoretical perspective. Th is 'theoretical 

framework' is illustrated in Figure 5. 

lm<lgl1 not mcludt~d 1n tit•:;- pubhc<1110tl due !<.' r.opyr1y11t 1 estnclto 1::: 

Source: Adapted from Crotty 1998113(p5) 
Figure 5. Theoretical framework 

Crotty113(p3) provides the following definition for each term: 

• "Methods: the techniques or procedures used to gather and analyse data 

related to some research question or hypothesis. 

• Methodology: the strategy, plan of action, process or design lying behind the 

choice and use of particular methods and linking the choice and use of 

methods to the d(Jsired outcomes. 

• Theoretical perspective: the philosophical stance informing the methodology 

and thus providing a context for the process and grounding its logic and 

criteria. 

• Epistemology: the theory of knowledge embedded in the theoretical 

perspective and thereby in the methodology". 
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The epistemology, theoretical perspective and methodology informing this 

research will be discussed below. The methods are discussed in the next 

chapter 

3.1.1 Epistemology 

Epistemology is essentially the theory of how knowledge is learnt. Crotty113 

defines three epistemolo·gies: objectivism, subjectivism and constructionism. This 

research lies within the constructionism epistemology. In providing a justification 

for this, it is appropriate to briefly outline the other epistemological viewpoints. 

"Objectivism is the epistemological view that things exist as 

meaningful independently of consciousness and experience, that they 

have truth and meaning residing in them as objects (objective truth 

and meaning, therefore), and that careful (scientific?) research can 

attain that objective truth and meaning"113(p5). 

In other words, objectivists believe that the truth is 'out there' in the world and one 

can find it through careful research. This epistemology is closely aligned to the 

theoretical underpinnings of positivism and empiricism, and has dominated the 

natural sciences. Positivism states that the social world exists externally to 'the 

researcher, and that jts properties can be measured directly through empirical 

inquiry114
. Hence the objectivist epistemology is not well suited to studying human 

behaviour in a natural environment, or how humans interpret things. 

According to subjectivism epistemology, "meaning does not come out of an 

interplay between subject and object but is imposed on the object by the subject. 

Here the object as such makes no contribution to the generation of 

meaning"113(p9). The difficulty with applying this epistemology to human 

behaviour is that. "[e]ven in subjectivism we make meaning out of something. We 

import meaning from somewhere else. The meC!ning we ascribe to the object may 

come from our dreams, or from primordial archetypes we locate within our 

collective unconscious, or from the conjunction and aspects of the planets, or 

from religious beliefs, or from... That is to say, meaning comes from anything but 

an interaction between the subject and the object to which it is ascribed''113(p9). 

A theoretical perspective linked to subjectivism is postmodernism 114
• According to 
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Gray, postmodernism rejects social emancipation, emphasising ambiguity and 

fragmentation. He states, "In terms of research, the primary task becomes the 

deconstruction of texts to expose how values and interests are embedded within 

them. The focus becomes not one of how these texts describe the 'reality' of the 

world, but how the social world becomes represented. and how meanmgs are 

produced114 (p26)." 

Constructionism epistemology states that knowledge and meaning is constructed 

between humans and their environment; there is n<O meaningful reality of the 

world apart from one's experience of it: 

"There is no objective truth waiting for us to discover it. Truth, or 

meaning, comes into existence in and out of our engagement with 

the realities of the world. There is no meaning without a mind. 

Meaning is not discovered but constructed. In this understanding of 

knowledge, it is clear that different people construct meaning in 

different ways, even in relation to the same phenomenon'1113(p6). 

This study began with the assumption that the patient experience in general 

practice was more than just a verbal exchange between patients, staff and 

providers, but rather that these interactions are complex social process. This 

follows the constructionist epistemological view that, ",a/1 knowledge and therefore 

all meaningful reality as such, is contingent upon human practices being 

constructed in and out of interaction between human beings and their world, and 

developed and transmitted within an essentially social contexf'113(p42). 

Constructionism is closely aligned with an interpretivist theoretical perspective 

which is based on reality being socially constructed. This will be discussed below. 

3.1 .2 Theoretical perspective (or paradigm) 

There are a number of theoretical perspectives and providing a description of all 

of these is outside the scope of this dissertation. Very brief descriptions for 

positivism and postmodernism have been provided above. The interpretivist 

theoretical perspective is congruent with constructionism. lnterpretivism asserts 

that "all human 'knowledge' is developed, transmitted and maintained in social 
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situations"115(p15), therefore "reality is socially constructed115(p13)" through the 

social processes such as language, engagement and other social interactions. 

One person's interpretations can therefore vary according to circumstances or 

vary from person to person. This does not make one reality more 'true' than the 

other. Each person brings their personal narratives, history and culture to the 

social interaction. Rather than seek a universal truth , the researchers focus is on 

gaining a deeper understanding of each person's interpretation of reality derived 

from the social interaction. In order to understand this reality, researchers have to 

study a person's actions, objects and society from their own perspective 114
. This 

relies heavily on a subjective relationship between the researcher and the 

researched and is achieved using methods such as observation and interviews. 

The close collaboration between researcher and the researched whilst the 

researched describe their experiences is one of the advantages of the 

interpretivist constructionist approach 116
• 

In a study attempting to improve the acceptability of general practice to Aboriginal 

and Torres Strait Islander patients, one must study how Aboriginal and Torres 

Strait Islander patients interact with general practice overall, as well as with 

practitioners and non-clinical staff, because it is through these interactions that 

meaning is constructed. Once it is understood what it means for general practice 

to be acceptable to Aboriginal and Torres Strait Islander patients, it becomes 

possible to attempt to create environments that provide the conditions for a 

positive patient experience. 

3.1 .3 Methodology 

Quantitative research is used primarily to maximise objectivity, and for 

replicability and prediction. It uses a 'top down' approachj that is, it is deductive or 

confirmatory in nature. It is based on statistical analysis of quantitative data with a 

goal to generalising the results. Conversely, qualitative research is used 

primarily to explore the experiences, understanding and perspectives of 

participants; their reality of a phenomenon 117
. It uses a 'bottom up' approach; 

that is, it is inductive in nature. It is based on qualitative data which are examined 

for patterns, themes, and holistic attributes. The goal is not to generalise results 

but rather to gain an in-depth understanding. Mixed methods research involves 

using both qualitative and quantitative approaches in a single study and 
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integrating, mixing or relating the data at some stage during the research 

process. Both deductive and inductive methods are used. The underlying logic of 

using mixed methods in research is that neither quantitative nor qualitative 

methods alone will be sufficient to capture the phenomenon being studied118
. It is 

for this reason that a mixed-methods approach was used in this study. Mixed 

methods research has significant advantages for policy and intervention because 

it can assist in understanding complex social phenomena by presenting a 

diversity of views and strengthen a study by either neutralising or overcoming the 

limitations of singular approaches 119
. 

This study was conducted in two main stages. The first stage was designed to 

illicit and understand what general practice staff, practitioners and Aboriginal and 

Torres Strait Islander patients considered to be 'appropriate care' in general 

practice and how well Indigenous status was identified and recorded in general 

practice. This was conducted using a mixture of qualitative methods and 

quantitative methods (see Chapter 4). A collective instrumental case study 

methodology was chosen to provide a bounded context in which to identify and 

gain an in-depth understanding of any different perspectives of staff, providers 

and patients and what they did. This is discussed in greater detail in Section 3.2 

of this chapter. The second stage was to design and implement an intervention in 

general practice to facilitate the correct identification of patients' Indigenous 

status, and acceptable and appropriate care to Aboriginal and Torres Strait 

Islander patients using the lessons learnt from the previous phase. This was 

based on the Ajzen's Theory of Planned Behaviour120 and the Bronfenner's 

Social Ecological Model121 which are discussed in Chapter 5. The feasibility, 

implementation and impact of the intervention was then evaluated using the 

Normalisation Process Theory (see Chapter 5). 

The first stage of this study helped to clarify if patients' Indigenous status was 

correctly identified in general practice, what staff and practitioners perceptions 

regarding Indigenous status identification and the provision of culturally 

appropriate care were, and how Aboriginal and Torres Strait Islander patients 

rated their experience as a patient in each practice. ·understanding the why, 

when and how patients had their Indigenous status identified, and how Aboriginal 

and Torres Strait Islander patients experienced the interactions in general 

practice, informed what areas should be targeted in the intervention. 
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3.1.4 Methodological integrity 

As mentioned earlier in this chapter, the epistemology informs the theoretical 

perspective, which in turn governs the methodology, which informs what methods 

will be used113
. Hence constructionism and interpretivism also have implications 

for what claims can be made regarding the results . Data collection and data 

analysis are themselves a form of interpretive constructionism: the former occurs 

through the interaction between the researcher and participants; the latter 

through the interaction between the researcher and the data. Because reality is 

socially constructed, research cannot be value free. The interpretations 

constructed from the data by this researcher could differ from that collected by 

other researchers but this makes neither reality more 'true'. Therefore , it is 

essential that researchers make transparent their role in reporting both what has 

been done and what interpretations they have drawn from this. The researcher 

was the active agent in delivering the intervention, which was informed through 

the interactions between the USP and practices, the USP and the researcher, 

and the researcher and the participants. This also has implications on what data 

was collected to evaluate the intervention and how this was analysed. 

3.2 Design framework 

Creswell122(p40) describes a case study as an exploration of "a 'case' bounded in 

time or place" using "extensive material from multiple sources of information to 

provide an in-depth picture of the 'case'". Case studies allow a detailed, intensive 

exploration of individuals, groups, organisations and phenomenon in context123
• 

The case study "rests implicitly on the existence of a micro-macro link in social 

behavio[u]r. It is a form of cross-level inference. Sometimes, in-depth knowledge 

of an individual example is more helpful than fleeting knowledge about a larger 

number of examples. We gain better understanding of the whole by focusing on a 

key parf'12\ p1 ). 

There are two main approaches to case studies in the health sciences, both 

based on a constructivist paradigm. Yin 123 has a positivist/empiricist approach 

and categorises case studies as explanatory, exploratory or descriptive and these 

may be either single or multiple-case studies. Explanatory case studies may be 

used for doing causal investigations; exploratory case studies explore any 
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phenomenon which serves as a point of interest to the researcher and are 

sometimes considered as a prelude to social research; and descriptive case 

studies require a descriptive theory to be developed before starting the project to 

support the description of the phenomenon125
· 

126
. Stake127 has an interpretivist 

approach and categorises case studies as intrinsic, instrumental or collective. Ah 

intrinsic case study is chosen when the researcher wants to better understand a 

particular case; it does not necessarily represent other cases or have a particular 

trait and is therefore not used to understand generic phenomenon. An 

i11strumental case study provides insight into a broader issue or helps refine a 

theory and is therefore used when a researcher wants to achieve something 

other than understanding a particular case. The case is of secondary interest, 

playing a supporting role to help the researcher pursue the broader issue or 

theory. A collective case study include's multiple intrinsic or instrumental cases 

and allows the researcher to explore differences within and between cases and 

replicate findings across cases 122
' 

127
' 

128
. Because this study wanted to explore 

Indigenous status identification and the provision of care provided to Aboriginal 

and Torres Strait Islander peoples within and across general practices, and 

determine what affected fhe impact of an intervention, Stake's instrumental 

collective approach 127 was the case study method used in this research. 

3.2.1 Appropriateness of a case study design framework 

A case study design is appropriate under the following conditions: a) when the 

research question asks 'how' or 'why'; b) the researcher has no control over the 

behaviour of participants in the study; c) contextual conditions are believed to be 

relevant to the phenomenon under investigation; or d) the boundaries between 

the phenomenon and context are not clear123
. Although the research proposed in 

this dissertation meets these criteria, criteria a) and b) alone or in combination 

are not sufficient justification for the use of a case study for this research. The 

overarching research question asked 'why' do some Aboriginal and Torres Strait 

Islander patients find or not find general practice to be appropriate, 'how' is 

Indigenous status identified and recorded in general practice, and 'how' is care 

provided to Aboriginal and Torres Strait Islander patients? These questions could 

also be asked using other methods. Although the researcher had no control over 

how individuals acted within the general practice setting, the aim of the. 

intervention was for the researcher to influence the actions of the general practice 
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staff and practitioners. However, criteria c) and d) were particularly consistent 

with this study. The phenomenon under investigation was the impact of the 

intervention in improving Indigenous status identification in general practice and 

the provision of appropriate care to Aboriginal and Torres Strait Islander patients. 

Contextual factors believed to be relevant to this included the historical context of 

colonisation on Aboriginal and Torres Strait Islander peoples, the health of 

Aboriginal and Torres Strait Islander peoples being considered a health priority 

area for the Australian Government, and general practice being embedded in a 

system which provides incentives to treat Aboriginal and Torres Strait Islander 

patients. The boundaries between the identification of the Indigenous status of 

patients and the provision of appropriate care to Aboriginal and Tor res Strait 

Islander patients and the contextual factors above, are not clear. 

A case study framework is an ideal methodology when a holistic, in-depth 

investigation is required125 and can use qualitative or quantitative methods, or 

both 123
. According to Creswell, "Conducting a case study provides a picture to 

help inform our practice or to see unexplored details of the case"122(p95). Case 

studies are designed to bring out the details from the participant's viewpoint by 

using multiple sources of data125
, allowing the researcher to gain an in-depth 

understanding of peoples perspectives of issues or processes. In this study, it 

allowed the researcher to understand the different perspectives of general 

practitioners and their staff, and those of Aboriginal and Torres Strait Islander 

patients in relation to the appropriateness and acceptability of the care provided 

to Aboriginal and Torres Strait Islander patients in general practice and to assess 

the feasibility, implementation and impact of a tailored intervention to improve 

these. The multiple cases also allowed the researcher to make comparisons 

across cases as well as with in cases. 
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3.3 Methods 

Mixed methods (both qualitative and quantitative methods) were employed in this 

research and are discussed in Chapter 4. 

3.4 Study setting 

The study was conducted in seven general practices in two Medicare Local Areas 

in Sydney, Australia. Medicare Locals are primary health care organisations that 

coordinate the delivery of primary health care services at a local level by linking 

general practice, allied health services, Aboriginal Health services, community 

health services, community pharmacies and local hospitals. They also provide 

support and services to general practice and alliect health providers aimed at 

meeting quality standards 129
. 

3.5 Research Approval 

Prior to conducting any research Within specific ethnic or cultural group, 

researchers are required to demonstrate consultation and co-operation with that 

group. Apart from the ethical obligations which will be discussed further below, it 

is simply good manners to do so. The researcher first approached the Elders of 

the Aboriginal and Torres Strait Islander communities within the study area to 

introduce her ideas for the research and to find out if the communities felt this 

was an area of research that would benefit them. Once it was established as an 

area of benefit, the researcher asked permission to conduct research with the 

community. Conducting research with a community as opposed to on a 

community is an essential component of indigenous health research as will be 

discussed in detail further below130
· 

131
. Working with the community for this study 

was also required in order to carry out the research: the focus of this research 

was on improving the acceptability of non-Aboriginal controlled general practice 

to Aboriginal and Torres Strait Islander patients; hence in order to be effective, 

the perspectives of the local Aboriginal and Torres Strait Islander peoples had to 
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be provided. Being a non-Aboriginal person, the researcher could not provide this 

perspective herself. 

Unfortunately, due to the way health research has been conducted in the past, 

some Aboriginal peoples consider research a ''dirty" word 132
• 

133
. A reform in 

Aboriginal and Torres Strait Islander health research has led to the development 

of key principles and guidelines to conduct research in this area. Key documents 

include the National Health and Medical Research Council's (NHMRC) The 

Strategic framework for improving Aboriginal and Torres Strait Islander health 

through research134
, (known as the Road Map); Values and Ethics: guidelines for 

ethical conduct in Aboriginal and Torres Strait Islander health research135
, (known 

as the Guidelines); and the Aboriginal Health and Medical Research Council's 

Guidelines for Research into Aboriginal Health136
. The values and principles of 

reciprocity, respect, equality, responsibility, survival and protection, and spirit and 

integrity outlined in the above documents, as well as the NHMRC's Keeping 

research on track. A guide for Aboriginal and Torres Strait Islander peoples about 

health research ethics137 and the National Statement on Ethical Conduct in 

Research Involving Humans136 have guided this research and are discussed 

below. 

3.5.1 Reciprocity 

The value of reciprocity requires the researcher to demonstrate a benefit to the 

community. Anderson states that it is the researched not the researchers who 

should be the primary beneficiaries of any inquiry 139 and suggests there are three 

main benefits stemming from Aboriginal and Torres Strait Islander health 

research. The first are immediate benefits, for example, there may be raised 

community awareness of a health problem or the skills of Aboriginal peoples may 

be enhanced through the research process. Secondly there are direct 

consequences of research from analyses of data, impacts of published material, 

and new interventions designed as a result of the research. Finally there are the 

delayed benefits; when the application of research findings depends on further 

conceptual models or intervention developments 139
. 

Reciprocity was demonstrated by Inclusion, exchange and benefit. Immediate 

benefit was provided to the community by increasing the awareness of both the 
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local Aboriginal and Torres Strait Islander community and the participating 

general practices regarding the need to identify the Indigenous status of patients 

in order to screen for chronic disease in Aboriginal and Torres Strait Islander 

patients at an earlier age than other Australians. Additionally, community 

members joined the research team as Associate Investigators and members of 

the community were offered employment on the research study and were trained 

in research techniques. This led to subsequent employmeot on other research 

projects in the University. The direct consequences of this research included 

participating general practices actively seeking to correctly identify the Indigenous 

status of their patients in order to provide the best possible care, and addressing 

environmental factors within their practice in order to make Aboriginal and Torres 

Strait Islander patients feel welcome in their practice. In return, the community 

provided their local cultural knowledge and shared their experiences, all which 

were crucial to the study. 

3.5.2 Respect 

This was demonstrated by minimising difference blindness by incorporating 

practices and behaviours appropriate to Aboriginal and Torres Strait Islanders 

peoples into mainstream general practice, thereby promoting cultural 

distinctiveness; by recognition of contribution; and by trust and integrity. The 

researcher recognised that without the expertise of the members of the Aboriginal 

communities, without their local knowledge and shared experiences, this project 

would not be possible as one cannot assess and develop systems for the 

appropriate care of a target group without their input, interpretation and 

recommendations. The researcher was conscious in ensuring that the 

communities' perspectives were reflected throughout the project and encouraged 

the communities to be fully involved in the project, including the research design, 

data collection, data analysis and interpretation of findings. Building trusting 

relationships between the researcher and the researched (both Aboriginal and 

non-Aboriginal) facilitated honest and open communication and importantly 

provided the foundation for the successful uptake of the intervention. Throughout 

the research process the researcher placed an emphasis on maintaining 

communication and positive relationships with the Aboriginal and Torres Strait 

lslahder communities and the general practice community. 

Page 64 / 347 



3.5.3 Equality 

The aim of this research was to increase the healthcare options available to 

Aboriginal and Torres Strait Islander peoples by improving the acceptability of 

general practice to them. The local knowledge and shared experiences of the 

Aboriginal and Torres Strait Islander peoples within the study areas were 

recognised as vital components of the study and key community members were 

Invited to join the research team as equals. 

3.5.4 Responsibility 

This was demonstrated by doing no harm throughout the research process 

and/or as a result of the research outcomes, and by accountability. The 

researcher was conscious of the need to have all aspects of the research carried 

out in a culturally respectful manner and that the perspectives of the Aboriginal 

and Torres Strait Islander community informed the research. The research was 

undertaken according to the requirements for the conduct of ethical research as 

set by the University of New South Wales (UNSW) ethics committee, the 

AH&MRC Ethics committee, the NHMRC, and the participating Aboriginal and 

Torres Strait Islander communities. The researcher took care to negotiate 

sensitive issues, to respect traditions and culture, and not to make judgements 

about members of the local Aboriginal and Torres Strait Islander communities 

and the participating general practices. The emphasi1s of the research was to find 

ways of improving the acceptability of general practice to Aboriginal and Torres 

Strait Islander peoples, not to discredit either general practice or the Aboriginal 

and Torres Strait Islander communities, and the research was conducted 

accordingly. 

3.5.5 Survival and Protection 

A guiding principle to this research was to minimise difference blindness by 

promoting the identity and cultures of Aboriginal and Torres Strait Islander 

peoples in general practice. The values, beliefs and cultural traditions of 

Aboriginal and Torres Strait Islander peoples differ from 'colonised' Australians. 

In order for general practice to provide more culturally appropriate healthcare to 

Aboriginal and Torres Strait Islander patients, this difference was drawn upon to 

inform and evaluate the research. 
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3.5.6 Spirit and integrity 

This overarching value binds all the values together 1nto a coherent whole. Spirit 

and integrity reflects that past, present and future generations are bound up in a 

continuum and in behaviour that maintains coherence of Indigenous values and 

cultures 137
. By drawing on the knowledge; values, culture, traditions and 

experiences of the local Aboriginal and Torres Strait Islander communities to 

improve the acceptability of general practice to future users, past, present and 

future generations of the community are acknowledged. By conducting the 

research from the perspectives of the Aborig inal and Torres Strait Islander 

communities and not the researchers own western perspective, the researcher 

did not diminish the values and coherence of Aboriginal and Torres Strait Islander 

cultures. 

3.5. 7 Ethics approval 

Ethics approval for this study was granted by the University of New South Wales 

Human Research Ethics Committee (HREC No: 11222), and the Aborig inal 

Health and Medical Research Council Ethics Committee (AH&MRC No: 796-11 ). 

3.6 Summary 

This chapter described that the theoretical framework which underpinned this 

research lies within an interpretivist paradigm and constructionism epistemology 

and that the research was based on a mixed methods methodology using a 

collective case study framework. As a non-Aboriginal Australian conducting 

research into Aboriginal and Torres Strait Islander health, the researcher was 

acutely aware of the past history of conducting health research in this population 

and for the need to make the researched the primary beneficiaries of the inquiry. 

The success of the study relied on the considered approach of the researcher to 

remain in-keeping with the with the values of reciprocity, respect, responsibility, 

equality, survival and protection, and spirit and integrity, as outlined in the 

NHMRC guidelines for conducting Aboriginal and Torres Strait Islander research. 
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Chapter 4 

Data collection and analysis 

methods 

This chapter discusses the data collection and analysis methods used in this 

research. The chapter begins by describing the various sampling strategies and 

data collection methods. This is followed by a discussion on the data 

management and analysis techniques used. The chapter concludes with a 

discussion on the strategies used to increase the rigor of the research. 
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4.1 Sampling 

4.1.1 Selecting the sites 

As mentioned in the Chapter 1, the greater proportion of studies in Aboriginal and 

Torres Strait Islander health research have been carried out in rural and remote 

areas and limited information is available in an urban context12
. This research 

aimed to help fill this gap and the focus was therefore in urban general practice. 

Sydney, Australia was chosen for convenience as the researcher was based 

there. Geographic locations with known substantial Aboriginal and Torres Strait 

Islander populations were then identified. Locations which had or were 

conducting other studies which could influence the results were excluded. The 

researcher then approached the Elders of the local Aboriginal and Torres Strait 

Islander communities to find out if they felt that the research topic was an area of 

benefit to them and to gauge their level of interest. Two Aboriginal communities in 

separate Medicare Local regions (the Eastern Sydney Medicare Local and the 

South-eastern Medicare Local) readily expressed an initial interest. The 

researcher then spent several months building a relationship and trust with the 

communities- a key factor in the success of this study. The researcher was very 

fortunate in that she was readily accepted by the Elders and Aboriginal 

Corporation Chairpersons in both communities. She was welcomed into homes, 

asked to join in weekly women's groups as well as other community events, and 

helped out at Naidoc events and art exhibitions. This allowed both formal and 

informal communication and the establishment of trusting relationships. 

4.1.2 Selecting the cases 

Miles and Huberman suggest 16 types of purposeful sampling 140
, any of which 

are suitable for case studies 122
. The sampling method used in this study included 

criterion sampling, where cases are included if they meet some predetermined 

criteria; and snowball sampling, where people identify information-rich people. 

Opportunistic criterion sampling was used to recruit general practitioners. Their 

practice was the 'case' and hence the unit of analysis in this study. If more than 

one practitioner from the same practice participated in the study, they were 

considered to be part of the 'case'. The selection criteria are detailed in the 

following sections. 
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An Expression of Interest was circulated to all general practices via the Medicare 

Locals and the researcher then followed up on any responses, initially by 

telephone and then in person. A copy of the Expression of Interest circular is 

attached as Appendix 1. Eight general practitioners from separate practices 

(three from the South-eastern Sydney Medicare Local area and f ive from the 

Eastern Sydney Medicare Local area), responded to the Expression of Interest. 

Two general practitioners in the Eastern Sydney Medicare Local area that 

expressed interest in the study were not recruited: one declined to participate 

after receiving more information regarding the study, stating that he didn't have 

time for patient record audits and visits from unannounced standardised patients; 

the other practitioner stated that her books were closed to new patients and the 

researcher did not recruit this practitioner because, although the practitioner was 

willing to open her books to receive the study patient, practitioners who accepted 

few new patients are more likely to detect unannounced standardised patients83
. 

Thus six practices were initially recruited to become the 'cases'. 

4.1 .3 Selection criteria for cases and binding of cases 

A practice was considered eligible if it fell within the boundaries of the Medicare 

Local areas in the study, a general practitioner agreed to participate, and the 

practice was not currently engaged in a similar or related study. Because the 

study involved access to the practice patient database, consent was required 

from the Practice Principal if the participating general practitioner was not the 

Principal. 

Case study boundaries indicate what will and will not be considered to be within 

the scope of the research project. They are similar to the inclusion and exclusion 

criteria used for sample selection in a quantitative study, but they also outline the 

breadth and depth of the study. Cases can be bound by time and place122
, by 

time and activity127 and by definition and context140
. Placing boundaries on a case 

ensures that the scope of the study remains manageable and reasonable. The 

cases in this study were bound by time (baseline and post intervention), place 

(each general practice), and by context (patient experience during a consultation 

visit). 
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4.1.4 General practice participants 

All staff in the participating seven practices (the 'cases') were invited to 

participate and one allied health professional, two practice nurses, three practice 

managers and 16 reception staff agreed. Participant demographics are provided 

in Table 3. Participants excluded after baseline data collection or lost to follow-up 

are indicated with a hash "#" symbol. 

T bl 3D a e h. fl f d f taff emograpl 1c pro 1 e o genera pract1t1oners an prac 1ce s 
Case Participant ID Role Age Group (Years) Gender 

101102 GP 35-44 Male 

101501# Allied Health 45-54 Female 

101502# Reception 55-64 Female 

101 101503# Reception 35-44 Male 

101504# Reception 55-64 Female 

101505# Reception 55-64 Female 

101506# Reception <25 Female 

102 102101 GP 55-64 Female 

103101 GP 35-44 Female 

103501 Reception <25 Female 
103 

103502 Reception 25-34 Female 

103503 Reception <25 Female 
. 104101 GP 25-34 Female 

104 
104301 Practice Manager 25-34 Male 

201101 GP 55-64 Male 

201 201301 Practice Manager 45-54 Female 

201501 Reception 25-34 Female 

202101 GP 55-64 Male 

202102 GP 45-54 Male 

202301 Practice Manager 35-44 Female 

202401 Nurse 55-64 Female 

202402 Nurse <25 Female 
202 

202501# Reception 25-34 Female 

202502 Reception <25 Male 

202504# Reception 45-54 Female 

202505# Reception 55-64 Female 

202506 Reception <25 Female 

203101 GP 55-64 Male 

203301 Practice Manager 45-54 Female 
203 

203501 Reception 45-54 Female 

203502 Reception >65 Female .. 
# Part1c1pants excluded after baseline data collection or lost to follow-up 
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Participation was voluntary and participants were free to refuse participation or 

revoke their consent at any time without prejudice. All participants were provided 

with a Participant Information Sheet outlining the study aims and what their 

participation would involve. Written consent was obtained from all participants 

prior to participation in the study. Copies of the Participation Information Sheet 

and Participant Consent Form are attached as Appendices 2-3 respectively. 

Shortly after baseline data collection, the general practitioner in Practice 101 

moved to another practice. This practitioner asked if she could continue in the 

study at her new practice. This resulted in an additional 'case'. The Practice 

Manager from this additional case asked to participate in the study and was also 

recruited. To keep Practice 101 in the study another GP from that practice was 

recruited. The general practitioner in Practice 202 was uncertain whether he 

would be avai lable for the follow-up data collection. The Practice Manager was 

keen for the practice to remain in the study and an additional general practitioner 

was recruited in this practice. The GP recruitment is outlined in Figure 6. 

( Recruited into ) Practice (case) 101 GP 101101·-.......... _ ......................................................... > GP 101102 

Practice (case) 102 GP 102101 

Practice (case) 103 GP 103101 
' ( Allocated to new ) 

Practice (case) 104 GP 104101-E ........ 

Practice (case) 201 GP 201101 

( Recruited into J 
Practice (case) 202 GP 202101 
............ -... ·----·---~~~ GP 202102 

Practice (case) 203 GP 203101 

Figure 6. GP recruitment 

4.1.5 Selecting Medicare Local participants 

Criterion sampling was used to select the Closing the Gap (CtG) Officer at the 

two participating Medicare Locals and both Closing the Gap Officer's agreed to 

participate. Snowball sampling was used to identify Medicare Local employees 

who could provide rich and accurate information regarding Practice Accreditation 

for general practices. The Practice Support Officer at one Medicare Local agreed 
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to participate; the one at the other Medicare Local was unavailable. The 

demographic profile of the Medicare Local partjcipants is provided in Table 4. 

T bl 4 D a e emograpl 1c pro 1 e o e 1care h" fl fM d" L oca sta ff 
Participant 10 Role Age Group (Years) Gender 

100 Closing the Gap Officer 35-44 Female 

100-2 Practice Support officer <25 Female 

200 Closing the Gap Officer 35-44 Female 

Participation was voluntary and participants were free to refuse participation or 

revoke their consent at any time without prejudice. All participants were provided 

with a Participant Information Sheet outlining the study aims and what their 

participation would involve. Written consent was obtained from all participants 

prior to participation in the study. A copy of the Participation Information Sheet is 

provided as Appendix 4 . A copy of the Participant Consent Form is attached as 

Appendix 3. 

4.1.6 Selecting focus group participants 

Opportunist purposeful sampling was used to identify Aboriginal and Torres Strait 

Islander peoples for the focus group interviews: Elders of the respective 

Aboriginal communities either directly invited community members to attend the 

focus group interviews or identified a person to act in their stead. Six participants 

were recruited from the Kurr-unulla Aboriginal Corporation (South Eastern Sydney 

Medicare Local area) and five from the La Perouse/Botany Bay Aboriginal 

Corporation (Eastern Sydney Medicare Local area). The demographic profile of 

these participants is provided in Table 5. 

Participation was voluntary and participants were free to refuse participation or 

revoke their consent at any time without prejudice. All participants were provided 

with a Participant Information Sheet outlining the study aims and what their 

participation would involve. Written consent was obtained from all participants 

prior to participation in the study. A copy of the Participation Information Sheet is 

provided as Appendix 4. A copy of the Participant Consent Form is attached as 

Appendix 3. 
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Table 5. Demographic profile of focus groups participants 

Focus Group ID Participant ID Age Group (Years) Gender 

FG 100-1 45-54 Female 

FG 100-2 45-54 Female 

FG 100 
FG 100-3 >65 Female 

FG 100-4 25-34 Female 

FG 100-5 55-64 Female 

FG 100-6 45-54 Female 

FG 200-1 >65 Female 

FG 200-2 55-64 Female 

FG 200 FG 200-3 35-44 Female 

FG 200-4 >65 Female 

FG 200-5 55-64 Female 

4.2 Data Collection 

As mentioned in Section 3.2 of Chapter 3, case studies provide an in-depth 

picture of the case through the collection and analysis of extensive material from 

multiple sources of information. The data collected in this study involved a mixed 

methods approach using five different methods of data collection: unannounced 

standardised patients assessments, in-depth individual interviews, focus group 

interviews, surveys and patient clinical record audit. The data collection and 

analysis techniques for each will now be discussed. 

4.2.1 Unannounced standardised patient assessment 

This section will discuss the selection and training of the unannounced 

standardised patients (USP), and how the USPs assessed the actual behaviour 

of general practice staff and practitioners, as well as their overall experience as a 

patient in each participating general practice. A literature review discussing the 

choice of this method of data collection was discussed widely in Chapter 2. 

4.2. 1.1 Selection of USP 

The Elders in each Aboriginal community were asked to suggest potential 

candidates to be employed as USPs. As Aboriginal and Torres Strait Islanders 

peoples represent a small proportion of the patient population in many general 
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practices, the researcher requested candidates 'not look obviously Aborig inal' to 

decrease the possibility that the USP would be detected. Four candida1es were 

sUggested to the researcher, two from the Kurrunulla Aboriginal Corporation 

(South Eastern Sydney Medicare Local area) and two from the La 

Perouse/Botany Bay Aboriginal Corporation (Eastern Sydney Medicare Local 

area). All four were offered the position as a casual research assistant and all 

four accepted; however, one candidate from the La Perouse/Botany Bay 

Aboriginal Corporation had to withdraw from training due to personal and health 

reasons and the second from this community was not available at baseline data 

collection. After discussions with the Elders in both communities, it was decided 

that as all candidates were familiar and known in both communities, that the 

Kurranulla Aboriginal Corporation community candidates would be used for the 

baseline data collection and the La Perouse/Botany Bay Aboriginal Corporation 

candidate would be used for the follow-up data collection. 

4.2.1 .2 Standardising USPs 

The researcher gave the three USP candidates an initial introduction and 

overview of the USP roles at their local Aboriginal Corporation meeting place and 

left a copy of the standardised patient scenario case with them so they could 

begin to familiarise themselves with the presentation (see Boxes 1-2). The 

scenario was based around the family and clinical history of the USPs so that 

there was less reliance on the USPs mastering .the biographical details of the 

roles. The scenario included a 'cover story' to explain why the patient was 

seeking a new practitioner. The clinical presentation part of the scenario was 

developed in consultation with the Chief Investigator of this study, a Professor of 

General Practice and a practising general practitioner. The clinical presentation 

was chosen as it was clinically credible and manageable within the context of an 

acute presentation in a new general practice consultation. For example, at 

baseline, the clinical history and presentation of the USP was that they had 

recently been diagnosed with high blood pressure and had been placed on 

Coversyl 2.5mg six weeks previously, and they were presenting for the 

consultation due to a persistent dry cough that had developed in the past two 

weeks. 

The researcher then developed an USP assessment in consultation with the 

Chief Investigator which focused around describing the USP's own perceptions 
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and experiences when they presented at the practice. This approach has been 

found effective in other studies 141
• 

142 and when using USPs for a formative or 

needs assessment, less stringent guidelines are required than when developing 

checklists for summative assessments 143
. 

The USPs then attended a half day training session at the UNSW Centre of 

Primary Health Care and Equity (the Centre) to learn the skills necessary to 

present the standardised patient scenario. The training session addressed how to 

respond to various scenarios and what was required in the USP assessment. 

The USPs practiced their encounter by doing role p~lays with the researcher and 

then having a number of mock visits at the Centre. This was done to expose the 

USPs to more realistic encounters. The USPs were asked to enter the Centre as 

if it were a surgery and report to reception just like they would at a general 

practice. The Centre front office staff played the roles of reception staff and the 

Chief Investigator played the role of general practitioner. A number of mock visits 

were carried out with reception and the USPs, including both 'good' and 'bad' 

behaviour in terms of how the staff treated the USP. The USP performances 

were discussed between the USPs, the researcher and the Chief Investigator 

and refined until all parties reached consensus. 

Box 1. Standardised patient scenario and instructions - Baseline 

INSTRUCTIONS ON ARRIVAL 

At reception and In the waiting room 
- When given a form at reception when registering, pause a moment and look 

at the form as if you are going to say something, fidget and state you have 
forgotten your glasses. Take a mental note regarding if someone asks if you 
need help filling in the form. 
If asked if you need help to fill out the registration form, reply that you are, 
"Okay.n 
If there is a question regarding your Aboriginality status, leave it blank. USP is 
not to fill in question at reception if the question is on the form. Wait to see if 
reception or the d0ctor asks. 
If staff notice that you haven't answered the Indigenous status question and 
ask you the question, take a mental note of exactly how they asked you your 
Indigenous status and then quietly and politely ask, "Why?" Take a mental 
note of their response and then answer that you are Aboriginal. 
Take note of waiting room- Aboriginal identification posters, pamphlets, 
other Aboriginal-specific health promotion material, Koori flag or other 
symbols of welcome? 
If you are asked at reception if you are the 'standardised patient' or the 
'patient in the Closing the Gap Study' or the 'patient in the Aboriginal Study' 
or the 'patient in the University study" or anything similar, do not react but 
simply say, "I'm sorry, what? I'm here about my cough." 
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- If you hear someone at reception say that you are the patient in the study, 
cancel your appointment by pretending that you have been called home 
urgently. 

INSTRUCTIONS FOR THE CONSULTATION 

Family history 
- Father alive, 70 years -diabetes, stroke (70) 
- Mother alive, 65 years- arthritis 
- Stroke paternal grandmother 

Patient history 
- Female, 43, overweight 

Partner, 4 kids [David 16, John 18, Sarah 20, Susan 7] 
Home-maker 
Recently moved from country - Casino 
Generally fit and healthy (patient self-description) 
Smoker 20+ years, 1 0-15/day 
Alcohol, 2 drinks 2-3x per week 
Limited exercise. Walks dog 3 times per week around 1 0 minutes. 
Eats well. Two pieces of fruit per day. Toast breakfast, sandwich lunch. Meat 
and 2 vegetables at dinner. Last doctor said to watch diet because of mum 
and dad's history. After last blood test doctor told you to cut out cholesterol 
and sugary foods. Have tried a little, but not sure why. 
Recently had a few high blood pressure results when the doctor checked. 
Was put on Coversyl2.5mg 6 weeks ago. 
If asked about nationality, state you are Australian. If asked specifically about 
Aboriginality status, answer you are Aboriginal. 

Medication 
- Coversyl 2.5mg 
- Sometimes forget to take medication 

Presentation 
- Developed a persistent cough 2 weeks ago. Sometimes get shortness of 

breath; wheezing. No phlegm. Sometimes feel dizzy. Was given puffer once 
to use a few years ago but haven't used one recently (can't remember the 
name). 

Possible scenarios during the consultation 
- If the doctor asks for a blood test, say you have eaten and want to leave it for 

another day. If they say you don't need to be fasting, say you wouldn't mind a 
cholesterol check up at the same time so would prefer only one blood test. 
If doctor tries to write a new script for Coversyl, state you still have several 
repeats from the script your last doctor gave you. 
If doctor suggests new medication, act concerned and ask about price 
If doctor tries to refer you onto another health care profession (apart from 
AMS or other ACCHS), act concerned and ask about price and location (i.e. 
access). 
If doctor has asked about your Indigenous status, and asks you if you have 
had the Indigenous Health Check, ask them to explain what it is. Then 
answer that you have not had one. If they want to perform one, insist on 
another appointment as you don't have time today. 
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- If they ask about signing on to the Closing the Gap initiative, ask for an 
explanation and state you will think about it. Then ask about getting signed on 
for cheaper scripts. 

- If you get to this part of the consultation, and have not been asked about your 
Aboriginal status, ask about getting cheaper scripts. Do not say you are 
Aboriginal unless asked. 

- If during the consultation, you believe you have been detected as the 
standardised patient, continue with the consultation if you are unsure. 
However, if at any time the doctor openly discloses that you are detected, or 
acts in a way that makes you believe strongly you have been detected, then 
end the consultation. 

- If your doctor asks you to sign the Medicare consultation slip at the beginning, 
during or at the end of the consultation, do so. Inform the Researcher 
immediately upon leaving the practice that you signed a Medicare slip. The 
Researcher will organise to have the bulk-bill claim destroyed and the 
University to be invoiced. 

INSTRUCTIONS AFTER THE CONSULTATION 

- If you have not been asked to sign the Medicare consultation slip by the 
doctor, proceed to the reception area as you normally would at the end of the 
consultation. If the practice is a bulk-billing practice, sign the necessary 
paperwork and inform the Researcher immediately upon leaving the practice. 
The Researcher will organise to have the bulk-bill claim destroyed and the 
University to be invoiced. If the practice gives accounts, get them to give you 
an account as normal. The Researcher will then organise to have this bill 
cancelled and one made out to the University. 

Box 2. Standardised patient scenario and instructions- Follow-up 

INSTRUCTIONS ON ARRIVAL 

At reception and in the waiting room 
- When given a form at reception when registering, pause a moment and look 

at the form as if you are going to say something, fidget and state you have 
forgotten your glasses. Take a mental note regarding if someone asks if you 
need help filling in the form. 
If asked if you need help to fill out the registration form, reply that you are, 
"Okay." 
If there is a question regarding your Aboriginality status, leave it blank. USP is 
not to fill in question at reception if the question is on the form. Wait to see if 
reception or the doctor asks. 
If staff notice that you haven't answered the Indigenous status question and 
ask you the question, take a mental note of exactly how they asked you your 
Indigenous status and then quietly and politely ask, "Why?" Take a mental 
note of their response and then answer that you are Aboriginal. 
Take note of waiting room- Aboriginal identification posters, pamphlets, 
other Aboriginal-specific health promotion material, Koori flag or other 
symbols of welcome? 
If you are asked at reception if you are the 'standardised patient' or the 
'patient in the Closing the Gap Study' or the 'patient in the Aboriginal Study' 
or the 'patient in the University study" or anything similar, do not react but 
simply say, "I'm sorry, what? I'm here because I feel sick." 
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- If you hear someone at reception say that you are the patient in the study, 
cancel your appointment by pretending that you have been called home 
urgently. 

INSTRUCTIONS FOR THE CONSULTATION 

Family history 
- Father alive, 42 years- diabetes, high BP 
- ~other alive, 43 years- high BP 
- Paternal grandmother- breast cancer, all other grandparents have high BP 

Patient history 
- Female, 19, overweight 

Partner, 6mo baby 
Home-maker 
Generally fit and healthy (patient self-description) 
Smoker 2+ years, 5-1 0/day 
Alcohol - socially but binge drinks also 
Nil exercise. 

- Poor diet, never eats breakfast, ham sandwich for lunch, cooked dinner, has 
lots of soft drinks and junk food 

- Was staying at parents place over January holidays and their family doctor 
prescribed Duramine 30mg for weight loss. 

- If asked about nationality, state you are Australian. If asked specifically about 
Aboriginality status, answer you are Aboriginal. 

Medication 
- Duramine 30mg since for past 2 months 
- Micronor (take at bedtime) · 

Presentation 
- Feeling of nausea, dry mouth, can't sleep, moody. 
- Also need repeat for Micronor 

Possible scenarios during the consultation 
- If the doctor asks for a blood test, say you have eaten and want to leave it for 

another day. If they say you don't need to be fasting, say you wouldn't mind a 
cholesterol check up at the same time so would prefer only one blood test. 
If the doctor suggests stopping Duramine, ask what you will do about weight 
gain 
If doctor suggests new medication, act concerned and ask about price 
If doctor tries to refer you onto another health care profession {apart from 
AMS or other ACCHS), act concerned and ask about price and location (i.e. 
access). 
If doctor has asked about your Indigenous status, and asks you if you have 
had the Indigenous Health Check, ask them to explain what it is. Then 
answer that you have not had one. If they want to perform one, insist on 
another appointment as you don't have tirne today. 
If they ask about signing on to the Closing the Gap initiative, ask for an 
explanation and state you will think about it. Then ask about getting signed on 
for cheaper scripts. 
If you get to this part of the consultation, and have not been asked about your 
Aboriginal status, ask about getting cheaper scripts. Do not say you are 
Aboriginal unless asked. 
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- If during the consultation, you believe you have been detected as the 
standardised patient, continue with the consultation if you are unsure. 
However, if at any time the doctor openly discloses that you are detected, or 
acts in a way that makes you believe strongly you have been detected, then 
end the consultation. 

- If your doctor asks you to sign the Medicare consultation slip at the beginning, 
during or at the end of the consultation, do so. Inform the Researcher 
immediately upon leaving the practice that you signed a Medicare slip. The 
Researcher will organise to have the bulk-bill claim destroyed and the 
University to be invoiced. 

INSTRUCTIONS AFTER THE CONSULTATION 

- If you have not been asked to sign the Medicare consultation slip by the 
doctor, proceed to the reception area as you normally would at the end of the 
consultation. If the practice is a bulk-billing practice, sign the necessary 
paperwork and inform the Researcher immediately upon leaving the practice. 
The Researcher will organise to have the bulk-bill claim destroyed and the 
University to be invoiced. If the practice gives accounts, get them to give you 
an account as normal. The Researcher will then organise to have this bill 
cancelled and one made out to the University. 

4.2.1.3 The USP visits 

The USPs scheduled their own appointments with the general practitioners over 

the telephone. The researcher was listening to the calls and then immediately 

asked the USP to complete the Making the appointment section of the USP 

assessment in order to reduce recall bias. For each appointment, the researcher 

transported the USP to the appointment and waited nearby. This was to facilitate 

USPs transport to the appointments and to deal with billing issues after the 

consultation. 

The USP attended the appointments without disclosing that they were the study 

patient. For the purposes of this research, fake Medicare Cards were not 

possible. The USPs presented their own or another Medicare Card at initial 

registration at reception, and gave their own address details if the surgery was 

close to their home address or a fake address if the surgery was not close. This 

was done to reduce detection of the USP as a patient presenting out of area may 

have raised suspicion in the practice. USPs were instructed to end the visit if they 

felt they were detected. Whilst waiting for the general practitioner, USPs 

discreetly jotted down notes regarding their perception of their encounter with 

reception, their views on the physical environment of the practice, and how they 

felt walking in to the practice, in the waiting room and at reception. Once in the 
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consultation, the USPs were trained to decline any intrusive physical 

examinations; examinations such as the measuring of blood pressure and 

listening to the chest with a stethoscope were deemed an acceptable part of the 

scenario. USPs could accept pathology requests for blood tests but were to 

refuse offers of immediate blood collection. citing non-fasting or being pressed for 

time as reasons. 

After the consultation, USPs were instructed to report back to reception to finalise 

their accounts. On completion of the consultation and visit, they were instructed 

to obtain an account from reception and refuse automatic lodgement for the 

Medicare rebate if offered. If the practice was a bulk-billing practice, the USPs 

were instructed to sign the Medicare Form and, once they left the practice, to 

inform the researcher who was waiting nearby outside. The researcher then went 

to the practice and advised the reception staff that the patient was the study 

patient and instructed reception to destroy the Medicare bulk-bill claim and 

invoice the University. At the same time the researcher would check if any staff 

member had suspected or detected the USP. 

Immediately after the visit, the USP completed the USP Assessment. Again this 

was done to minimise recall bias. An outline of the USP template is provided in 

Box 3; the full version of the assessment is provided in Appendix 5. The 

researcher then interviewed the USP, verbally asking the questions in the USP 

Assessment and probing for further information when areas required further 

clarification or description to obtain a richer picture of the encounter and the USP 

perceptions of the experience. Immediately or as soon as was practical after the 

USP visit, the researcher obtained a copy of the clinical notes for the consultation 

and ensured the USP was receded as "UNSW Study Patient" and that all 

personal identifying information including name, address, telephone numbers, 

Medicare and Health Care Card numbers were deleted so that the USP 

consultation could not be linked back to an individual in the future. When the 

researcher next saw the GP she checked if they had detected or suspected the 

USP at any time during the consultation. 
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Box 3. Outline of the USP Assessment Checklist 
1. Identification: was the USP asked their Indigenous status? If so, how? 
2. Literacy: Was literacy assumed? 
3. Practice environment: description of posters, brochures, artwork and other 

material encouraging self-identification of Indigenous status 
4. Nurse: What the nurse did and how the USP felt. 
5. GP: What the GP did and how the USP felt. 
6. Other health professional: What any other health professional did and how 

the USP felt. 
7. Indigenous PIP: Was the USP asked to register for it and was it explained 

properly? 
8. Indigenous PBS Co-payment Measure: Was the USP asked to register for it 

and was it explained properly? 
9. How the USP felt: making the appointment, walking in, at reception, in the 

waiting room and during the consultation 
10. Continuing care: Would the USP return if given the choice? 
11 . Other Comments 

4.2.2 Individual interviews 

Interviews are conversations with agendas 144
. Kvale describes the interview as, 

"an inter-view where knowledge is constructed in the inter-action between the 

interviewer and the interviewee"144(p1). Hence from a social constructionist 

perspective, the interview is itself an interaction where meaning is constructed. 

The aim of in-depth interviews is to gain a deep understanding of people's 

perceptions, views and/or experiences in their own words 145
. Interviews were the 

method of choice here as observation could reveal a person's behaviour but not 

their perspectives; and surveys would not permit the researcher to probe further 

for richer explanation or a deeper exploration without having to revisit the 

respondent. 

Interviewing requires the researcher to ask questions, listening actively, and 

probe the respondent for further information to ensure they have a clear 

understanding of the phenomena being explored from the respondent's 

viewpoint. Researchers also need to pay attention to what is not being said, so 

that they can attempt to elicit a response from the respondent or gain an 

understanding of why the respondent is not comfortable with the question 145
. 

In-depth interviews require a rapport between the researcher and the respondent. 

Prior to beginning an interview, the researcher should engage in small talk with 

the respondent and explain the process of the interview to help the respondent 
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relax and to produce a more natural setting. Accurate recording during the 

interview is vital. It is recommended that all researchers take notes during 

interviews to highlight areas that need to be explored further by asking probing 

questions without interrupting the respondent. Respondents should be allowed to 

finish their stories, regardless of how irrelevant it may be to the research 

question 145
. The entire interview session should be audio-recorded. This is so 

that the researcher can concentrate on what the respondent is saying and how 

they are saying it (or not saying it); the free flow if the respondent's answer is not 

disrupted with concerns that they are speaking too fast or offering too much 

information and that the researcher does not have enough time to write it all 

down; and so that the entire conversation can be transcribed verbatim at a later 

date so that a detailed and accurate analysis on its content may be performed144
• 

145
. Audio-recordings permanently capture words, tones, pauses, enabling the 

researcher to return to them again and again. When the researcher has asked all 

the questions they are interested in, it is recommended that the final interview 

question they ask respondents is if they would like to add anything. This ensures 

that respondent's feel that they have had the opportunity to discuss any matters 

important to them also144
. 

The researcher took all these factors into consideration when conducting the 

interviews. Prior to interviewing the participants, the researcher spent time with 

the respondents explaining the interview process and allowed them time to 

review the interview questions. This was done to ensure the respondents were 

fully informed, to help the respondents relax and to help the flow of the interview. 

During the interview, the researcher encouraged respondents to offer as much 

information as they could. The researcher made a conscious effort to remain 

neutral and facilitate the discussion without challenging the respondent's 

opinions. The last question in each interview was an open question which asked 

respondents, "What other comments would you like to make?" All interviews were 

audio-recorded with a digital voice recorder with the prior permission of the 

respondents. The researcher made field notes immediately or as soon as 

practicable following each interview, including a description of the interview 

setting and the researcher's impressions about the interview process. The 

specific interview process with 'case' members and Medicare Local staff are 

discussed in detail separately below. 
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4.2.2.1 Interviews with 'case' members 

To understand the current knowledge, attitudes and behaviours, as well as their 

perception of the barriers or enablers to Indigenous status identification and 

providing culturally appropriate care in general practice, semi-structured 

interviews were conducted with practitioners and practice staff at baseline and at 

follow-up. 

At baseline 30 interviews were conducted (general practitioners n=8, practice 

nurses n=2, practice managers n=4, allied health provider n=1, and reception 

staff n=15); at follow-up 22 interviews were conducted (general practitioners n=8, 

practice nurses n=2, practice managers n=4, and reception staff n=8). Baseline 

interviews were performed between May and September 2012 and follow-up 

interviews were conducted between April and May 2013. The average interview 

length at baseline was 12 minutes 16 seconds (range 3 minutes 55 seconds to 

30 minutes 25 seconds). The average interview length at follow-up was 13 

minutes 0 seconds (range 4 minutes 49 seconds to 32 minutes 35 seconds). 

All interviews were conducted face-to-face by the researcher with the exception 

of the baseline interview with the allied health provider which was conducted over 

the telephone. All the face-to-face interviews were conducted in the practice 

where the participant worked, with the exception of one practitioner who was 

interviewed in his office which was external to the practice. 

The interview questions followed a series of standard questions that allowed for 

flexibility around the responses. Participants were asked 12 broad questions 

about their knowledge, attitudes and skills regarding identifying patient's 

Indigenous status, the provision of culturally appropriate care and service delivery 

to Aboriginal and Torres Strait Islander patients in general practice, their 

knowledge and attitudes regarding the Indigenous-specific Medicare Benefits 

Item Numbers and Pharmaceutical Benefits Scheme Co-payment Measure, as 

well as practice accreditation and the Indigenous Health Incentives Practice 

Incentive Payments IIHIPIP). A copy of the interview schedule is provided in Box 

4. 
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Box 4. Interview schedule for general practice staff and general 
practitioners 

This project is looking at improving the acceptability of general practice to your 
local Aboriginal community. The purpose of this interview is to find out your views 
on what (if anything) is required to enhance the acceptability of this practice to 
Aboriginal patients. 

Questions: 
1. What do you think the barriers to Indigenous status identification in general 

practice are? 
2. What do you think the enablers to Indigenous status identification in general 

practice are? 
3. What do you think the barriers to providing culturally appropriate care to 

Aboriginal and Torres Strait Islander patients in general practice are? 
4. What do you think the enablers to providing culturally appropriate care to 

Aboriginal and Torres Strait Islander patients in general practice are? 
5. What are your views on the Aboriginal and Torres Strait Islander-specific 

MBS item numbers available for Aboriginal and Torres Strait Islander 
patients? . 

6. What are you views on the new PBS Co-payment Measure available for 
Aboriginal and T orre·s Strait Islander patients? 

7. (If the practice is accredited) What are your views on the practice guidelines 
and requirements for the Indigenous Health PIP and the PBS Co-payment 
Measure? 

8. What are your attitudes, understanding and skills in the area of providing 
culturally appropriate service delivery for Aboriginal and Torres Strait Islander 
peoples? 

9. What activities does the practice engage in to be more welcoming for 
Aboriginal and Torres Strait Islander patients? 

10. In your opinion, is the physical environment of the practice inviting to the 
A.boriginal and Torres Strait Islander community? Why/Why not? 

Baseline only 
11. In what ways do you think this study could improve the acceptability of your 

practice to Aboriginal and Torres Strait Islander patients? 

Next two questions for follow-up interviews only 
12. In what ways has this study improved the acceptability of your practice to 

Aboriginal and Torres Strait Islander patients? 
13. What suggestions do you have for improvement? 

Both baseline and follow-up 
14. What other comments would you like to make? 

4.2.2.2 Interviews with Medicare Local staff 

Unstructured in-depth interviews were conducted with Medicare Local Closing the 

Gap Officers to gain an understanding of their perceptions and experie.nces 

regarding the implementation of, and the effectiveness of the existing Closing the 

Gap Health Initiatives programs that had been introduced in general practice. The 
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researcher conducted two interviews face-to-face between April and May 2012. 

The Closing the Gap Offices were asked one broad question: what programs 

currently exist to enhance culturally appropriate care for Aboriginal and Torres 

Strait Islander patients in general practice, what did the participants feel were the 

barriers and facilitators to these programs, and what were their perceptions of 

what was and was not working. A copy of the interview schedule is provided in 

Box 5. The average interview length was 1 hour 27 minutes 37 seconds (range 1 

hour 13 minutes 59 seconds to 1 hour 40 minutes 45 seconds). 

Box 5. Interview schedule for Medicare Local Closing the Gap Officers 

The purpose of this session is to find out your views on the any programs 
available to general practice that you are aware of to improve the health 
outcomes of the local Aboriginal and Torres Strait Islander community. 

Questions: 
• What programs/facilities are available? 

For each program mentioned have respondent: 
- Explain the program 
- Discuss what is working, what isn't working, what can be done 

better/differently 
- Discuss what the major barriers or facilitators of these programs are 

• What other comments would you like to make? 

A theme that arose from the above interviews was Practice Accreditation (see 

Section 5.1.4, Chapter 5). In order to further explore this theme, the researcher 

then interviewed the Practice Support Officer at one Medicare Local (the Practice 

Support Officer at the other participating Medicare Local was not available) and 

asked her to explain the process of Accreditation and what the barriers and 

facilitators to Accreditation were. Prior to interviewing this participant, the 

researcher explained the theme that had emerged in the previous interviews and 

explained that she wanted a deeper understanding of the Accreditation process. 

This helped the flow of the interview by focussing the participant. This 

unstructured in-depth interview was conducted over the telephone and occurred 

in May 2012, with an interview length of 22 minutes 20 seconds. 
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4.2.3 Focus group interviews with Aboriginal and Torres 

Strait Islander peoples 

In order to understand Aboriginal and Torres Strait Islander peoples experiences 

of care in general practice and understand their perspectives and views on what 

appropriate care in general practice was, focus groups were conducted with 

Aboriginal and Torres Strait Islander community members in the two study areas. 

Focus groups interviews are group discussions used to explore people's realities, 

that is, their understandings, perceptions, views and/or experiences on a specific 

phenomenon145'147. Before moving on to describe the suitability of the research 

method and its use in this study, a clear distinction must be made between group 

interviews and focus group interviews. A group interview involves interviewing a 

number of people at the same time, with the emphasis being on the responses of 

individual participants to questions by the researcher148
. The unit of analysis is 

each individual participant. Focus groups are a form of group interviewing but the 

emphasis is on the group interaction to produce the data. Topics are provided by 

the researcher who usually takes on the role of moderator. Morgan states, "the 

hallmark of focus groups is their explicit use of group interaction to produce data 

and insights that would be less accessible without the interaction found in a 

group"149(p2). The unit of analysis is the group, not the Individual participants 

within the group. 

Focus group interviews are a suitable research method when an in-depth 

knowledge is required about what the participants think and why they think the 

way they do, and is particularly important when the researcher is exploring 

people's perspectives and experiences from different social and cultural 

backgrounds to their own, such as was the case in this study. Focus groups are 

also suitable to explore sensitive issues or to research sensitive, marginalised or 

hard-to-reach populations, because people often feel more at ease discussing 

issues when they are with others who have similar views or experiences 145
• 

150
• 

There are essentially three different ways in which focus groups can be used 145
• 

149, 

• As a self-contained method, in which case the focus group is the main source 

of data collection. This method is used as opposed to individual interviews 
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because it can reveal participant's perspectives and experiences which may 

not be possible without the group interaction. 

• As a supplementary source of data. In this method the focus group is used as 

a source of preliminary data in quantitative research and is most often used to 

generate survey questions, or it is used to develop a program or intervention, 

or it can be used to validate aspects of quantitative research findings such as 

survey findings when they survey itself cannot provide a deep understanding 

on the participants' perspective. 

• In mixed or multi-method studies where it contributes something unique to the 

researcher's understanding of the phenomenon under study. This method is 

used for triangulation of data - to enhance the understanding of each method 

by the other. 

This research used focus groups as a self-contained method to understand 

Aboriginal and Torres Strait Islander peoples experience in general practice as 

well as for triangulation of data. 

4.2.3.1 Focus group participants 

The emphasis of a focus group is the group discussion; hence the composition of 

the group is important. To ensure maximum interaction within the group can be 

achieved and to avoid individuals dominating, participants should have 

something in common. There are three points of commonality to consider. 

Group homogeneity/heterogeneity: participants coming from similar social and 

cultural backgrounds may feel more comfortable talking with one another allowing 

for more free and open conversation among the participants, whereas 

participants from different backgrounds can restrict the openness of the 

discussion 145
• A heterogeneous group is useful if researchers want to "maximize 

the possibility of exploring subjects from different perspectives"150(p300). 

Shared experiences: Focus group participants who have shared experiences are 

more likely to talk openly with each other because they feel that others in the 

group can better understand them because they have a common experience. 

Familiarity of participants: In some cases, for example when discussing culturally 

sensitive topics, group anonymity facilities free and open discussion between 
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participants in a focus group. However, recruiting strangers may not be practical 

or possible. Conversely, free and open discussion between participants may be 

facilitated by participant familiarity. For example, women may talk openly with 

their friends and family but may not talk openly in front of strangers. Focus 

groups conducted with acquaintances allows participants to share their 

experiences as well as disclosing personal information; deeper levels of 

disclosure can be obtained the more the participants interact. Kitzinger described 

the benefit of using participants known to each other in a focus group: "By using 

pre-existing groups we were able to tap into fragments of interactions which 

approximated to 'natural occurring' data (such as might have been collected by 

participant obseNation). The fact that research participants already knew each 

other had the additional advantage that friends and colleagues could relate each 

other's comments to actual incidents in their shared daily lives 11 146(p104). 

The focus group participants in this study met all the above requirements. Focus 

groups were comprised of a homogenous group of participants (female Aboriginal 

and Torres Strait Islander peoples), with shared experiences (attendance at non

Aboriginal controlled general practice), with familiar participants (members from 

their local community). In Aboriginal and Torres Strait Islander culture, it is 

customary to keep 'women's and men's business' separate. As the focus of the 

discussion was attendance at general practice, the researcher was informed that 

it was not appropriate to have a gender mix in the focus groups. Being female, 

and because of time and financial constraints, the researcher was limited to 

conducting focus groups with women. 

4.2.3.2 Recording the focus groups 

An essential component to a focus group is the note-taker. The note-taker allows 

the moderator to concentrate of facilitating the focus group without having to 

divert their attention to taking notes. The note-taker makes a short note each time 

a new participant in the focus group is speaking as this can often be difficult to 

distinguish in audio recordings. Additionally, note-takers record non-verbal 

responses like facial expressions and shows of emotion such as tears or 

boredom for example 145
. As is the case with individual interview, the focus group 

should be audio-recorded to enable a verbatim transcript to be made for detailed 

and accurate analysis. The verbal responses (and silences) captured on the 

audio-recordings together with nonverbal responses recorded by the note-
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taker145 are combined to help add richness and context to the focus group 

data145
. 

Each focus group was audio-recorded using a digital voice recorder with the prior 

permission of the participants. An Associate Investigator (themselves a member 

of the local Aboriginal and Torres Strait Islander community) acted as note-taker 

for each focus group. Hence, a different note-taker was present for each focus 

group. The researcher feels that having 'an insider' as note-taker facilitated the 

openness and flow of the focus groups as a stranger was not introduced into the 

mix. 

4.2.3.3 Focus group interviews 

Focus groups best take place in a setting where participants feel comfortable 

enough to engage in a dynamic discussion for one or two hours 145
. In this respect 

the focus groups were held at the Aboriginal Community Centres for each 

respective Aboriginal community. One focus group was conducted in each 

community, with five and six members respectively, 

The researcher asked participants to share their experiences in general practice, 

including making the appointment; how they felt when they walked in, at 

reception and in the waiting room; and how they felt during the consultation. The 

interview schedule is provided in Box 6. Positive and negative experiences were 

explored to understand what Aboriginal and Torres Strait Islander patients 

wanted and expected in general practice. The researcher acted as moderator to 

keep the interview on topic and to allow participants who might have been 

dominated by other participants to share their experiences. During the focus 

groups the researcher made a conscious effort to remain neutral and facilitate the 

discussion without challenging the participant's opinions. Before concluding the 

focus group, the researcher asked the participants, "What other comments would 

you like to make?" This ensured that all participants had the opportunity to 

discuss any matters important to them also144
. 

The average focus group interview length was 1 hour 7 minutes 8 seconds 

(range 1 hour 12 minutes 2 seconds to 1 hour 22 minutes 7 seconds). Focus 

group participants were given a $30.00 gift card to compensate for their time. 
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Box 6. Focus group (Aboriginal and Torres Strait Islander patients) 
interview schedule 

The purpose of this session is to find out your views and experiences when you 
have attended a doctors surgery in this area, and for you to tell me what was 
right, what was wrong and what can be done to make the service better for you. 

Questions: 
Thinking about the/some doctor's surgeries or medical centres you have been to. 

Appointments: 
• What was your experience when calling to make appointments? 

o How did that make you feel? 
o What was right, what was wrong, what can be done better/differently? 

When you walk in the door: 
• What was your experience when you walked in the door (i.e. Did you feel 

welcome, safe)? 
- How did that make you feel? 
- What was right, what was wrong, what can be done better/differently? 

Registration and front desk staff: 
• Were you asked if you needed help with the paperwork? 

- How did that make you feel? 
- What was right, what was wrong, what can be done better/differently? 

• Were you/have you been asked if you are Aboriginal or Torres Strait 
Islander? 
- Why do you think you have/have not been asked that question? 
- How was it asked? 
- How did that make you feel? 
- What made you feel that way? What was right, what was wrong, what can 

be done better/differently? 

• How did/do the staff speak to you/treat you? 
- How did that make you feel? 
- What was right, what was wrong, what can be done better/differently? 

Seeing the doctor: 
• Were you/have you been asked if you are Aboriginal or Torres Strait 

Islander? 
- Why do you think you have/have not been asked that question? 
- How was it asked? 
- How did that make you feel? 
- What made you feel that way? What was right, what was wrong, what can 

be done better/differently? 

• How did/does the doctor speak to you/treat you? 
- How did that make you feel? 
- What made you feel that way? What was right, what was wrong, what can 

be done better/differently? 

• Did/does the doctor spend enough time with you or do you feel rushed? 

• What do you know of Closing the Gap regarding health outcomes? 
- What is the difference between signing on to the Closing the Gap and 

getting cheaper scripts? 
- Does your doctor offer this? If no, do you know why not? 

Page 90 / 347 



- Tell us your experiences regarding this? 

Other Comments: 
• What other comments would you like to make? 

4.3 Researcher notes and reflections 

As well as keeping a communications diary, the researcher kept a reflective 

journal of all conversations and encounters with participants, paying particular 

attention to any comments or other issues that stood out, were of interest, or 

could help add richness and context to the interactions. The reflexive journal was 

informal and in notebook form in a Microsoft word document, and entries were 

made either immediately after conversations and/or interactions took place or as 

soon as was practical. 

4.4 Practice summary and patient clinical 
record audit 

The researcher made appointment with the Practice Manager or Principal to 

conduct the Practice Summary and Patient Clinical Record Audit. The information 

for the practice summary was obtained verbally from the Practice Manager or 

Principal and included the demographics of the practice staff (role, gender and 

full-time or part-time status), whether the practice was accredited with the Royal 

Australian College of General Practitioners, and whether any staff had 

undertaken Aboriginal and Torres Strait Islander Cultural Awareness Training in 

the past. 

The researcher then conducted a de identified audit of the patient clinical records. 

All patients aged 18 years or over that had attended the practice within the past 

two years were included in the audit. From these patients, the researcher 

searched the records for the number of patients identified as Aboriginal, Torres 

Strait Islander, Aboriginal and Torres Strait Islander, neither, or Indigenous status 

not identified. For any lndigenqus-identified patients, the researcher then counted 

the total ·number of consultations within the past two years, as well as the number 

of health checks performed, follow up services provided by a practice nurse or 
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registered Aboriginal Health Worker for a patient who has received a health 

assessment, and the number of referrals for health services provided by an 

eligible Aboriginal health worker. An outline of the Practice Summary and Patient 

Clinical Record AudiJ is provided in Box 7; the full Version is provided in Appendix 

6. 

Box 7. Outline of the Practice Summary and Patient Audit 

1. Staff Demographics 
2. Practice Software 
3. Pip registered 
4. No. of staff having undertaken Cultural Awareness training 
5. Indigenous-status recording for patients aged 18 or over 
6. Total. Indigenous-identified patients aged 18 years or over 
7. No of consultations for Indigenous-identified patients (past 2 years) 
8. No. of health checks in the past 6 months for Indigenous-identified patients 
9. No. of patients enrolled in IHPIP and/or Indigenous PBS Co-payment 

Measure 

4.5 Self-compiete questionnaires 
general practitioners and practice staff 

with 

After the USP had visited each practice and after each participant had been 

interviewed, all GPs and practice staff were asked to complete a self-complete 

mail-questionnaire. As well as covering the areas of interest for this study, the 

questions also covered various aspects of care that had been identified by 

Aboriginal and Torres Strait Islander patients in the literature as being important 

for culturally appropriate care47
· 

151
. The questionnaire included demographics 

and the participant's knowledge and perceptions on: the Indigenous status 

identification methods used in the practice for new and existing patients; the 

barriers and enablers to providing care to Aboriginal and Torres Strait Islander 

patients; the level of involvement with Aboriginal organisations and health 

services; and the knowledge and views of the Indigenous-specific Medicare 

Benefits Item Numbers, Pharmaceutical Benefits Scheme Co-payment Measure, 

and the Practice Incentive Payments. Some of the questions covered topics that 

were also asked in the individual interviews. There were two main reasons for 

this. Firstly the researcher wanted to capture as many different respondent views 

as possible and understood that some participants might elect to participate only 

in the interview or the survey and not both; secondly the two methods were used 
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for triangulation of data purposes. An outline of the self-complete questionnaire is 

provided in Box 8; the full version is provided in Appendix 7. At baseline 29/31 

respondents returned their surveys (94% response rate}; at follow-up 21 /22 

respondents returned their-surveys (95% response rate). 

Box 8. Outline of the GP and practice staff self-complete questionnaire 

1. Demographics 
2. Indigenous status identification: how are patients identified, who does 

Indigenous-status identification, how effective is the method, is Indigenous 
status recorded on the medical record? 

3. Engagement: with AMS/ACCHS and Aboriginal community 
4 . Participant views: on the barriers and enablers to the provision of culturally 

appropriate care to Aboriginal and Torres Strait Islander patients, and the 
Indigenous-specific MBS item numbers, PBS Co-payment Measure and 
PIP. 

4.6 Data analysis 

Case study analysis involves either an holistic analysis of the entire case or an 

embedded analysis of a specific aspect of the· case122
. A typical format for 

analysis of collective case studies is to perform a within-case analysis and then a 

cross-case analysis. Analysis involves a detailed narrative description of the case 

situated within its contextual setting, and analysis of themes and interpretations. 

According to Stake, "meanings in case studies are reached through direct 

interpretation of the individual instance and through aggregation of instances until 

something can be said of them as a c/ass"127(p74}. In other words, the focus is 

on the development of themes and aggregating the data into larger clusters of 

assertions or interpretations. 

Stake describes four techniques for case study analysis: 

• Direct interpretation: draws meaning from a single instance. It involves pulling 

the data apart and putting it back together again in more meaningful ways. 

• Categorical aggregation: draws meaning across multiple instances. A 

collection of instances (or repetition of the phenomena) in the data are 

studied searching for emergent themes. This process is known as open 

coding in grounded theory. 
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• Correspondence and patterns: are similarities across multiple instances of 

data. It involves searching for relationships or correspondence (consistency 

within certain conditions) between categories and can be done during data 

collection. or through coding the data and aggregating the frequencies, or 

through a mixture of both. Patterns may be known in advance based on 

previous literature or can emerge from the analysis. 

• Naturalistic generalisations: are the interpretations of the case in order to 

make it understandable. This understanding could be the lessons learnt about 

this case or those that could apply to other cases. Stake describes naturalistic 

generalisations as "conclusions arrived tl1rough personal engagement in life 's 

affairs or by vicarious experience so well constructed that the person feels as 

if it happened to them"m (p85). He suggests that a descriptive narrative 

account with an "emphasis on time and place provide rich ingredients for 

vicarious experience"127 (p87). 

Before performing within-case and cross-case analyses. it is appropriate to 

provide an overall description of the analysis techniques used. Qualitative 

analysis can be roughly separated into two groups: those that are tied to or stem 

from a particular theoretical or epistemological approach; and those that are 

independent of the theoretical or epistemological approach. The first group 

contains a broad range of analysis methods ranging from phenomenological and 

conversation analysis which Braun and Clarke describe as having "limited 

variability in how the method is applied" and where essentially "one recipe guides 

ana/ysis11152(p78); to others such as grounded theory and narrative analysis 

where "there are different manifestations of the method"152(p78). The second 

group includes thematic analysis, which is conwatible with the constructionist 

paradigm. Thematic analysis is used to identify, analyse and report patterns (or 

themes) within data. According to Boyatzis 153
, it can go further than this and also 

interpret various aspects of the research. 

Creswell122 describes the overall analytical process as conforming to an analytic 

spiral (see Figure 7) rather than a linear approach, and identifies four loops in the 

process. The first loop is data management where files are converted into text 

and organised into a retrievable system such as index cards or a computer 

program. The next stage is reading and memoing. In this stage, the researcher 

becomes familiar with the entire database, reading the transcripts several times 

and immersing themselves in the detail. The next loop in the process is the 
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describing, classifying an interpreting loop. Here the data is categorised into 

themes through a process of coding, condensing and providing an interpretation 

of the data in light of their own views or those presented in the literature. The final 

loop involves presenting the data in text, tables or figures. 

Source: Creswell1998 122 (p143). 

Figure 7. The data analysis spiral 

Creswell's spiral analysis process was the overall analysis process used for the 

qualitative component of this research and is described in detail below. 

4.6.1 Data management and reading 

All interviews were audio recorded using a digital recorder and were transcribed 

verbatim by the researcher at baseline, and using a combination of the 

researcher and a transcribing service at follow-up. Researchers transcribing 

interviews themselves is an excellent way for the researcher to start familiarising 

themselves with the data15
2, 

154
• Bird argues that this is also a key phase of data 

analysis as it allows for a more thorough understanding of the data 154
. It is 

important for researchers who do not transcribe their own interviews to familiarise 

themselves with the interviews by listening to the audio-recordings whilst reading 

the transcripts 152
. This also serves as a method for checking the accuracy of the 

transcripts. To ensure anonymity, all names identifying individuals, organisations 

or locations were suppressed in the transcriptions. Each participant was assigned 

a unique numerical number to enable demographic description. As transcripts 
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have been described as decontextualised conversations which do not capture 

non-verbal communication144
, a number of steps were taken to overcome or 

minimise the decontextualisation. Audio-recordings of the interviews allowed a 

permanent capture of words, tones and pauses which could be referred back to 

again and again. Sighs, pauses and any notable changes in tone were noted on 

the transcripts. The notes the researcher made of the individual interviews and 

the note-takers notes for the focus group interviews also helped add richness and 

context to the transcripts. After the interviews were transcribed, the researcher 

listened to each interview again whilst reading the transcript to ensure the 

transcript accurately represented the interview. All transcripts and any other 

relevant documents (such as those collected during the course of the USP visits 

for example) were then uploaded into QSR Nvivo 9.2155
, a qualitative software 

computer program which assists with coding and organising data. The 

researcher's observational notes and reflexive notes were also uploaded int-o 

QSR Nvivo. 

4.6.2 Describing, 

respondent level) 

classifying, interpreting (at the 

This part of the analysis spiral is where Stake's first three analysis techniques 

(direct interpretation, categorical aggregation, correspondence and patterns}, are 

carried out. These processes rely on thematic analysis. The first part of thematic 

analysis is coding. Put simply, codes are labels or tags attached to chunks of 

data of any size to assign units of meaning 156
. Codes refer to "the most basic 

segment or element, of the raw data or information that can be assessed in a 

meaningful way regarding the phenomenon"153(p63). But coding is more than 

labelling; it is the part of analysis that "involves how you differentiate and combine 

the data you have retrieved and the reflections you make about this 

information"140(p56). 

The first level of coding performed was descriptive coding, which is used to store 

things known about the data sources, such as respondents, places and events. It 

"entail{s] little interpretation. Rather you are attributing a class of phenomena to a 

segment of texf'140(p57). This coding was applied to the individual data sources 

to provide demographic data and to facilitate the description of the cases and for 

pattern seeking. 
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The next level of coding began classifying the text. After reading through the 

transcripts, initial concepts that appeared to be relevant to the study were 

identified and were used to generate the initial coding categories. Text was 

coded inclusively using a broad brush approach. The broad brush approach 

meant that surrounding text which captured the context of the content was coded 

and an inclusive approach meant that the same information could be coded 

multiple times under different categories. New codes that emerged during the 

analysis were added as required. The Chief Investigator reviewed the coding of 

five inter\liews to identify differing or additional insights or meanings from their 

reading of the transcript, which then informed the subsequent analysis. Examples 

of initial coding from baseline interviews are provided in Box 9 below. 

B 9 E ox f. "f I d' xamp1 e o 1m 1a co mg 
Text Coding 
"Often people want to not stand out from the 
crowd ... They don't want to identify uh for whatever Patients don't identify 
reason because, because I guess they're a 
minority and they want to be like everybody else ... " 
"To be honest I don't know if there's anyone who Assumes little or no 
comes in that is really, Aboriginal or Ton-es Strait Aboriginal patients 
Islander." 
"We ask people to identify if they wish to on paper 
so it's up to them to decide .... I'm just happy for Patients responsibility to 
them to fill in the form and identify themselves that identify 
Wai:." ···-· .. 
"We do have a section on our um new patient Patients not asked 
listing that um where we do but honestly I don 't Indigenous status 
ask. I have not asked y_ou know..1 ... f!.'!.er. " ,,_,,, .... _, __ ,, ................ -~ ....... ___ , __ 
"Maybe uh the receptionist may not want to offend Staff think patients will 
by asking are they_ um an lnd~g_er,wus person.::.. ........ - be offended if asked ---··-
"I think doctors are too sc-, uncomfortable asking Staff not comfortable 

....!1!!!..9.uestion ... " asking the question 
"We don't have anything on the walls to 
encourage, like there's no um Aboriginal art ... / 
guess it would make it seem like they're more 
welcome here .. .it shows that we're um happy for No artwork or signage 
them to come in and we're encouraging them to 
come in and it shows that we want them here I 
think. " 

Once all transcripts were coded, the focus of analysis was diverted to developing 

broader themes according to the process described by Braun and Clark 152
. This 

process "involves sorting the different codes into pof,ential themes, and collating 

all the relevant coded data extracts within the identified themes. Essentially, you 
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are starting to analyse your codes and consider how different codes may 

combine to form an overarching theme"152(p89). An example of theme 

development for the coding is provided in Box 10. 

Box 10. Example of theme development (respondent level) 
Text Coding Theme 
1'0ften people want to not stand out from 
the crowd ... They don't want to identify uh 

Patients don't Staff attitudes/ 
for whatever reason because, because I 

identify beliefs 
guess they're a minority and they want to 
be .. J.!!!~ everY_b~qy_ el~~~-· --··· ,_,. 

.. __ 
·····--·-·-····-· .. -····-·- .... 

"To be honest I don't know if there's Assumes little or 
Staff attitudes/ 

anyone who comes in that is really, no Aboriginal 
beliefs 

Aborig_inal or Torres Strait Islander." ~atients "'·-·-·-
"We ask people to identify if they wish to 

Patients 
on paper so it's up to them to decide .... l'm 

responsibility to 
Identification 

just happy for them to fill in the form and 
identify 

routines 
iden!!_fy_ themselves that wa~. " 
"We do have a section on our um new 

Patients not 
patient listing that um where we do but 

asked lndig-
Identification 

honestly I don 't ask. I have not asked you routines 
know ever." 

enous status 

"May be uh the receptionist may not want Staff think 
to offend by asking are they um an patients will be Staff training 
Indigenous person." offended if asked 
"I think doctors are too sc-, uncomfortable Staff not 
asking the question ... " comfortable 

Staff training 
asking the 
question __ ,_,_, 

"We don't have anything on the walls to 
encourage, like there 's no um Aboriginal 
art ... I guess it would make it seem like No artwork or Unwelcoming 
they're more welcome here .. .it shows that signage practice 
we're um happy for them to come in and environments 
we're encouraging them to come in and it 
shows that we want them here I think. " 

Theme development is an ongoing iterative process of reflection, which requires 

re-coding, refining and reorganising the data several times until the relationships 

between and within themes fit accurately. As such, the next step in this process 

was refining the themes. This was performed by first reviewing all the coded data 

extracts within each theme to see if they formed a coherent pattern and if 

distinctions could be made between the themes. If the data did not fit within the 

theme, the theme itself was reviewed to see if the coded extracts would fit within 

another existing theme, whether new themes needed to be created to house 

those codes that did not fit, or whether the codes would be discarded because 
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they were not pertinent to analysis. Hence some themes were collapsed together 

into the same theme while other themes were separated out into further themes. 

The process was then repeated at the level of the entire data set. Here each 

theme was considered on its validity in relation to the data set and whether they 

accurately represented the data as a whole. The final step was defining what 

aspect of the data each theme captured. While 'identifying the story' within each 

theme and subtheme, the researcher considered how each theme fit within the 

overall story the data was telling in relation to the research question. 

4.6.3 Representing, visualising 

Braun and Clarke recommend using visual aids such as thematic maps to help 

sort codes into themes and to identify possible relationships and associations 

between themes 152. The first few interviews coded seemed to indicate that 

Indigenous status identification and the provision of care to Aborig inal and Torres 

Strait Islander patients were dependent upon staff awareness and practice 

environments that promoted identification of Indigenous status. As coding 

progressed and more themes emerged, it became more apparent that the 

Indigenous status identification processes within a practice were dependent upon 

a complex interplay between staff training, staff attitudes and awareness, the 

practice environment, and practice factors. The thematic map development is 

depicted in Figure 8. 
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Staff Training Practice Factors 
e.g. 
-We don't want to offend pts 

e.g. 
- Time 

- Staff not comfortable. asking - Remuneration 
- Cultural Awareness training - Polley and governance 
- Self efficacy 

Staff Awareness 
e.g. 
- Need for ldentlflcation 
- Different health needs 
-Cultural sensitlvlty 

Practice Environments 
e.g. 
- Artwork and signage 
- Patient information 
- Friendly and courteous staff 

- Team functioning 

Staff Attitudes 
e,g. 
- Pts don't want to 1dentlfy 
- Treat everyone the same 
- Have no Aboriginal pts 
- Patients' responsibility to IdentifY, 

e.g. 
-Systematically ask all patients 

Figure 8. Thematic map development 

4.6.4 

level) 

Describing, classifying, interpreting (at the case 

Once thematic analysis had been performed at the individual respondent level, It 

was performed at the higher case level (at the practice level). This involved 

pulling out the interviews for members of the cases, grouping them with in their 

cases and examining themes within and across cases (see Box 11 ). In order to 

do this, factors that influenced performance at the practice level needed to be 

considered and th is was done using Hogg.'s Conceptual Framework for Primary 

Care157 (discussed in the next section). 

At the practice level, data was collapsed into two main themes: a belief that 

issues with Indigenous status identification were external to the practice, (for 

example, there were no Aboriginal patients at the practice, or patients did not 

want to disclose their Indigenous status or would offended if asked their 

Indigenous status; and a belief that issues with Indigenous status identification 

were due to internal practice factors, (for example, staff attitudes, having effective 
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systems in place to identify the Indigenous status of patients and the necessary 

tools and training to do this, and having practice environments that promoted 

Indigenous status identification). 

Box 11. Example of theme development (case level) 
Text Coding Sub Theme 
"Often people want to not 
stand out from the 
crowd ... They don't want to 
identify uh for whatever Patients don't Staff attitudes/ 
reason because, because I identify beliefs 
guess they're a minority and 
they want to be like everybody 
else ... " 
"To be honest I don't know if Assumes little 
there's anyone who comes in or no 
that is really, Aboriginal or Aboriginal 

Staff attitudes/ 
beliefs 

Torres Strait Islander. II patients ,_;_.::..:..:..=...;:_=.::.:..:...:..:::.:..:::.:..:..::-=-:_:.. ___ ____c_:.=.::..:..:::.::._ _________ -=..:,.,.,..:.....:=-=~~---~ 

"We ask people to identify if 
they wish to on paper so it's 
up to them to decide .... I'm 
just happy for them to fill in 
the form and identify 
themselves that way. II 
"We do have a section on our 
um new patient listing that um 
where we do but honestly I 
don't ask. I have not asked 

Patients 
responsibility 
to identify 

Identification 
routines 

Identification 
routines 

Patients not 
asked 
Indigenous 
status 

... Y..9U know, ever. II -----·-------______ .. __ _ 

"May be uh the receptionist 
may not want to offend by 
asking are they um an 
Indigenous person." 

Staff think 
patients will 
be offended if 
asked 

Staff Training 

"/ think doctors are too sc-, 
uncomfortable asking the 
question ... " 

Staff not issues 
comfortable 

Staff Training internalised 
asking the e.g. practice 
question 

.... _ .. _ .. _____ .............. - -.......,....,.---------·------.. ---.. ·-···--·-.... -~~el!'~--- ....... . 
"We don't have anything on 
the walls to encourage, like 
there's no um Aboriginal 
art .. . / guess it would make it 
seem like they're more No artwork or 
welcome here .. .it shows that signage 
we're um happy for them to 
come in and we're 
encouraging them to come in 
and it shows that we want 
them here I think. II 

Practice 
Environments 

Identification 
issues 
internalised 
e.g. practice 
systems 
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4.6.5 The Conceptual Framework for Primary Care 

As discussed in Chapter 2, variation in individual performance is affected by a 

number of factors including an individual's state of mind on the day, their 

knowledge and attitudes, and environmental factors (such as time, resources, 

organisational constraints, policies and initiatives)158
. As each practice in this 

study was considered the unit of analysis, factors that affected performance at 

the practice level also needed to be considered. This was achieved using 

organisation science. The Conceptual Framework for Primary Care developed by 

Hogg et al157 (Figure 9) was used when describing each case to provide context 

on how it functioned as an organisation and what factors affected teamwork. The 

framework is comprised of two main domains, the Structural Domain and the 

Performance Domain. According to Hogg et al, "The Structural Domain includes 

the organizational and environmental features likely to influence primary care 

service delivery,'' and "These structural attributes align with the individual and 

collective capacity to provide services"157 (p31 O) . 

Hogg et al describe this domain as being divided into fhree main components: 1 ). 

The Health Care System and factors at the system level that can influence 

primary care organisations; 2). The Practice Context (factors at the community 

level that can influence the organisation of the practice and the delivery of care); 

and 3). The Organisation of the Practice (structures and processes at the practice 

level). The Organisation of the Practice refers to the individual practices and 

internal factors which may affect performance, such as the characteristics and 

training of the team members, staff decision-latitude, culture of the organisation, 

and team collaboration. The organisation of the practice was an important 

consideration for this study. 
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Image 11ot Included 111 tl"'is publication due to copyrigl1t resi11Ct1ons 

Source: Hogg et al157 (p311 ). 
Figure 9. Conceptual Framework for Primary Care Organisations 
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4.6.6 Quantitative data analysis 

Numerical data from the practice audits and self-complete questionnaires were 

entered into the Statistical Package for the Social Sciences (SPSS) Version 

21 159
, a computer software application that provides statistical analysis of data. 

Data analysis involved descriptive statistics using univariate (a single variable as 

the unit of analysis) and bivariate analysis (analysis between pairs of 

variables) 160
. 

4.7 Methods to ensure rigour in qualitative 
data analysis 

Four trustworthiness assessment criteria are widely accepted as better reflecting 

the underlying assumptions involved in qualitative research 161 and are listed 

alongside their 'analogous' quantitative criteria in Table 6 below. 

Table 6. Comparison of criteria for judging research 

Quantitative Research 

Internal validity 

External validity 

Reliability 

Objectivity 

Qualitative Research 

Credibility 

Transferability 

Dependability 

Confirm ability 

It should be noted that the procedures outlined for achieving trustworthiness are 

one way of achieving trustworthiness, not the way, and researchers should utilise 

and build on these guidelines as required in their research 161
. Each criterion is 

discussed below. A description of how each criteria was specifically applied to 

increase rigour in this study is discussed in Section 7.3.5 of Chapter 7. 

Lincoln and Guba describe a series of techniques that can be employed to 

achieve the criteria, outlined in Table 7. 
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Table 7. Techniques to achieve trustworthiness in qualitative research 
Qualitative T h ·q 
research ec "' ue 

• Prolonged Engagement 
• Persistent Observation 
• Triangulation 

Credibility • Peer debriefing 
• Negative case analysis 
• Referential adequacy 
• Member-checking 

Transferability • Thick description 

Dependability • Inquiry audit 

• Confirmability audit 

Confirm ability • Audit trail 
• Triangulation 
• Reflexivity 

4. 7.1 Credibility 

This is one of the most important factors of trustworthiness. Member checks, 

prolonged engagement, persistent observation and triangulation of data were 

used to increase credibility in this research and are outlined below. 

4.7.1.1 Member checks 

These are considered to be "the single most critical technique for establishing 

credibilit)l'161 (p239). Member checks establish that the results are 'true' from the 

perspectives of the research participants. It involves taking the data analysis and 

interpretations back to the participants so they can judge the accuracy of the 

findings, and to provide alternative interpretations if required161
• 

4.7.1.2 Prolonged engagement 

This involves spending sufficient time in the field to understand the culture of the 

respondents/settings, or the phenomena of interese61
. The researcher should be 

engaged long enough so that the context of the situation is understood, so that 

the researcher begins to blend in and respondents feel comfortable disclosing 

information, the researcher can rise above their preconceived ideas, and so that 

rapport and trust is built between the researcher and the respondents. The latter 

is particularly important as rapport and trust aid the understanding and co

construction of meaning between the researcher and the respondents. 
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The researcher collected data over two time points over a year and remained 

engaged with the practices between the two time points by providing feedback 

and training. 

4. 7.1.3 Persistent observation 

This identifies the "characteristics and elements in the situation that are most 

relevant to the problem or issue being pursued and focusing on them in detail. If 

prolonged engagement provides scope, persistent observation provides 

depth''161(p304). Persistent observation provides an accurate, credible account of 

a phenomenon. For example, if observing a group of people on one day only, 

they are likely to behave in a different way to the way they normally behave due 

to the Hawthorne effect. However, this can be minimised by having a long term 

observation period where the participant gets used to the observer. This study 

used unannounced standardised patients as an alternative to prolonged 

observation. 

4. 7.1.4 Triangulation 

A number of triangulation methods exist Including source, data collection 

and researcher triangulation. Each of these were used to increase the credibility 

of the methods and findings in this study and are discussed below. 

Data collection and source triangulation: involves using multiple collection 

techniques and a multiple sources of data. It is considered a key strength of the 

case study method and the technique ensures a rich, comprehensive and well

developed account161
· 

162
. Data sources can include interviews, observation, 

documentation review, surveys, and physical artefacts. Triangulation of data 

serves a number of purposes. Firstly, gathering data using different data 

collection techniques overcomes the inherent weaknesses found when using one 

technique alone. Secondly, triangulation of the data may develop converging 

lines of inquiry, for example, observation data may corroborate or contradict 

interview data. Thirdly, research findings are stronger when multiple data sources 

lead to the same conclusion. Finally, triangulation of data is particularly important 

in research where the primary data source is the individuals within an 

organisation but the unit of analysis is the organisation. For example, data from 

individual interviews reflect the individual's perceptions, they do not reflect 

organisational events which are obtainable by document review or observation 123
• 
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Researcher triangulation: involves using multiple researchers to analyse and/or 

review the findings. This increases the number of ways in which the data can be 

viewed and reduces the likelihood that the data analysis is biased by individual 

interpretation 161
• 

162
. 

4. 7.1.5 Negative or Deviant Case Analysis 

This involves searching for and examining the 'exception to the rule cases'; that 

is, the cases that appear to contradict patterns or explanations emerging from the 

data analysis. Analysis of negative or deviant cases is a process for refinjng the 

analysis until it can explain the majority of cases, and may help with building a 

broader explanation for the majority of cases and confirm the patterns emerging 

from data analysis 161
' 

162
. 

4. 7.2 Transferability 

This refers to the degree to which the results can be generalised or transferred to 

other contexts and settings. Lincoln and Guba state that although it is not the 

researchers "responsibility to provide an index of transferability; it is his or her 

responsibility to provide the data base that makes transferability judgments 

possible on the part of potential app/iers"161(p316). Therefore, researchers can 

enhance transferability by providing sufficient description and context as well as 

implicitly stating the assumptions that underpinned the research. 

4. 7.3 Dependability 

This is analogous to reliability and relates to the extent that the findings can be 

replicated in similar situations with similar subjects. However, reliability is 

problematic in interpretative constructionism because human behaviour is not 

static and changes continually according to contextual factors. As the focus is on 

understanding and explaining the world as others have experienced it, and 

assuming that multiple realities exist, there is no benchmark against which to 

measure repeatability in interpretative constructionism. As such, the focus of 

dependability in qualitative research is determined by whether the results are 

sensible and consistent with the data collected 163
. Dependability is usu~lly 

achieved by external audit where details of the processes used to define the 

study, and collect, analyse and report the findings are made available164
. 
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Triangulation and a detailed account of the data collection and analysis methods, 

and the theory underlining these can also be used to assess dependability163
. 

4.7.4 Confirmability 

This refers to the degree to which the results could be confirmed or corroborated 

by others. Methods to achieve this include external audits, triangulation and 

reflexivity161
. Triangulation of data has been described above. Reflexivity is 

concerned with the researcher's awareness of the effect that their own theoretical 

assumptions and behaviour may have on the construction of knowledge (the 

research). In other words, it is the recognition that the researcher's perspective 

shapes all research. 

"A researcher's background and position will affect what they choose to 

investigate, the angle of investigation, the methods judged most adequate for 

this purpose, the findings considered most appropriate, and the framing and 

communication of conclusions"165(pp483~4). 

Although researcher bias is undesirable in some research, particularly 

quantitative research, it is entirely appropriate for an interpretive constructionist 

study. Different researchers will approach a study from different perspectives, 

which may lead to different, although equally valid, understandings of a 

phenomenon. However, neither reality is more 'true'. Reflexivity can be 

demonstrated by designing research that uses multiple investigators to develop 

complementary or divergent interpretations; by developing a reflexive journal 

where the researcher records methodological decisions and the reasons for 

employing them and their own effect on the research; or by making explicit the 

researcher's perspectives throughout the research. 
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4.8 Summary 

This chapter discussed that the data collection methods used for this research 

included direct observation by unannounced standardised patients, in-depth 

individual semi-structured interviews, focus group interviews, observations, 

surveys and document review. Purposive sampling strategies were employed. 

The case study data analysis techniques of direct interpretation, categorical 

aggregation, correspondence and patterns, and naturalistic generalisations were 

employed following Creswell's spiral analysis procedure. Strategies to increase 

rigor in qualitative analysis included triangulation of the data from multiple data 

sources, prolonged time in the field , member checks, transparency and 

reflexivity. 
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Chapter 5 

The intervention 

This chapter discusses the development, implementation and evaluation of the 

implementation of the intervention. .The chapter begins by providing the 

background literature which informed the development of the intervention. This is 

followed by the results of the Aboriginal and Torres Strait Islander focus group 

interviews and the Medicare Local staff interviews. A description of the various 

methods used to implement the intervention is then provided. The chapter 

concludes with a description of the analysis methods used to evaluate the 

implementation of the intervention. 
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5.1 The development of the intervention 

There were four main activities which informed the development of the 

mtervention: 1. Engagement and involvement of the local Aboriginal and Torres 

Strait Islander communities; 2. A review of background literature; 3. Analysis of 

the local Aboriginal and Torres Strait Islander community focus group interviews 

in relation to the literature; and 4. Analysis of the views of the Medicare Local 

staff interviews in relation to the effectiveness of Closing the Gap Indigenous 

Health Initiative. Each are discussed below. 

5.1 .1 Aboriginal and Torres Strait Islander community 

engagement 

Researchers are required to demonstrate consultation and co-operation with a 

specific ethnic or cultural group prior to conducting any research on that group. 

Apart from ethical and moral considerations, this is essential for ensuring the right 

to self-determination for Aboriginal and Torres Strait Islander peoples. 

Section 3.5 in Chapter 3 outlines in detail how this research was conducted with 

the local Aboriginal and Torres Strait Islander communities and in accordance 

with the values and principals outlined in The Strategic framework for improving 

Aboriginal and Torres Strait Islander health through research134 (the Road Map), 

Values and Ethics: guidelines for ethical conduct in Aboriginal and Torres Strait 

Islander health research135 (the Guidelines}, Guidelines for Research into 

Aboriginal Health136
, and the National Statement on Ethical Conduct in Research 

Involving Humans138
. 

5.1.2 Background literature 

5.1.2. 1 Theories used to inform the development of the 

intervention 

There is considerable variation in what physicians do in everyday practice 

compared to what they are supposed to do166
. What determines how health 

professionals behave? The Social-ecological Model recognises that behaviour is 

influenced by the individual, their environment, the community and policy121
· 

167
. 
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Bronfenbrenner described these influences as a series of layers like Russian 

dolls, where each layer had a resulting impact on the next121 (see Figure 1 0). 

Figure 10. The Social-ecological Model 

Consistent with this model, physician behaviour is influenced by a number of 

internal and external factors. Internal factors include the physicians state of mind 

at the time of the consultationj their knowledge and attitudes (lack of agreement 

with guidelines, lack of outcome expectancy, motivation and/or self-efficacy158
) 

[self-efficacy is an individual's belief that they can successfully carry out a 

behaviour; the greater ones perceived self-efficacy, the greater their success 168
]; 

external factors include the patient, guidelines and environmental factors (such 

as time, resources, organisational constraints and government policies and 

initiatives) 158
. 

Ajzen's Theory of Planned Behaviour120 is a psychological theory that may 

explain variation in behaviour and has been used in previous applications to 

study physicians' behaviour regarding sexually transmitted disease counselling 169 

and prescribing behaviour170
-
172

. The Theory of Planned Behaviour (Figure 11) 

proposes that the most important predictor for behaviour is an individual's 

intentions to act on that behaviour. In turn, intentions are predicted by three 

variables: attitude, subjective norm and perceived behavioural control. Attitude is 

determined by an individual's belief based on knowledge and experience that a 

desired outcome will result if said behaviour is carried out. Subjective norm 

relates to what the individual believes is socially desirable and the social pressure 
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to carry out the behaviour. Perceived behavioural control refers to an individual' s 

perception of the ease or difficulty in successfully carrying out the behaviour 

based on constraints such as time, support and budget. The more positive a 

person's attitude towards a given behaviour, the more pressure from society to 

behave in this way and the more control an individual feels they have over the 

situation, the stronger the intention will be to carry out that behaviour120
· 
173

-
175

. 

Source: Ajzen 1991 120 (p182) 

Figure 11. Theory of planned behaviour 

The Social Ecological Model and the Theory of Planned Behaviour were used to 

inform the development of the intervention as follows. The intervention was 

designed to influence physician and practice staff behaviour drawing together 

facets of individual behaviour, the practice environment, and both internal 

practice policy and industry guidelines. As well as targeting individual physician 

knowledge and attitudes, the knowledge and attitudes of the practice staff, the 

physical environment of the practice and the practice policies regarding 

Indigenous status identification were also targeted. Practitioners and staff were 

taught the health needs of Aboriginal and Torres Strait Islander peoples and that 

in order to provide targeted care to their Aboriginal and Torres Strait Islander 

patients they needed to know the Indigenous status of their patients (attitude 

toward the behaviour). Subjective norms were targeted during the practice 

facilitation visits by providing participants with the National best practice 

guidelines for collecting Indigenous status in health data sets57
, and by providing 

them with feedback on the literature, the focus groups with the local communities 
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and direct feedback of an Aboriginal person's experience as a patient at their 

practice. Practices also received training on how to embed Indigenous status 

identification as part of the usual routine and were assisted in improving their 

physical environments to one that actively promoted identification of Indigenous 

status. These helped target perceived behavioural control as participants could 

see that they were able to effectively carry out the behaviour with in the normal 

operational constraints of their work. 

Each of the activities mentioned above are describeq in detail in Section 5.2 of 

this chapter. The implementation of the intervention was influenced by the 

Normalisation Process Theory176
· 

177 and is discussed in Section 5.3 of this 

chapter. 

5.1 .2.2 The need for cultural awareness training 

A number of different types of racism exists: cultural racism refers to a 

widespread acceptance of stereotypes concerning different ethnic or racial 

groups; interpersonal racism is discriminatory attitudes and behaviour of 

individuals; and institutional racism refers to specific policies and/or procedures of 

·organisations, including governments, which consistently result in unequal 

treatment for particular groups. In the health care setting racism usually occurs at 

the individual level (attitudes and behaviours of staff) and the institutionallevel178
• 

179 (for example, the systemic failure of the organisation to meet the needs of 

Aboriginal and Torres Strait Islander peoples). Research shows that experience 

with racism or perceptions of racism have been associated with poorer health 

outcomes178
· 

180
.
182

. Perceived experiences with discrimination have also been 

associated with a greater concern by patients in providing their ethnicity data 183
• 

As such, culturally safe health care settings are essent ial. 

The term cultural safety was first used by Maon nurses to describe their working 

practices from their own viewpoint as the indigenous minority in New Zealand184
_ 

Cultural safety and cultural security are often used interchangeably. It is an 

environment in the health care setting where patients can recognise their own 

culture, language, customs, attitudes, beliefs and preferred ways of doing things. 

Williams defines it as, "An environment that is safe for people: where there is no 

assault, challenge or denial of their identity, of who they are and what they need .. 
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It is about shared respect, shared meaning. shared knowledge and experience, 

of learning, living and working together with dignity and truly listening"185(p213). 

Cultural awareness and cultural sensitivity are cons~dered the building blocks of 

cultural safety. Cultural awareness refers to learning about the culture of a 

specific ethnic or cultural group, and is a reflective, awareness raising activity186
. 

The next building block is cultural sensitivity, which investigates the influences of 

personal experiences, attitudes and prejudice on the lives of others, particularly in 

the health care setting 186
· 

187
• Cultural safety cannot be reduced to a checklist, 

and cu ltural education will always be a first step only. However, improved 

knowledge of the patient's cultural context when combined with respectful 

attitudes and a whole of practice approach to cultural safety, can improve the 

patient experience and the effectiveness of healthcare delivery 188
. 

The next section provides a brief overview of the background literature and 

materials used to develop the cultural awareness training used in this study. 

5.1.2.3 Available materials for Aboriginal and Torres 

Strait Islander Cultural Awareness Training 

In June 2010 the RACGP, together with the National Faculty of Aborig inal and 

Torres Strait Islander Health and external stakeholders, developed the 

Introduction to Aboriginal and Torres Strait Islander Cultural Awareness Online 

Training189 to assist GPs with cultural awareness training. Respecting the 

Difference: Aboriginal Cultural Training190 was developed for the New South 

Wales (NSW) public sector by NSW Health. Using the RACGP Checklist of 

Adjudicating Cultural Awareness Training Education191 as a guideline, the 

Aboriginal and Torres Strait Islander Cultural Awareness Training offered in this 

study was informed by the both RACGP and NSW Health cultural awareness 

training packages, as well as background literature on the health disparities 

experienced by Aboriginal and Torres Strait Islander peoples (see Section 1.1 of 

Chapter 1) and the National Best Practice Guidelines for collecting Indigenous 

status in health data sets. The local content was developed using population data 

available from the Australian Bureau of Statistics Census of Population and 

Housing data and information provided by the Elder of the La Perouse I Botany 

Bay Aboriginal Corporation, who also checked the overall content for cu lturally 

appropriateness. Cultural education using Aboriginal and Torres Strait Islander 
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community mentors has been shown to be an important factor in improving 

patient safety and to assist GPs to work more effectively with their Aboriginal and 

Torres Strait Islander patients188
. The delivery of the cultural awareness training 

will be discussed later in Section 5.2.4 of this chapter. 

5.1 .2.4 A case study of a practice successfully 

implementing strategies to overcome access barriers 

Following feedback from focus groups with Aboriginal and Torres Strait Islander 

peoples in the Brisbane suburb of InaJa in Australia. the InaJa Health Centre 

Implemented five key strategies to improve access to the centre for Aboriginal 

and Torres Strait Islander peoples 151
: 

1. Employment of an Indigenous person as health worker. receptionist or liaison 

officer; 

2. Create culturally appropriate waiting rooms by displaying culturally 

appropriate health posters and other artwork, playing the local Aboriginal 

radio station on occasions; 

3. Provision of cultural awareness training to all staff within the centre; 

4. Informing the local Aboriginal and Torres Strait Islander community about the 

services available at the centre; 

5. Promoting intersectoral collaboration by liaising with the local ACCHS and 

local Aboriginal and Torres Strait Islander organisations. 

As a result 899 new Aboriginal and Torres Strait Islander patients attended the 

centre between 1995 and 2000, with new patient consultations remaining 

constant at 180 per year. In addition, second or subsequent patient consultations 

increased from 720 in 1995 to 2546 in 2000. 

The successes of the strategies used in the above case study were drawn upon 

and influenced the strategies employed in the intervention in this research, which 

are described in Sections 5.2.2-5.2.5 of this chapter. 
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5.1 .3 Results of the focus groups with Aboriginal and 

Torres Strait Islander community members 

It is well recognised that Aborigina l and Torres Strait Islander culture is 

polycultural and therefore programs need to be localised. As such, it was 

important to see if the views of the provision of appropriate care for the local 

Aboriginal and Torres Strait Islander communities were similar to or different to 

those identified more broadly in the literature. 

There were a number of factors that were considered important in the patient 

journey: 

• Visual symbols of welcome (such as the Aboriginal and Torres Strait Islander 

flags, or artwork or signage that demonstrated that the practice 

acknowledged Aboriginal culture). Participants stated that the visual symbol 

could be anything at all that demonstrated that Aboriginal and Torres Strait 

Islander peoples were welcome at the practice. 

• Some participants felt that having to wait several days or longer to get an 

appoint with their GP was a barrier to receiving health care and resulted in 

people not attending a GP for their health needs. 

• Personal interactions were important: the experience in the waiting room and 

at reception was just as important as the consultation with the doctor, and 

staff attitudes and behaviours played an important role in making the patient 

feel welcome as a patient at the practice. 

• Aboriginal and Torres Strait Islander patients often felt like they were less 

important than non~Aboriginal patients because they felt that they were being 

rushed through the consultation and information was often not explained to 

them in a way that they could understand. 

Several participants stated that their GPs were not aware of the 'Closing the Gap' 

scripts (Indigenous PBS Co-payment Measure), and one participant described 

the process by which she had to go from practice to practice until she found one 

that could provide the scripts. A number of participants were not aware of why 
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their Indigenous status was collected and some believed it was for Census 

purposes or was somehow linked to their social security payments. 

These factors were all taken into consideration when designing and implementing 

the intervention and are discussed in Sections 5.2.2-5.2.5 of this chapter. 

5.1.4 Results of the Medicare Local Interviews 

The Medicare Local staff felt that the Indigenous-specific MBS item numbers 

were good for preventive health and for early disease detection, but felt that they 

were underutilised. They felt that Aboriginal and Torres Strait Islander Health 

Assessments and other related item numbers were not an effective measure of 

the uptake of the Closing the Gap Indigenous Health Initiative. They also 

highlighted that the Indigenous-specific MBS Item Numbers showed only the 

number of items billed and did not demonstrate the acceptability and 

appropriateness of general practice for Aboriginal and Torres Strait Islander 

patients and felt that this was an important factor that needed to be considered. 

Participants strongly felt that practice accreditation was a barrier for both general 

practices and for Aboriginal and Torres Strait Islander patients. They felt that the 

cost and time involved for practice accreditation prevented many small and/or 

solo practices from becoming accredited, which meant that they were not able to 

provide their Aboriginal and Torres Strait Islander pa~ients with Closing the Gap 

scripts. They stated that many eligible patients were either forced to get their 

scripts from a GP other than their usual GP, or they had to go without the benefit 

of the reduced cost scripts. 

Participants also felt that PIPIHI registration did not guarantee best patient care, 

and that the requirement for only one GP and one other member of staff to 

undertake cultural awareness training as part of PIPIHI registration, regardless of 

the size of the practice, was tokenistic. Participants felt that Aboriginal and Torres 

Strait Islander Cultural Awareness training should be compulsory for all 

practitioners and that a refresher course should be required either yearly or each 

triennium. 
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Participants also commented on the low level of awareness of the various 

schemes available in the Indigenous Health Initiatives by both practitioners and 

the local Aboriginal and Torres Strait Islander community. 

The intervention could only address some of the issues raised above: the 

Aboriginal and Torres Strait Islander Cultural Awareness Training (see Section 

5.2.3 of this chapter), and practitioner awareness of the Indigenous Health 

Initiative schemes (see Section 5.2.4 of this chapter) . 

5.2 The design and implementation of the 

intervention 

As discussed earlier in th is chapter, the intervention was informed by the views of 

the local Aboriginal and Torres Strait Islander communities, the back ground 

literature and the results of the interviews with the Medical Local staff. The 

intervention included Practice Feedback Reports for baseline and follow-up data 

collection; practice facilitation in regards to Indigenous status identification and 

recording, Indigenous MBS Item number usage, the Indigenous PBS Co-payment 

measure and the Indigenous Health Incentives PIP; help making practice 

physical environments more welcoming to Aboriginal and Torres Strait Islander 

patients; provision of patient health information regarding identification of 

Indigenous status; and an optional component of Aboriginal and Torres Strait 

Islander Cultural Awareness Training. Each area will be described in further detail 

below, after first introducing the theoretical basis for the implementation of the 

intervention. 

5.2.1 Theoretical basis for the implementation of the 

intervention 

Normalisation Process Theory (NPT) 176
• 

177 was used to inform the 

implementation of the intervention. NPT not only provides a framework for 

understanding why healthcare interventions work and for evaluating 

interventions, but also for planning the implementation of interventions 192
. NPT is 

discussed in detail in Section 5.3 of this chapter. 
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5.2.2 Practice Summary Report 

Research shows that cultural knowledge alone is not sufficient to facilitate 

culturally safe care 193
, but programs that encourage participants to reflect on their 

own culture and personal biases can help lead to an understanding of how their 

behaviour impacts on people from different cultural backgrounds 193
•
196 

. This was 

provided using the reflexive activity of the Practice Feedback Report at both 

baseline and follow-up. 

The Practice Feedback Report comprised a combination of the results from the 

Practice Summary/Patient Records Audit and the USP Assessments. An outline 

of the areas covered in the Practice Feedback Report is provided in Box 12; an 

example of a full version of the report is provided in Appendix 8. The report was 

structured in a way to highlight any deviation from what practices thought and 

said they did in regards to identification of Indigenous status and the provision of 

culturally acceptable care and what happened when a patient presented to their 

practice. Best Practice Guidelines were presented with the data wherever 

applicable. The results were expressed in a way so that each practice was 

represented as a case as opposed to individual staff members, with the exception 

of the GP consultation section. For this reason, two variations of the hard copy 

report were made available: the participating GPs received the entire report but 

where there was more than one participating GP in the practice, each GP 

received the report which dealt with only their consultation with the USP; the 

participating Practice Manager received the report minus the section covering 

what occurred in the consultation and any comments that related specifically to 

the GP consultation(s) with the USP. This was done to ensure the confidentiality 

of all participants. In order to allow GPs and practice staff to reflect on their 

performance in comparison to other practices, individual practice results were 

presented alongside the average of all participating practices wherever possible. 

Reflecting on how one's own behaviour can impact on a different culture can be 

confronting as participants may realise that their unconscious prejudices and 

stereotypes195
' 

197 could actually be part of the problem. Due to the possible 

confronting nature of the report, prior to releasing the report, the researcher 

secured appointments to discuss the results with each practice and this formed 

an integral part of the intervention. The researcher saw each GP on their own, 

and then organised to walk through the results with the rest of the practice staff in 
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groups at times which were convenient to each practice. To allow for all staff to 

participate in the feedback session the researcher allowed for up to three 

sessions with each practice. Each session was held at the individual participating 

practices. 

Box 12. Outline of the Practice Feedback Report 

• Asking and recording Indigenous status 
• PBS Co-payment Measure 
• The practice environment 
• How the USP felt 
• Health assessments 
• The GP consultation 
• Other comments 

5.2.3 Aboriginal and Torres Strait Islander Cultural 

Awareness Training 

Each GP and practice staff member was offered RACGP accredited Aboriginal 

and Torres Strait Islander Cultural Awareness Training. The training was 

delivered face-to-face by the researcher and was usually provided at the same 

time the researcher was discussing the results of the Practice Feedback Report 

with participants in order to contextualise the training. It also facilitated less 

disruption to the practice as staff had to attend fewer sessions. The researcher 

allowed up to a maximum of three separate visits to each practice. The cultural 

awareness training was not a compulsory component of the study, and all 

participants with the exception of two GPs elected to receive this training. Both 

GPs who chose not to receive the training had previously undertaken or were 

currently undertaking Aboriginal and Torres Strait Islander Cultural Awareness 

Training elsewhere. 

5.2.4 Practice Facilitation 

Each practice was offered practice facilitation according to their needs. For 

example, some practices required assistance redesigning their New Patient 

Registration Form so that patients were asked their Indigenous status according 

to Best Practice Guidelines; other practices needed training on how to enter 

patients' Indigenous status on the practice software or where to look on the 

patient record to see if the Indigenous status was recorded. Other practices 
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wanted ideas on how to update the Indigenous status of existing patients in a 

discreet manner; in these instances, the researcher offered techniques for 

updating the Indigenous status of patients whilst checking a number of other 

information such as current address and contact details. For GPs, the researcher 

also discussed the availability of the various Indigenous-specific MBS Item 

Numbers. In addition, all GPs and Practice Managers were offered a visit by the 

Medicare Local Closing the Gap Officer to reinforce the Indigenous-specific MBS 

Item Numbers and to discuss patient enrolment and eligibility criteria in the 

Indigenous Health Initiative PIP and the Indigenous PBS Co-payment Measure. It 

should be noted that the researcher had previous experience working in a 

general practice and also worked as a Project Officer at former Division of 

General Practice. This gave her unique insight into some of the administrative 

processes in general practice and some of the issues encountered in general 

practice, as well as experience in facilitating change within general practice. 

5.2.5 Making practice physical environments more 

welcoming to Aboriginal and Torres Strait Islander patients 

Each practice was offered a series of patient health information leaflets, 

Aboriginal artwork poster and other visual symbols of welcome. Recognising that 

each practice environment is different, the researcher offered a number of 

different resources and some of these could be customised to a practice's 

requirements. For example, some practices had a no-poster policy and only 

displayed information in black-and-white signs. For this reason, the 

Acknowledgement to Country was offered in two versions: a coloured version 

which included both the Aboriginal and Torres Strait Island flags and a text only 

black-and-white version (see Figure 12). The researcher recommended that the 

sign be placed in a prominent position at the practice such as the entrance of the 

practice or at reception. 
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We acknowledge the 
Dharawal people as the 

traditional owners 
of this land and pay our 

respect to 
Elders past and present 

Figure 12. Acknowledgement to Country (text-only version for 
South-Eastern Sydney Medicare Local area practices) 

Some participants had expressed that although they wanted to make their 

practice environment more inviting to Aboriginal and Torres Strait Islander 

patients and wanted to highlight that the practice welcomed Aboriginal and Torres 

Strait Islander patients, they had concerns about singling out one ethnicity and 

stated that they would be more accepting of artwork that reflected Australia's 

multiculturalism. As a result, the researcher sourced material that was developed 

with NSW Health and Aboriginal artist Bronwyn Bancroft. The artwork entitled 

Celebrating Diversity198
, is accompanied by the word 'welcome' in 32 languages, 

and acknowledges Aboriginal Australia and Australia's post-colonisation 

multiculturalism (see Figure 13). The researcher recommended that this poster 

be placed at the front door of the practice so that passers-by could see that the 

practice welcomed all ethnicities whilst also specifically highlighting that it 

welcomed Aboriginal and Torres Strait Islander patients. If the practice did not 

want to display the poster on the front door/window of the practice, the 

researcher recommended that it be displayed in a prominent position at reception 

and/or in the waiting room area. 

Page 123 I 347 



Source: NSW Health1911 

Figure 13. Welcome poster 

A theme that emerged during the interviews and focus groups was that some 

GPs and practice staff were not aware why they asked patients their Indigenous 

status and some were not comfortable asking the ·question. As mentioned in 

Section 5.1.3 above, several of the Aboriginal and Torres Strait Islander focus 

group participants were also not aware of the reason why they were being asked 

their Indigenous status. The researcher developed a simple A4 size sign (Figure 

14) to serve a number of purposes: to serve as a prompt to practice staff to ask 

both new and existing patients their Indigenous status; to support practice staff to 

ask the question; to help patients understand why they were being asked the 

question; and to serve as a prompt for patients to disclose their Indigenous 

status. Recognising that some patients might prefer to disclose their Indigenous 

status in the privacy of the consultation room, in addition to recommending that 

the sign be placed in a prominent position at reception, the researcher also 

recommended that this sign be placed in each consulting area in a position 

where it was directly in the both the patient's and GP's line of sight. 
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To ensure everyone 
receives the best 
possible health 

services, we ask all 
patients, 

"Are you of 
Aboriginal or 
Torres Strait 

Islander descent?" 

Please tell us if 
you are. 

Figure 14. Are you Aboriginal? sign (black and white version) 

The final standard items offered to each practice were the Australian Bureau of 

Statistics (ABS), Are you Aboriginal or Torres Strait Islander patient information 

leaflets 199 (Figure 15) and the Australian Institute of Health and Welfare (AIHW), 

One simple question could help you close the gap patient information leaflet2°0 

(Figure 16). These items were also available in A3 size poster form. For practices 

that did not have dedicated stands for patient information leaflets, the researcher 

recommended that the leaflets be placed on the reception desk or in the waiting 

room area. Some practices also elected to attach one of these brochures to the 

clipboard given out to patients when filling in a New Patient Registration Form. 

Some practices requested additional material such as more general-health 

posters that were inclusive to Aboriginal and Torres Strait Islander patients. 

These practices were offered the NSW Cancer Institute's Live strong and healthy 

-Have a pap test every two years201 poster. 

Prior to offering any of the abovementioned visual materials to practices, the 

researcher checked that both local Aboriginal and Torres Strait communities 

deemed the materials appropriate and acceptable. 
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I mag<; not 111ciUded ir l tl11s publication due to copyrrght restrictions 

Source: ABS 11111 

Figure 15. Are you Aboriginal? Torres Strait Islander? 
ABS patient information leaflet 
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Image not i11duded in this publication due to copyright restrictions 

Source: AIHW~00 

Figure 16. One simple question could help you close the gap 
AIHW patient infonnation leaflet 
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5.3 Evafuation of the implementation and 

feasibility of the intervention 

The Normalisation Process Theory 176
• 

177 (NPT) is a middle-range theory that 

"focuses on the work of embedding and of sustaining practices within interaction 

chains, and helps in understanding why some processes seem to lead to a 

practice becoming normalized while others do not"176(p535). The theory is 

"concerned with the social organization of the work (implementation), of making 

processes routine elements of everyday life (embedding), and of sustaining 

embedded practices in their social contexts (integration)"176(p538) . 

Put another way, Murray et al192 state that NPT is a theory that, " ... identifies 

factors that promote and inhibit the routine incorporation of complex interventions 

into everyday practice. It also explains how these interventions work, looking not 

only at early implementaUon, but beyond this to the point where an intervention 

becomes so embedded into routine practice that it 'disappears' from view (i.e .. it 

is normalised)"192(p2 ). 

May and Finch 176 summarise NPT by three statements: 

''a) Material practices become routinely embedded in social contexts as the result 

of people working, individually and collectively, to implement them; 

b) The work of implementation is operationalized through four generative 

mechanisms (coherence, cognitive participation, collective action, reflexive 

monitoring); 

c). The production and reproduction of a material practice requires continuous 

investment by agents in ensembles of action that carry forward in time and 

space"176(p540). 

The four components of the NPT (coherence, cognitive participation, collective 

action and reflexive monitoring) are described below. 
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Coherence: is the meaning and sense-making by the participants. Participants 

need to be able to define a practice and give it meaning. If participants cannot 

define the practice and do not see it as meaningful, it will not be embedded into 

practice. 

"Embedding work is shaped by factors that promote or inhibit actors' 

apprehension of a practice as meaningfu(176(p542). 

Cognitive participation: is the level of participant engagement and commitment. 

Engagement and commitment is required by all participants involved in a 

practice. A practice is unlikely to become embedded if some participants involved 

in the practice do not become engaged. 

"Embedding work is shaped by factors that promote or inhibit actors' 

participation"176(p543). 

Collective action: is the work done by the participants to enable the practice to 

happen. The work done by participants in order to enable a practice to happen is 

dependent upon factors such as the ease or difficulty of the practice, the comfort 

a participant feels in carrying out the practice, and the level of disruption the 

practice will cause. Complicated, uncomfortable and disruptive practices are 

uhlikely to be embedded. 

('Embedding work is shaped by factors that promote or inhibit actors' 

enacting it"176(p544). 

Reflexive monitoring: is the formal and informal appraisal of the utility and 

effectiveness of the practice. Appraisal of a practice plays an important role in the 

meaningfulness and coherence of a practice. Both individual and communal 

appraisal may lead to the reconfiguration of the practice so that a better fit can be 

achieved between the practice and the organisation 's work 192
. Practices that can 

fit with other work practices are more likely to be embedded than those that do 

not. 

"Embedding work is shaped by factors that promote or inhibit 

appraisa/"176(p545). 

Page 129/347 



The four components of the NPT are depicted in Figure 17. May 176 stresses the 

figure " ... is a map of the relations between the core concepts of the theory rather 

than an empirical map of normalization processes, and relations between the 

core concepts are not linear"176(p542). Murray et al describe the components as 

being "in a dynamic relationship with each other and the broader context of the 

intervention, such as organisational context, structures, social norms, group 

processes and conventions'1192(p2). According to the theory, all four domains of 

NPI must be met in order for an intervention to be effectively implemented. 

Image ttot included 111 this publir.at1on dt1~ tn ~''PVIiQhl n:.:;tlir.IIClllS 

Source: May and Finch 176 (p541). 
Figure 17. Model of the components of the Normalisation Process Theory 

Table 8 sets out the four components of the NPT in summary format, always 
beginning with the question, 'What is the work?' 
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Table 8. Framework for operationalising the normalisation process theory 

T :'11th nut 11 H h tded in thts put IJ~strlln clue to CCII' 'fight r·- ~tt ictior 

Source: May and Finch 176 (p549) . 

. Murray et al provide a list of questions to consider for each of the four 

components of the NPT when implementing and evaluating interventions, shown 

in Table 9. These questions formed the framework used to implement and 

evaluate the intervention. 
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Table 9. Questions to consider for the NPT components when implementing 
or evaluating interventions 

Table nof included in this publication duR to c-opyright restnrtiOfl!-> 

Source: Murray et al192 (pp9-10). 
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5.4 Summary 

This chapter described that the four main activities that informed the development 

the intervention were: 1. Engagement and involvement of the local Aboriginal and 

Torres Strait Islander community; 2. A review of background literature; 3. 

Analysis of the local Aboriginal and Torres Strait Islander community focus group 

interviews in relation to the literature; and 4. Analysis if the views of the Medicare 

Local staff interviews in relation to the effectiveness of the Closing the Gap 

Indigenous Health Initiative. The theories which informed the intervention were 

the Social Ecological Model and the Theory of Planned Behaviour. The 

intervention involved the researcher personally discussing the results of the 

Practice Feedback Report with each participant; tailored practice facilitation ; 

helping practices promote a more welcoming environment for Aboriginal and 

Torres Strait Islander patients by providing Aboriginal artwork, patient information 

leaflets and other resources; and Aboriginal and Torres Strait Islander Cultural 

Awareness Training. Hogg's Conceptual Framework for Primary Care was used 

when describing the organisational context of each practice to determine factors 

which may influence performance at the practice level. The Normalisation 

Process Theory informed the implementation of the intervention and was used to 

evaluate the feasibility and implementation of the intervention. 
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Chapter 6 

Case study results and analysis 

This chapter provides an analysis of the results found in the case studies in this 

research. A summary case analysis for each of the seven practices is provided, 

followed by a cross case analysis. The chapter concludes with a summary of the 

findings. 
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(>.1 Practice 101 

6.1.1 Context 

Practice 101 was situated within a small local shopping complex in a suburban 

area of Sydney. The practice was comprised of two consulting rooms and an 

additional room for basic pathology collection, which was manned part-time by an 

external pathology company. There was no back-office area or staff area. 

Organisation of the practice: Practice 101 was owned by non-medical based 

corporation which had several practices. The practice was a non-accredited 

practice and all patients were bulk-billed. Two full time GPs and seven part-time 

reception staff were employed; there was no nurse employed. Some staff were 

also rotated in the other practices owned by the corporation. Demographics of 

participating staff members have been provided in Table 3 (p70). 

Practice 101 priorities were set by the Practice Manager who was in charge of 

several practices and was seldom present. Quality improvement was not a 

priority area for the Practice Manager and he was resistant to change. There 

were no general staff or clinical staff meetings. When changes needed to be 

made, the usual process was for the Practice Manager to telephone and leave a 

directive with the receptionist on duty, who would then leave a note for the rest of 

the reception staff. Staff did what they were told and did not have input into any 

decisions regarding the practice. This lack of decision latitude appeared to have 

resulted in a low level of staff morale and there was no feeling of a team 

environment to the observer. The Practice Manager agreed for the practice to 

take part in the study because a GP had expressed interest and said that it would 

result in an increase in patient numbers. The Practice Manager did not see 

Aboriginal and Torres Strait Islander health as a priority and was adamant that 

there were no Aboriginal and Torres Strait Islander patients at the practice and 

would not enrol in the study himself. There was a general apprehension amongst 

the staff regarding whether or not the Practice Manager would know their 

individual responses. The Practice Manager did not interfere with the GPs; they 

were hired to see patients and make money for the practice. 

One GP left this practice during the baseline data collection and moved to 

another practice (Practice 104) and the data for this GP have not been used in 
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this case's analysis. As the study progressed, there were a number of changes to 

the reception staff. Two female receptionists left and the remaining female 

receptionists had their allocated shifts reduced, with their shifts being given to the 

one male receptionist. This resulted in further workplace dissatisfaction amongst 

many of the female staff. After baseline data collection and once the practice 

facilitation (intervention) commenced, the Practice Manager refused to allow his 

staff to take part in the intervention. He stated that he felt that there were no 

Aboriginal patients at the practice and his staff did not need any training because 

as far as he was concerned they weren't doing anything wrong and he was 

happy with what they were doing. He said that the GPs were free to undertake 

any training they desired as he only supervised the reception staff. As a result, all 

the reception staff in the practice were excluded from the study. By this time, one 

receptionist had already received Aboriginal and Torres Strait Islander Cultural 

Awareness Training, as well as receiving some training as part of the intervention 

and the researcher had explained the results of the baseline Practice Feedback 

Report to her. 

6.1 .2 Identification of patient's Indigenous status 

All new patients were asked to fill out a patient registration form at reception, 

asking their name, date of birth, contact details, Medicare details and Indigenous 

status; the latter question asked, "Are you an Aboriginal or Torres Strait Islander? 

YIN." The question was not asked according to Best Practice Guidelines but the 

GP had no control over change in this area and so could not ask to have it 

corrected. The Indigenous status of all patients in the practice from the clinical 

records audit is shown in Table 10. 

Table 10. Indigenous status of patients 2!:18 years (Practice 101) 

Indigenous status Baseline (%) Follow-up (%) 

Aboriginal 0 0.08 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 0 0.04 

Neither 41 38.9 

Refused I Inadequately stated 59 60.9 

Unidentified 0 0.08 
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When asked why the 'Refused/Inadequately stated' percentage was so high, the 

researcher was informed that since the time the Indigenous status question had 

been introduced in the practice, all existing patients had automatically been 

9ssigned this code and any new patients who did not mark that they were 

Aboriginal and/or Torres Strait Islander on the Patient Registration Form were 

coded as 'Inadequately stated.' 

At baseline, reception staff did not verbally ask patients their Indigenous status 

and relied solely on the registration form. There was little consensus amongst 

staff in regards to how new and existing patients were identified. The GP was not 

aware how new or existing patients were identified and some reception staff 

assumed that the GP also checked. At follow·up the GPs awareness as to how 

patients were asked their Indigenous status had increased and he was also 

aware that the only receptionist who prompted patients to complete the 

Indigenous status question on the registration form if this had not been 

completed by the patient was the one receptionist that received some training as 

part of the intervention prior to them being excluded from the study. 

At baseline the USP was not asked her Indigenous status and the receptionist 

incorrectly recorded the USP's Indigenous status on the medical record as non

Indigenous based on the USPs physical appearance (Table 11). At follow-up the 

receptionist that was on duty was the receptionist that had received some training 

as part of the study prior to being excluded. This receptionist asked the USP to 

return to the reception desk and discreetly pointed out that she had not answered 

the question. When the USP asked why she was being asked the question, the 

receptionist answered, ''Because Aboriginal people can get different services 

under Medicare and cheaper medication". The USP identified as being 

Aboriginal and her Indigenous status was correctly recorded in the medical 

record. 
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Table 11. How the USPs Indigenous status was identified and recorded 
(Practice 101) 

Baseline Follow-up 

USP asked Indigenous status Yes Yes 

Yes- asked on registration form Yes Yes 

Yes - asked by reception No Yes 

Yes- asked by GP No No 
Indigenous status question asked according No No 
to Best Practice Guidelines 
USP Indigenous status correctly recorded in No Yes medical record 

At baseline, there was little awareness amongst the staff regarding barriers or 

enablers to the identification of Indigenous status, with many answering, "Don't 

know." One receptionist was concerned that she would offend patients if she 

asked them if they were of Aboriginal or Torres Strait Islander descent, another 

felt that patients may be reluctant to identify. The GP replied, "What's the problem 

with identification, you just look at them and then you know if they're Aboriginal?", 

GP 101102. At follow-up the GP was aware that staff confidence, practice 

routines and the practice environment as a whole were some of the factors that 

played a role in Indigenous status identification, and had gained an awareness 

that patients could not be identified on physical appearance. 

At baseline the GP and one receptionist did not know that the patient's 

Indigenous status was recorded in the patient medical record; at follow-up the 

GPs knowledge had improved and he was aware that Indigenous status was 

recorded in the medical record. The other staff were excluded from the study and 

their knowledge at follow-up was not assessed. 

6.1.3 Assumption of literacy 

The practice staff assumed all patients were literate and did not ask patients if 

they needed help with any forms or paperwork. 

6.1.4 Practice environment 

The practice was modest and unremarkable. The waiting room area allowed for 

nine patients to be seated in an L-shape along one wall and a shop-front style 
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window. There was a 'personal space' gap between each chair. There was 

enough space between the reception desk and the waiting area to afford patient's 

some privacy when at reception. However, not all reception staff asked patients 

to come to the reception desk when addressing them and openly discussed their 

information across the waiting room whilst other patients were present. Some 

gossip/entertainment magazines were available for patients to read and there 

was a television which appeared to be turned on whenever the practice was 

open. It was loud enough to give patients privacy when speaking to reception 

staff, although at times when certain members of reception staff were on duty, the 

television could be quite loud resulting in patients and reception staff competing 

with the television to be heard. At these times, all patients in the waiting room 

could hear what was being discussed at reception. 

The walls were bare except for two small paintings and a sign regarding pick up 

of x-rays. There were a few posters displayed under the reception counter. 

Reception staff were not allowed to put up posters or information without first 

running it past the Practice Manager and some staff expressed that the Practice 

Manager did not take note. of anything the staff said so they were therefore very 

reluctant to ask. The consultation rooms were similarly modest, comprising a GP 

desk, two chairs for patients to sit on, an examination table and cupboards. The 

GPs had more decision-latitude regarding what was displayed within their 

consulting rooms. 

At baseline, the posters displayed under the recepUon counter were all general 

health posters and none either mentioned or depicted Aboriginal and Torres 

Strait Islander peoples or encouraged self-identification of Indigenous status. No 

other patient health information was available. The practice did not engage in any 

activities to be more welcoming to the Aboriginal or Torres Strait Islander 

community. At follow-up, a 'Welcome' poster was displayed under the reception 

desk (it had been placed there by a staff member without asking the permission 

of the Practice Manager), and the GP had the 'Are you Aboriginal' sign in his 

office. 
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6.1.5 Culturally appropriate and targeted care 

At baseline, no staff had undertaken any cultural awareness training, although 

one receptionist reported receiving some awareness as part of her University 

degree some years earlier. At follow-up, the GP had received cultural awareness 

training as part of the study and one receptionist had received training before she 

and the remaining reception staff were excluded from the study. 

At baseline, the GP had no knowledge on Aboriginal and Torres Strait Islander 

Australia and asked where the Torres Strait Islands were and why Torres Strait 

Islanders were part of the study; he thought the Torres Strait Islands and the 

Pacific Islands were one and the same. After having the location of the Torres 

Strait Islands explained to him, the GP asked why Torres Strait Islanders were 

relevant to the study because the Torres Strait Islands were not on mainland 

Australia. Once the GP learned that Torres Strait Islanders were one of the 

Indigenous populations of Australia and that Torres Strait Islanders could be 

found all over Australia , and that both Aboriginal and Torres Strait Islander 

peoples were present in the local community, he concluded, "We// I guess I am a 

good person for this study because I don't know anything about this, these 

people", GP 101102. 

The staff were not aware of the practice having any engagement with the local 

Aboriginal Community, Aboriginal Medical Service (AMS) or Aboriginal 

Community Controlled Health Service (ACCHS). At baseline several staff 

members replied that they believed culturally appropriate care meant tre~ting 

everyone equally. At follow-up, the GP was more aware that in order to provide 

targeted care to Aboriginal and Torres Strait Islander patients, he needed to know 

their Indigenous status, and that visual symbols of welcome and staff attitudes 

played important roles in creating welcoming practice environments. 

The GP and staff were not aware of any Indigenous-specific MBS services 

available to Aboriginal and Torres Strait Islander patientsj hence no Aborig inal 

and Torres Strait Islander or other health assessments were performed (Table 

12). 
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Table 12. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 101) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 

Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705 707, 10986, 10987, 81300) 

Baseline 

0 

0 

0 

0 

Follow-up 

3 

7 

0 

0 

The practice was not accredited practice and was therefore not eligible to register 

for the IHIPIP, hence no patients were enrolled to the IHIPIP or the Indigenous 

PBS Co-payment Measure. 

6.1.6 Assessment by the USP 

The USP had two visits to this practice at baseline, one for the participating GP 

and one for the GP that moved to Practice 104. Although the USPs encounter 

with the latter GP will not be discussed here, her experience with reception will 

be. The USP reported that the level of service provided by the reception staff was 

variable. At baseline, the USP reported that when she telephoned to make an 

appointment she found the receptionist polite and helpful on both occasions. On 

her first visit, the USP found the receptionist on duty to be very rude and 

dismissive. This particular receptionist embarrassed and humiliated her by asking 

her personal and confidential information from where she was seated in the 

waiting room whilst other patients were present. The USP reported that the 

waiting room environment was very unwelcoming on this occasion, and that other 

patients also shared her discomfort. She stated that she would not return to the 

practice again if given the choice because of this encounter. 

On her next baseline visit, the USP reported that the waiting room had a more 

welcoming air because a different receptionist was manning the desk and there 

was chatting amongst the patients which made her feel more comfortable. The 

USP stated she would have been more comfortable as a new patient entering the 

practice, at reception and in the waiting room if she would have seen a visual 

symbol of welcome or any health-related pamphlets or other information for 

Aboriginal patients. 
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At follow·up, the USP reported that when she telephoned to make the 

appomtment the receptionist was abrupt, rude and arrogant, and that he just 

hung up on her after the appointment was made without saying goodbye or 

anything else to indicate that fhe discussion was closed. The USP reported she 

wasn't sure if the appointment had even been made and sought confirmation 

from the researcher if it had been made. The USP reported that when she first 

entered the practice to attend her appointment, the receptionist seemed to be "in 

her own world'. The USP reported that the receptionist was very nice, and 

explained why she needed to fill in the Indigenous status question, and that she 

was friendly. The USP reported that she was comfortable in the waiting room 

because she saw the 1Welcome' poster which put her at ease and made her feel 

welcome in the practice. 

At baseline the USP spent 25 minutes waiting for her appointment and four 

minutes with the GP; at follow-up she spent 10 minutes waiting and 30 minutes 

with the GP. There was little change in the content of the consultation and no 

referrals to dieticians or lifestyle change services were made at either time point. 

The USP felt that the GP explained things well and stated that she would return 

to the practice again if given the choice because she had had a positive 

encounter with both reception and the GP. 

The GP and staff stated that they did not suspect that the USP was the study 

patient at either time point. 

6.1. 7 Evaluation of the implementation of the intervention 

Despite the considerable restraints imposed by the Practice Manager, the GP 

and the receptionist that had received training as part of the intervention 

demonstrated positive responses across all four domains of the NPT. In terms of 

coherence, the GP understood that the practice needed to change its Indigenous 

status identification systems and the physical environment needed to be made 

more welcoming to Aboriginal and Torres Strait Islander patients, and that he and 

the staff needed to increase their awareness in regards to providing appropriately 

targeted healthcare to Aborig inal and Torres Strait Islander patients. In terms of 

cognitive participation, both the receptionist and GP felt that the intervention was 

a good way of learning about how to provide the best possible care to any 
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Aboriginal and Torres Strait Islander patients that may become patients of the 

practice and they were willing to learn of ways to do this and committed to 

improving the quality of service they offered. Both the receptionist and the GP 

demonstrated collective action as they made conscious efforts to remember to 

ask patients their Indigenous status, despite being the only people in the practice 

to do so, and even though the Practice Manager did not allow her training to 

finish, the receptionist correctly identified the USPs Indigenous status at the 

follow-up visit by prompting the USP to complete the Indigenous status question 

on the Patient Registration Form. In terms of reflexive monitoring, the GP saw the 

positive impact the intervention had had on both himself and the receptionist and 

how this would in turn benefit Aboriginal and Torres Strait Islander patients. 

However, as only two people in the practice participated, the four domains of 

NPT were not met at the practice level which limited the impact of the 

intervention. The full analysis of the implementation of the intervention using the 

NTP framework is provided in Appendix 9. 
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6r2 Practice 102 

6.2.1 Context 

Practice 102 was situated in a suburban street in Sydney. The practice was 

comprised of two consulting rooms, a nurse's room, a treatment room, a back

office area and a staff area. 

Organisation of the practice: Practice 1 02 was one of two medical practices 

owned by the Practice Principal. The practice was an accredited practice and a 

private billing practice but some patients were bulk-billed at the discretion of the 

GPs. The Practice Principal was employed full time over both his practices. Five 

part time GPs worked across both sites and there was a full time Practice 

Manager who managed both premises. One full time nurse was employed as well 

as nine part-time reception staff, most of who were also rotated in the other 

practice. 

The Practice Manager was quite involved in the day-to-day running of the 

practice, and although she would not join the research study herself, she was 

very helpful facilitating the medical records audits. The Practice Principal did not 

see Aboriginal and Torres Strait Islander health as a priority and the general 

consensus amongst staff and GPs was that the practice did not have any 

Aboriginal and Torres Strait Islander patients. None of the staff except one part

time GP were keen to learn of ways to improve their level of knowledge and 

service delivery to Aboriginal and Torres Strait Islander patients and would not 

sign on to the study. The GPs motivation for participating in the study was that 

she was interested in doing some volunteer work in a rural Aboriginal Medical 

Service. Demographics of the participating GP have been provided in Table 3 

(p70). 

The practice priorities were set by the Principal and the Practice Manager. 

Clinical staff meetings were held once a quarter, as were staff meetings. If there 

was a major change or something important came up beforehand a meeting 

could be pulled forward. Information at other times was transferred to the staff in 

writing from the Practice Manager, usually via email, and the Practice Manager 

would at times follow up verbally with individual staff afterwards if they have not 

undertaken or understood the instructions. Change was accepted within the 
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practice but was generally viewed as being more work for both the Practice 

Manager and staff. During recruitment, the staff were very apprehensive as to 

whether or not the Practice Manager and Practice Principal would know their 

individual responses. When reassured that all interview and survey responses 

would remain confidential, one receptionist laughed and said, "Yeah right". Some 

reception staff perceived the study as a method to monitor them over the year. 

There appeared to be an overall high level of stress amongst reception staff in 

regards to their work loads and at various times several staff members openly 

expressed their dissatisfaction with the lack of staff input into decision-making. At 

times, the practice was very busy and staff were under a lot of pressure and there 

was also a certain level of dissatisfaction amongst some of the staff members in 

regards to remuneration rates versus workload. The lack of decision latitude 

combined with heavy workloads appeared to have resulted in a low level of staff 

morale and there was no feeling of a team environment to the observer. 

6.2.2 Identification of patient's Indigenous status 

The practice had some well-established Indigenous status Identification systems 

in place which were driven by Practice Accreditation. All new patients were given 

a New Patient Information Pack which contained various information about the 

practice in it. They were also asked to fill out a New Patient Registration Form 

which asked their name, date of birth. contact details, Medicare details, medical 

history, social history (smoking, alcohol and drug use), family history and 

Indigenous status; the latter question asked, "To assist with health initiatives- Are 

you of Aboriginal or Torres Strait Islander (TSI) origin? Aboriginal Yes I No. 

Torres Strait Islander Yes I No". Although the researcher informed the Practice 

Manager that the Best Practice Guidelines recommended a 'both Aboriginal and 

Torres Strait Islander' option, the form was not updated by the time the follow-up 

data was collected. The Indigenous status of all patients in the practice from the 

clinical records audit is shown in Table 13. 

The practice was also effectively working through identifying the Indigenous 

status of existing patients: patients were given a form which started by explaining 

that the question was being asked in order to plan and provide the best possible 

health services. The form stated that answering the questions were optional and 

asked, "Are you of Aboriginal or Torres Strait Islander (TSI) origin?" Tick boxes 
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were then provided for, "Aboriginal, Torres Strait Islander, both Aboriginal and 

Torres Strait Islander, neither (Aboriginal or TSI), {and] other (please specify)". 

This form asked the Indigenous status question according to Best Practice 

Guidelines. At baseline, the GP believed that all new and existing patients were 

asked the Indigenous status question on a registration form, but not verbally by 

reception, the GP or nurse. At follow-up, the GP stated that reception staff 

verbally asked all patients as well. 

Table 13. Indigenous status of patients 2:18 years (Practice 1 02) 
Indigenous status Baseline (%) Follow-up (%) 

Aboriginal 0 0.1 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 

Neither 

Refused I Inadequately stated 

Unidentified 

0 

14 

0 

86 

0 

56.3 

0.1 

43.5 

At both the baseline and follow-up visits , the receptionists on duty discreetly 

pointed O!Jt to the USP that she had not completed the Indigenous status 

question. At baseline the receptionist offered an explanation to the USP 

according to Best Practi.ce Guidelines; at follow-up the receptionist pointed to the 

'Are you Aborigina l' sign on the wall by way of explanation, stating that it would 

really help them (the practice) if the patient answered the question. The USPs 

Indigenous status was correctly recorded on the medical record as Aboriginal at 

both time points (Table 14). 

Table 14. How the USPs Indigenous status was identified and recorded 
(Practice 102) 

USP asked Indigenous status 

Yes- asked on registration form 

Yes - asked by reception 

Yes- asked by GP 
Indigenous status question asked according 
to Best Practice Guidelines 
USP Indigenous status correctly recorded in 
medical record 

Baseline 

Yes 

Yes 

Yes 

No 

Yes* 

Yes 

Follow-up 

Yes 

Yes 

Yes 

No 

Yes* 

Yes 

* New Patient Registration form did not ask the Indigenous status according to 
Best Practice Guidelines, form for existing patients did. 
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At baseline, the GP felt some that barriers to Indigenous status identification were 

not having it as part of the usual routine in general practice and that one could 

not rely on appearances and felt that self-identification was an enabler. At follow

up, the GP felt that the barriers to Indigenous status identification included 

reception staff not asking patients their Indigenous status and patients being 

reluctant to disclose their Indigenous status. The GP felt that GP personality was 

an important enabler to Indigenous status identification. The GP relied solely on 

the reception staff to identify patient's Indigenous status, so it is unclear to the 

researcher how the GP's personality could be perceived as an enabler to 

identification. The GP was confident that the patient's Indigenous status was 

recorded in the patient medical record. 

6.2.3 Assumption of literacy 

The practice staff assumed all patients were literate and did not ask patients if 

they needed help with any forms or paperwork. 

6.2.4 Practice environment 

The waiting room area for Practice 102 was very small, with room for ten patients 

to be seated. Chairs were lined around two walls and a shop-front style window in 

a u-shape, with about one meter in between opposite facing chairs. Chairs on 

one side of the room abutted the reception desk. There was no gap allowing for 

personal space between each chair, and the chairs abutted each other. There 

were two small paintings on one wall and a quit smoking poster and another 

poster regarding heart health on a side wall. Near the reception desk there was a 

large pamphlet rack which contained health information pamphlets. Some 

gossip/entertainment magazines were available for patients to read and there 

was a television on the wall behind reception which appeared to be turned on 

whenever the practice was open. Due to the size of the waiting room, the 

television did not afford patient's privacy when speaking to reception staff. 

Regardless, some reception staff made no attempt to lower the volume of their 

voice when speaking to patients and actually spoke quite loudly for such a small 

area. There was also another television monitor behind the reception desk which 

had no sound and was devoted to displaying informat1ion regarding the practice. 
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The researcher observed some reception staff notably ignoring patients standing 

in front of them at the reception desk for several consecutive minutes. The 

researcher also observed some reception staff members speaking to patients 

whilst never once turning their heads to face to patients. The reception staff could 

be quite busy at times and were often visibly stressed by this. 

The consultation rooms were small but functional, comprising a GP desk, two 

chairs for patients to sit on and an examination table. The Principal GP had his 

own room which appeared neat and orderly; the part-time GPs shared the other 

consulting room, and the desk in this room was crowded and appeared 

dishevelled. 

At baseline, the practice did not engage in any activities to be more welcoming to 

the Aboriginal or Torres Strait Islander community and there were no posters. 

signs, pamphlets or other information that either mentioned or depicted Aboriginal 

and Torres Strait Islander peoples or encouraged self- identification of Indigenous 

status. Although the GP was aware that visual symbols of welcome were 

important factors for improving the physical environment of a practice for 

Aboriginal and Torres Strait Islander patients, she felt it was not as important as 

the attitude of the staff: "So um I know, I've read some recent things I was, I was 

reading um yeah one of these cultural training was, you know Aboriginal 

paintings and things like that but I, I think it's more the attitude when a patient 

gets there you know how they're treated you know things like that .... " GP 

102101 . At follow-up, some pamphlets regardihg self-identification of Indigenous 

status were in the pamphlet rack, and the 'Are you Aboriginal' sign was displayed 

behind the reception desk. 

6.2.5 Culturally appropriate and targeted care 

When recruited in to the study the GP had not previously undertaken any 

Aborig inal and Torres Strait Islander Cultural Awareness Training, and no other 

staff within the practice had received any training either. Many staff appeared to 

be unaware of the effect that their manner had in creating a welcoming 

environment for patients, nor of the importance of this. After the baseline USP 

assessment but before 1he interview and the self-complete mail questionnaire, 

the GP enrolled in a volunteer position in a rural Aboriginal Medical Service 
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(AMS) and stated that she had started the online cultural awareness training 

course offered by the Royal Australian College of General Practitioners 

(RACGP). The GP's motivation for taking part in this research study was because 

she was considering doing some remote volunteer work. Very shortly after the 

initial recruitment visit, the GP stated, "You know your visit inspired me. After I 

spoke to you, it got me moving. I got in touch with the Division ... and I will be 

volunteering now. I think this sort of thing will be good for me to do", GP 102101 . 

Although she felt she had no knowledge on the provision of culturally appropriate 

care, the GP felt she had the right attitude and was willing to learn: "Oh I'm just 

I'm open minded .. . /'m very pleased with myself that you know I, I take people as 

[I] find them, all groups you know and um it doesn't matter what background so I 

don 't think I've got a problem with that.. . I think I've definitely got the right attitude 

to develop the understanding and work on the skills", GP 102101 . Although the 

GP volunteered at a rural AMS, her involvement was at the individual level only 

and the practice did not have any engagement with the local Aboriginal 

Community, AMS or ACCHS. 

Prior to taking on the volunteer position at the AMS, the GP had very little 

knowledge on the provision of culturally appropriate care to Aboriginal and Torres 

Strait Islander patients, stating that fairness was treating all patients the same ~ 

'' Well it's not like we 're going to roll out the red carpet for them is it? I mean I treat 

them the same as I treat every other patient': GP 102101. She felt the maln 

barriers to the provision of culturally appropriate care to Aboriginal and Torres 

Strait Islander patients was a lack of awareness within general practice and felt 

that the best training was to be directly exposed to Aboriginal and Torres Strait 

Islander patients. 

When initially recruited into the study, the GP was not aware of the Indigenous

specific MBS item numbers available to Aboriginal and Torres Strait Islander 

patients. After one two-day visit at rural AMS the GP was aware and felt that they 

were a "very good idea if it promotes regular health checks" and "I just think it's 

wonderful that you can regularly screen Aboriginals yearly to second yearly", GP 

1 021 01. Table 15 shows that at no Aboriginal and Torres Strait Islander or other 

health checks had been performed on any Aboriginal and Torres Strait Islander

identified patients. 
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Table 15. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 1 02) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 

Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81300) 

Baseline 

0 

0 

0 

0 

Follow-up 

4 

38 

0 

0 

In regards to the Indigenous PBS Co-payment Measure. the GP stated, " /think 

there's still going to be um barriers to taking regular medication for a lot of 

pat;ents and you, you don 't want money to be one of them." She felt that the 

Measure was, "Excellent if it encourages compliance. I feel that CtG should be 

available to all practitioners not just those registered by Indigenous PIP!" , GP 

102101 . 

The practice was an accredited practice and was eligible to register for the 

IHIPIP, however, the Practice Principal apparently would not register. As a result, 

no patients were registered to the Indigenous PBS Co-payment Measure or the 

IHIPIP. 

6.2.6 Assessment by the USP 

The USP reported that the level of service provided by the reception staff was 

variable. When telephoning. to make an appointment at baseline, the USP 

reported that the first time she called the receptionist " .. . barked 'Surgery' to 

answer the phone. It was like, 'What was that!?' I had to call back. A few minutes 

later she answered again, 'Surgery, can I help you?' It was better, but not much. 

But she was okay when trying to fit me in for an appointment." 

During her visit at baseline, the USP found the receptionist on duty to be very 

pleasant. She reported that the receptionist made eye contact with her when 

talking to her and that " ... the receptionist was talking and laughing with the other 

patients} so it made me feel at ease." Although the USP felt a little uncomfortable 

when first entering the surgery because it was as she described, "crampy," she 

was quickly put at ease by the pleasant environment created by the receptionist. 
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The USP spent six minutes waiting for the GP and 40 minutes in the consultation. 

Smoking, blood pressure and physical activity were assessed, but nutrition, 

alcohol intake, weight and waist circumference were not and no referrals to 

dieticians or lifestyle change services were made. The USP stated that she was 

moderately comfortable with the GP and felt that the GP was concerned for her. 

She reported that the GP explained things to her so that she could understand 

them and wrote down the instructions for her so that she would not forget them 

(although the GP did assume that she was literate). The USP stated she would 

return to the practice again if the same GP was present. The GP stated that she 

suspected that the USP was the. study patient, not because of What the USP did, 

but because she had been identified as an Aboriginal patient and it was very rare 

for the GP to get new Aborig inal patients. 

At follow-up, the USP reported that when she rang to make her appointment she 

was put on to a recorded voice telling her that she was on hold. The USP 

reported that after about six minutes the receptionist answered and rushed, "Can 

I put you on hold?" and put her back on hold again without waiting for an answer. 

The USP reported that she was then on hold again for about another six minutes 

and that when she was taken off hold, the receptionist was still speaking to 

someone else. The USP said, 6ft made me fee/like I was not the priority." 

When she arrived for her appointment, the USP reported that the receptionist 

acknowledged her when she walked in and that she saw the 'Are you Aboriginal ' 

sign on the wall behind the receptionist which made her feel like she was 

welcome. The USP reported that the receptionist was helpful and very nice in 

general and that she was very comfortable in the waiting room as a result. 

The USP waited 30 minutes for her appointment and spent 25 minutes in the 

consultation. A medical student was with the GP for this consultation. Smoking, 

nutrition, alcohol intake, physical activity and weight were assessed and a referral 

to a dietician was made. The USP reported that she felt that the GP explained 

things well, that the GP was not judgemental, and made her feel welcome and 

comfortable and feel important as a patient because the she seemed to have 

time for her. The GP stated that she did not suspect that the USP was the study 

patient and claimed that she was unaware that she would be receiving a second 

visit from a patient. 
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The USPs were correctly identified as Aboriginal at both time-points and although 

a private billing practice, the GP elected to bulk-bill the patient (the bulk-billing 

was cancelled once the researcher informed the practice that the USP was the 

study patient and the University was billed for the consultation). 

6.2.7 Evaluation of the implementation of the intervention 

None of the staff except one part-time GP would enrol in the study. The practice 

had some well-established Indigenous status identification systems in place, and 

because she believed that the receptionists were effectively checking patients' 

Indigenous status, the participating GP would not check this information herself. 

The GP developed the impression throughout the study that the main aim of the 

study was to enhance her cultural awareness knowledge, yet she would not take 

part in the Aboriginal and Torres Strait Islander Cultural Awareness Training 

offered in the study. The GP was impatient for most visits and usually enquired 

how long each session would take and tried to cut the sessions short. Although 

the USP was initially bulk-billed for a health assessment at follow-up, it is the 

opinion of the researcher that this was performed because the GP had a medical 

student with her at the time and the opportunity presented for the GP for 

demonstrate one. In addition, the consultation lasted 25 minutes and Aboriginal 

and Torres Strait Islander Health Assessments take much longer. 

The GP did not transfer the information from the intervention to the other staff in 

the practice. As a result the NPT domains of Coherence, Cognitive Participation, 

Collective Action and Reflexive Monitoring were not met and the implementation 

of the intervention was not effective at the practice level. The full analysis of the 

implementation of the intervention using the NTP framework is provided in 

Appendix 10. 
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6.3 Practice 103 

6.3.1 Context 

Practice 1 03 was situated across the road from a major suburban shopping 

complex in Sydney. The practice was comprised of four consulting rooms, a 

back-office area and a staff area. There was an additional area for basic 

pathology collection that was accessed externally from the practice and was 

manned by an external pathology company. 

Organisation of the practice: Practice 1 03 was a practitioner-owned medical 

practice. The practice was an accredited practice and a private billing practice 

and no patients were bulk-billed. There were three full-time and two part-time 

GPs employed, with two full-time and two part-time reception staff, There was no 

Practice Manager or nurse employed. Demographics of participating staff 

members have been provided in Table 3 (p70). 

The practice priorities were set by the Practice Principals. They viewed quality 

improvement as a prior~y area and were open and adaptable to change, as were 

the GPs and staff. There were no regular staff or clinical meetings, however, if 

something important needed to be discussed or there was going to be a large 

change, a combined meeting was scheduled and all staff including clinical staff, 

were asked to attend. Information at other times was communicated verbally 

amongst the team. Both reception staff and GPs were comfortable raising any 

matter with the Practice Principals and to have input into decisions regarding the 

practice. As a result, they appeared content and relaxed in their workplace and 

there appeared to be good team collaboration. The participating GP and 

reception staff were all keen to sign up for the study, but all stated that they felt 

they didn't have any Aboriginal patients. The Practice Principals also felt that they 

did not have any Aboriginal or Torres Strait Islander patients but were supportive 

of the staff signing up for the study even though they themselves did not wish to. 

6.3.2 Identification of patient's Indigenous status 

Although a New Patient Registration Form existed, only some reception staff 

asked new patients to fill out the form, whilst other reception staff entered patient 

information immediately into the practice software. At baseline, the New Patient 
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Registration Form asked patients their name, date of birth, contact details, 

Medicare details, and Indigenous status; the latter question asked, "Aboriginal or 

Torres Strait Islander? Y or N." The question was not asked according to Best 

Practice Guidelines. When this was highlighted to the Practice Principals, they 

said that the form would no longer be used and the reception staff were trained to 

asked the question verbally according to Best Practice Guidelines. The 

Indigenous status of all patients in the practice from the clinical records audit is 

shown in Table 16. 

Table 16.lndigenous status of patients ~18 years (Practice 103) 
Indigenous status Baseline (%) Follow-up (%) 

Aboriginal 0 0.1 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 0 0 

Neither 0 3.2 

Refused I Inadequately stated 

Unidentified 100 96.8 

At baseline, reception staff did not verbally ask patients their Indigenous status 

and relied solely on the registration form; reception staff who did not give patients 

a registration form, did not ask patients their Indigenous status. This improved at 

follow-up, with reception staff working towards routinely asking new patients their 

Indigenous status. At baseline there was no consensus amongst staff in regards 

to how new and existing patients were identified: the GP was not aware how new 

or existing patients were identified; some reception staff members assumed that 

the GPs also checked, and some reception staff members were not aware how 

existing patients were identified. At follow-up all staff agreed that GPs asked all 

new patients their Indigenous status; some receptionists also checked at 

registration whilst others relied on patients to self-identify their Indigenous status 

because they felt that the new 'Are you Aboriginal' sign which had been placed 

up at reception was sufficient. There was much less agreement about how the 

Indigenous status of existing patients was identified , with the GP and staff each 

assuming that the other was attending to the task, demonstrating that they all 

relied on existing patients to self-identify. 

The USP was not asked to fill in a patient registration form when she presented, 

and was asked her details by the receptionist who then entered the details 
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directly into the practice software. The USP was not asked her Indigenous status 

at registration, by reception or by the GP at either baseline or follow-up (Table 

17), and the Indigenous status was not recorded on the medical record. 

Table 17. How the USPs Indigenous status was identified and recorded 
(Practice 103) 

USP asked Indigenous status 

Yes - asked on registration form 

Yes- asked by reception 

Yes - asked by GP 
Indigenous status question asked according to 
Best Practice Guidelines 
USP Indigenous status correctly recorded in 
medical record 

Baseline Follow-up 

No No 

No No 

No No 

At baseline, the GP and reception staff were not aware of any barriers or 

enablers to Indigenous status identification. The GP was unsure as to whether or 

not Indigenous status was required and felt that pat ient safety may be an issue 

for some patients. At follow-up the GP and the staff were much more aware of 

the barriers and enablers to Indigenous status identification, mentioning a 

number of issues ranging from patients' knowledge on why they are being asked 

the question, staff being comfortable asking the question, incorporating asking 

the question into normal practice routines and providing welcoming practice 

environments. 

At baseline the GP was not aware if the patient's Indigenous status was recorded 

in the patient medical record, and there was a mixed level of knowledge amongst 

the reception staff. At follow-up they were all aware that the patients' Indigenous 

status was recorded on the medical record. 

6.3.3 Assumption of literacy 

The GP and practice staff informed the researcher that they assumed all patients 

were literate and did ask patients if they needed help with any forms or 

paperwork. 
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6.3.4 Practice environment 

Practice 103 was modern and fashionably decorated. The waiting room area was 

very large, with room for 24 patients to be seated. Chairs were lined around two 

walls and shop-front style window and there was a 'personal space' gap between 

each chair. There was an additional separate area that had a couch for patients 

to sit on and this area also had a play area for children. There was ample room 

(several meters) between the patient seating area and the reception desk. The 

reception desk was placed roughly half way along the waiting room. The front of 

the reception counter was high and the reception staff could not be seen unless 

one was standing in front of them at the desk. 

The walls were bare except for three small paintings and a poster for after-hours 

care. Behind reception there were a number of signs displayed regarding the 

billing rates, practice hours and other particulars of the practice and a small sign 

asking patients to inform reception immediately if they were experiencing chest 

pain. There was a large sign displayed under the reception counter stating that 

longer appointments were available and to let reception know at the time of 

booking if one was required. There was a television in the area where the couch 

was that appeared to be turned on whenever the practice was open. It was loud 

enough to be heard by all patients in the waiting room but the volume was not 

designed to give patients privacy when speaking to reception staff as this was not 

necessary due to the large size of the waiting room and the distance between the 

reception desk and the seating area. Some gossip/entertainment magazines 

were available for patients to read and there was a large pamphlet rack which 

contained health information pamphlets in the area where the couch was. The 

consultation rooms were neat and tidy and comprised a GP desk, two chairs for 

patients to sit on, an examination table and cupboards, and some paintings on 

the walls. 

At baseline the practice did not display any visual symbol of welcome such as the 

Aboriginal or Torres Strait Islander flag, and there were no posters or brochures 

encouraging self-identification of Indigenous status. The reception staff felt that 

the physical environment of the practice looked comfortable and was welcoming 

to all patients. The GP said, "/ wouldn't know what I need to do any differently'', 

GP 103101 . The practice was quite willing to improve Its physical environment to 

Aboriginal and Torres Strait Islander patients, and at follow-up displayed the 
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'Welcome' poster in the waiting room, an 'Acknowledgement to Country' behind 

the reception desk, and placed 'Are you Aboriginal' signs at the reception desk 

and prominently in each consulting room so that they were in the patient's direct 

line of site. 

6.3.5 Culturally appropriate and targeted care 

At baseline, no GPs or staff had undertaken any cultural awareness training 

within in the past 12 months or anytime previously; all participants chose to 

receive cultural awareness training as part of the intervention. The GP's 

motivation for taking part in the study was because Aboriginal and Torres Strait 

Islander health was an interest of hers as she had done some work overseas in a 

third world country during her medical training. Although she felt she had no 

specific training on the provision of culturally appropriate care, the GP felt she 

had the right attitude and was willing to learn: "We don't have any Aboriginal 

patients here ... / mean it's a family practice and so they don 't really come here for 

their sort of problems .... so I don't know if this study is relevant to me .. . but I think it 

would be good to know if I am being culturally appropriate to all my patients", GP 

103101. The GP seemed unaware that she stereotyped the health issues 

experienced by Aboriginal and Torres Strait Islander peoples, and although she 

was confident that there were no Aboriginal and Torres Strait Islander patients at 

the practice, she wanted to ensure that she was prepared in case she did get any 

in the future: "/don't think we have any Aboriginal patients, but it is good to know 

what to do just in case I get some", GP 103101 . 

The reception staff elected to enrol in the study because they wanted to learn 

about providing the best possible care to Aboriginal and Torres Strait Islander 

patients. The practice did not have any engagement with the local Aboriginal 

Community, AMS or ACCHS. The lack of cultural awareness training and 

engagement with Aboriginal organisations was reflected in the low level of 

awareness amongst staff at baseline regarding the provision of culturally 

appropriate care to Aboriginal and Torres Strait Islander patients. The GP and 

reception staff believed culturally appropriate care meant treating everyone 

equally: "I mean I still just see them as any other human being and trying to be 

sensitive to their needs, but I would probably still treat them the same", GP 

103101 . At follow-up, there was a greater understanding that the provision of 
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appropriate care was not treating all patients the same, but treating them 

according to their needs. 

At baseline, one receptionist was aware that there were Indigenous-specific MBS 

services available to Aboriginal and Torres Strait Islander patients; the GP and 

other receptionists had no knowledge of these or of the Indigenous PBS Co

payment Measure. At follow-up all staff were aware that the Indigenous-specific 

MBS item numbers existed and they all felt that the Indigenous PBS Co-payment 

Measure helped reduce the cost barrier for medicines. The GP expressed 

frustration that the Indigenous PBS Co-payment measure was tied to the 

Indigenous health PIP: "/don't really know where the governments coming from 

with that really. I think if they're entitled, I think if, if they're considered a group of 

people that are entitled to cheaper scripts, I just think they should get it ", GP 

103301. 

Table 18 shows that at no Aboriginal and Torres Strait Islander or other health 

assessments had been performed on any Aboriginal and Torres Strait Islander

identified patients. 

Table18. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 103) 

Baseline Follow-up 

Aborig inal and Torres Strait Islander Patients 0 3 

No of consultations past 2 years 0 12 

Aboriginal and Torres Strait Islander Health Check 0 0 
Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 

0 0 
numbers 703, 705, 707, 10986, 10987 81300) 

The practice was an accredited practice and was eligible to register for the 

IHIPIP, however, according to the participating GP, the Practice Principals would 

not register for the program. This resulted in no patients being enrolled to the 

IHIPIP or the Indigenous PBS Co-payment Measure. 
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6.3.6 Assessment by the USP 

At both time points the USPs reported that the level of service provided by the 

reception staff was invariably polite and friendly. At baseline when the USP 

turned up for her appointment, she was initially a little disconcerted when she first 

walked in because the reception desk was so far from the door and she could not 

see the receptionists behind the high counter. The USP reported the receptionists 

appeared very shy and quiet but were very nice. The USP stated she would have 

been more comfortable as a new patient in the waiting room if she would have 

seen a visual symbol of welcome or any health-related pamphlets or other 

information for Aboriginal patients. 

At baseline, the USP stated that she was very comfortable with the doctor and 

that the doctor was thorough and asked her if she had had any previous tests. 

She stated that the doctor was very nice to talk to and explained things to her so 

that she could understand them and explained what was causing her symptoms 

and why a request was being made for an x-ray. The USP stated that she would 

return to that practice again if given the choice because she felt the doctor and 

reception staff were nice and the doctor was good. 

At follow-up, the USP reported that seeing the 'Welcome' poster and 

'Acknowledge to Country' as she walked into the practice made her feel at ease 

and welcome as a patient at the practice. Although she felt that the reception 

staff were nice, the USP said that she was not comfortable with the GP because 

she felt that the GP was not listening to her and did not have time for her as a 

patient. 

At baseline the USP spent 11 minutes waiting for her appointment and 13 

minutes with the GP; at follow-up she spent 30 minutes waiting and 20 minutes 

with the GP. There was little change in the content of the consultation and no 

referrals to dieticians or lifestyle change services were made at either time point. 

At baseline, the GP stated that she did not suspect that the USP was the study 

patient during the consultation, but after the consultation she wondered if the 

USP was the study patient because the USP presented with only one issue and 

the GP was used to patients presenting with multiple issues. At follow-up the GP 
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did not suspect that the USP was the study patient. The receptionists stated that 

they did not suspect that the USPs were the study patients at either time point. 

6 .. 3.7 Evaluation of the implementation of the intervention 

The GP and staff demonstrated positive responses across all four domains of 

NPT. In terms of coherence, they understood that they needed to change their 

Indigenous status identification systems and the physical environment of the 

practice, as well as gain knowledge and understanding in order to provide 

appropriately targeted care. In terms of cognitive participation, the staff were 

committed to quality improvement and willingly undertook all training, including 

the Aboriginal and Torres Strait Islander Cultural Awareness Training, and felt 

that it helped make them aware of why they were identifying patients' Indigenous 

status. Collective action was high: at baseline, this practice was not recording the 

Indigenous status of their patients at all; at follow-up, they were working towards 

making this part of their usual routines, and although the GP often forgot to ask 

patients their Indigenous status, reception staff were making a conscious effort to 

ask all patients, and the GP placed the 'Are you Aboriginal' sign prominently in 

every consulting room as a prompt to patients. The 'Welcome' poster was 

prominently placed near the entrance of the practice, the 'Acknowledgement to 

Country' was displayed at reception and Indigenous status identification 

pamphlets were also added to the patient information rack. In terms of reflexive 

monitoring, the GPs and reception staff saw that more patients were having their 

Indigenous status recorded, and that this in turn could lead to more targeted 

care. The staff and GP transferred the knowledge they had gained to the other 

GPs in the practice and saw that the study was having a flow-on effect to other 

GPs in the practice and that the Practice Principals were identifying the 

Indigenous status of patients as well. The full analysis of the implementation of 

the intervention using the NTP framework is provided in Appendix 11, 
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6.4 Practice 1 04 

6.4.1 Context 

Practice 104 was situated within a small suburban shopping complex in Sydney. 

The practice was comprised of four consulting rooms, a treatment room, a back 

office area and a staff area. 

Organisation of the practice: Practice 104 was one of several medical practices 

owned by a large corporation. The practice was an accredited practice and all 

patients were bulk-billed. There were four full-time and two part-time GPs 

employed; a full time practice nurse and five part-time reception staff. There was 

one senior receptionist who was considered the Practice Manager, although this 

was not her official title. All the practices reported to the full-time Operations 

Manager who worked across all the practices. Demographics of participating staff 

members have been provided in Table 3 (p70). 

The overall practice priorities were set by the Operations Manager who attended 

the practice about once per fortnight. The general day-to-day priority areas were 

overseen by the Senior Receptionist. Quality improvement was a priority area for 

both the Operations Manager and the Senior Receptionist and they were open 

and adaptable to change. The participating GP was also open and adaptable to 

change, but it was not known to what degree the other GPs and staff within the 

practice were. The surgery was closed every day at lunch time and the GPs used 

this time to discuss clinical issues in an informal manner. Formalised clinical 

meetings with the Operations Manager present occurred as needed. Formal staff 

meetings with the Operations Manager also occurred as needed, usually about 

once a quarter. Information at other times was communicated to the staff verbally 

by the Senior Receptionist. The staff and GPs were encouraged to have input 

Into decisions regarding the practice and this high decision latitude resulted in the 

staff and GPs appearing content and relaxed in their workplace. 

The participating GP originally enrolled in the study at another practice (Practice 

1 01) due to her interest in the health of indigenous populations both nationally 

and internationally, and was keen to continue in the study. When she moved, she 

asked the Operations Manager if she could continue in the study and the 

Operations Manager also signed up. He did not ask the other staff if they wished 
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to sign up and mentioned that one GP and one other staff member were the 

minimum amount of staff required to undertake Aboriginal and Torres Strait 

Islander Cultural Awareness Training in order to qualify for the Australian 

Government's $1000 sign on fee for the IHIPIP. 

6.4.2 Identification of patient's Indigenous status 

All new patients were asked to fill out a New Pat ient Registration Form at 

reception. At baseline the form asked the patient's name, date of birth, contact 

details, Medicare details, and Indigenous status; the latter question asked, ''Are 

you Aboriginal or Torres Strait Islander?," with answer options of "Yes Aboriginal, 

Yes Torres Strait Islander, No.'' When the Operations Manager was informed that 

Best Practice Guidelines recommended a "Both Aboriginal and Torres Strait 

Islander" option, he updated the form. The Indigenous status of all patients in the 

practice from the clinical records audit is shown in Table 19. 

Table 19. Indigenous status of patients ~18 years (Practice 104} 
Indigenous status Baseline(%) Follow-up(%} 

Aboriginal 0.05 0.15 

Torres Strait Islander 0 0.02 

Both Aboriginal and Torres Strait Islander 0.05 0.09 

Neither 4 18 

Refused I Inadequately stated 

Unidentified 96 81 .8 

At baseline, patients were not verbally asked their Indigenous status. The 

practice relied solely on new patients self-identifying on the New Patient 

Registration Form and the Indigenous status of existing patients was not 

identified. At follow-up, although the GP was making a concerted effort to ask all 

her patients their Indigenous status, it was not done routinely for all patients. 

The USP was not asked her Indigenous status and her Indigenous status was 

not recorded on the medical record at either baseline or follow-up (Table 20). 
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Table 20. How the USPs Indigenous status was identified and recorded 
(Practice 104) 

Baseline Follow-up 

USP asked Indigenous status Yes Yes 

Yes - asked on registration form Yes Yes 

Yes - asked by reception No No 

Yes- asked by GP No No 
Indigenous status question asked No No according to Best Practice Guidelines 
USP Indigenous status correctly recorded 

No No in medical record 

The GP trained and practiced in Canada where indigenous cultural awareness 

was a prominent issue in society. However, she was unaware of the need to 

identify patients' Indigenous status in Australia. At baseline, the GP felt that 

patients should be asked the Indigenous status question in a standardised way. 

She felt that patient safety played an important r,ole in self-identification ano 

believed that some people may not want to identify their Indigenous status at 

reception but would be more willing to do so in a private consultation with a GP, 

however, realised that some patients may never feel safe identifying as 

Aboriginal and Torres Strait Islander because of past experiences, (both personal 

experiences and experiences of Aboriginal and Torres Strait Islanders as a 

whole). The Operations Manager felt that the practice processes in place were 

important factors for Indigenous status identification, At follow-up, both the GP 

and the Operations Manager felt that Indigenous status identification relied on 

welcoming environments (both physical and the atmosphere created by the staff) 

and good identification systems at both the reception and GP level. 

At baseline, the GP was aware that the patient's Indigenous status was recorded 

in the patient medical record but the Operations Manager was not. At follow-up, 

both were aware that the Indigenous status was recorded on the medical record. 

6.4.3 Assumption of literacy 

The practice staff assumed all patients were literate and did not ask patients if 

they needed help with any forms or paperwork, 
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6.4.4 Practice environment 

The waiting room for Practice 104 was set up so that chairs were lined around 

two walls of the waiting room and there was a 'personal space' gap between 
' each chair. There was ample room between the pat ient seating area and the 

reception desk. There was also a small play area for children. One wall was 

dedicated to displaying health posters. On the opposite wall there was a large 

pamphlet rack which contained health Information pamphlets. Some 

gossip/entertainment magazines were available for patients to read. The 

consultation rooms were neat and tidy and comprised a GP desk, two chairs for 

patients to sit on, an examination table and cupboards. At baseline there was an 

immunisation poster on the wall in one consultation room highlighting the different 

immunisation needs for Aboriginal and Torres Strait Islander patients compared 

to other Australians. Apart from this poster, there were no other posters, signs, 

pamphlets or other information that either mentioned or depicted Aboriginal and 

Torres Strait Islander peoples or encouraged self-identification of Indigenous 

status. Both the GP and the Operations Manager said that although they felt that 

the physical environment was inviting to all patients, t hey did not know if it was 

welcoming to the Aboriginal and Torres Strait Islander community: "/ think it is 

Inviting but I'm not sure if there is a specific, you know, aspect of it that would be 

inviting to Aboriginal or Torres Strait lslander[s]", Practice Manager 1 04301 , 

The practice was quite willing to improve its physical environment to Aboriginal 

and Torres Strait Islander patients, and at follow-up a large 'One simple question 

could help you close the gap' poster was displayed along with the other posters, 

'One simple question could help you close the gap' and 'Are you Aboriginal ' 

brochures were in the patient pamphlet rack, the 'Welcome' poster was displayed 

in the waiting room and the 'Are you Aboriginal' sign was displayed prominently in 

each consulting room. The 'Welcome' poster was also displayed in the 

participating GPs consulting room, as was a piece of Aboriginal artwork that had 

been sourced from the local Aboriginal and Torres Strait Islander community. 

6.4.5 Culturally appropriate and targeted care 

At baseline the GP had previously completed the RACGP online Aboriginal and 

Torres Strait Islander Cultural Awareness Training, however, no other GP or staff 

member within the practice had undertaken any training. The GP said that she 
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voluntarily undertook the training because Aboriginal and Torres Strait Islander 

health was an interest of hers and because in Canada, indigenous cultural 

awareness training was a part of the standard medical training and she therefore 

felt that she should be aware of the needs of Aboriginal and Torres Strait Islander 

peoples: "I just wanted to learn a little bit more um about what would be culturally 

appropriate ... / don't think I have a practice population that has a lot of Aboriginal 

and Torres Strait Islander persons but I thought at least if I did some training I'd 

have some knowledge of what would be appropriate, what would be 

inappropriate ... / didn't want to offend anybody without knowing': GP 104101. She 

also wanted to know what services were available to Aboriginal and Torres Strait 

Islander patients: "I'm new to this country so am not familiar with all the benefits 

available. In Canada, our First Nations people have special services ... I don 't 

know if you have that here': GP 1 04101 

The Operations Manager was, " ... open to doing you know whatever is necessary 

really to ensure that you know any patient [at] one of our practices has the right 

access to health care and um has the tailored health care that they need", 

Practice Manager 104301. However, he was sceptical about the Australian 

Government's minimum requirement of only two staff members within a practice 

to having to undertake Aboriginal and Torres Strait Islander Cultural Awareness 

Training to qualify for the IHIPIP and felt that a teamwork environment was 

required for knowledge translation: "Um I think in the right organisation, it, it, it 

could be enough. You don't want sort of any criteria to be too cumbersome, but 

um again and from past experience it was, you know, whoever was most um 

open to the idea and had the time to do it and it wouldn't necessarily result in a 

you know um, it doesn't necessarily result in a train-the-trainer mentality. The one 

off course for that individual doesn't mean that the other ten people in the 

practice would have the same level of understanding; you know I doubt that very 

much. .. in the right organisation I think that train-the-trainer mentality works 

because you don't want to have to have every say ten employees go through it, 

that's a little bit cumbersome, but um in the right organisation you know there are 

adequate training processes in the practice or the organisation so that a skill, so 

that that training can be spread amongst the rest of the employees or GPs alike", 

Practice Manager 104301 . 

At baseline, the GP felt that there was a general lack of Aboriginal and Torres 

Strait Islander cultural awareness training for medical practitioners in Australia 
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compared to the training she had received overseas. She had completed the 

RACGP online Cultural Awareness Training purely out of self-interest, not as a 

requirement for any incentive payment or Continuing Professional Development 

(CPO) points. She felt this online training lacked a local element, and mentioned 

that in Canada all medical students received indigenous cultural awareness 

training that was specific to the local indigenous community and that this was 

lacking in Australian general practice. In contrast, the Operations Manager who 

had not completed any cultural awareness training felt that culturally appropriate 

care for Aboriginal and Torres Strait Islander patients was treating them the same 

as any other patient. At follow-up, there was a greater understanding that the 

provision of appropriate care was not treating all patients the same, but treating 

them according to their needs. The Operations Manager also felt that time 

constraints were an import factor in being able to provide culturally appropriate 

care. 

The GP felt that if cultural barriers existed for providing health care to Aboriginal 

and Torres Strait Islander patients then they should be removed: "I think that um I 

tl1ink that's it's important I think that given that the health outcomes I've seen so 

far for people who are Aboriginal and Torres Strait Islanders are so poor in terms 

of life expectancy and um disease prevalence, and um gosh I mean the diseases 

that affect people that are Aboriginal and Torres Strait Islanders are diseases that 

have been eradicated in most of medicine and yeah we're still fighting the same 

sort of battles ... so I think it's really, really important um that if there are cultural 

barriers in providing health care that we need to identify what those are and 

figure out what we can do to um to remove them", GP 1 04101 . 

The practice did not have any engagement with the local Aboriginal Community, 

AMS or ACCHS. At baseline, the GP was not aware of the Indigenous MBS item 

numbers and the Indigenous PBS Co-payment Measure; the Operations 

Manager was aware of them and felt that they were a good idea so long as they 

were utilised because they addressed a specific need: "I think it's good from a, 

from a um, uh, a healthcare stand point, standpoint, to um provide I guess 

specific benefits to um addressing an area of need, such as you know, you know 

like there are for diabetes um team care arrangements and what not, but um uh I 
don't know how often it's used. Again, again it comes into that awareness of 

knowing that the patient is an Aboriginal and Torres Strait Islander to begin with 
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and whether then um there's a conscious choice from the GP to, to utilise um 

fhose item numbers", Practice Manager 104301 . 

Table 21 shows that the number of Aboriginal and Torres Strait Islander-identified 

patients had increased substantially between baseline and follow-up, however, 

no Aboriginal and Torres Strait Islander or other health assessments were 

performed on any Aboriginal and Torres Strait Islander-identified patients. 

Table 21 . Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 104) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 
Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81300) 

Baseline 

4 

20 

0 

0 

Follow-up 

12 

66 

0 

0 

The practice was an accredited practice and was eligible to register for the 

IHIPIP, although it was not registered at baseline. The Operations Manager was 

sceptical about the lasting impact of the IHIPIP: " ... in terms of whether it has any 

lasting impact on the practice uh I'm not sold on that. You know I've seen it at 

other organisations that it's actually a, a tick-box type process and they're, they're 

simply aiming for the initial payment but don 't really care about the future um 

identification of the patients and um enrolment in the process each year, they're, 

they're mostly chasing that initial one-off payment", Practice Manager 104301 . 

As a result of enrolling in the study, Aboriginal and Torres Strait Islander health 

was highlighted as a priority area to the Operations Manager and the practice 

subsequently enrolled into the IHIPIP. Although he felt the Indigenous PBS Co

payment Measure was of benefit to Aboriginal and Torres Strait Islander patients. 

he felt that having it tied to a PIP payment was creating extra barriers for them: "/ 

think it somewhat becomes a barrier .. .for the Aboriginal and Torres Strait 

Islander patients because they're um it means that they can't see any GP at any 

time and still receive the, the financial benefits on the PBS items. Um, um and so 

I think because it's just like any, any patient really if you make an extra hurdle 

you 're going to cull the crowd at some point and I feel that um, you know the PBS 

benefits are great but ... having it linked to the PIP and the sign up, and the sign 

up I think in a specific practice, I think potentially poses as a barrier because it's 

Page 167 / 347 



an extra step that some people may not realise they need to do or may not be 

told they need to do um or may just not want to do because that it is an extra 

step': Practice Manager 104301 . Table 22 shows the number of patients enrolled 

to the IHIPIP or the Indigenous PBS Co-payment Measure from the patient 

medical record audit. 

Table 22. Patients enrolled in the IHIPIP and/or Indigenous PBS Co-payment 
Measure (Practice 104) 

Indigenous Health Incentive only 

PBS Co-payment Measure only 

Both 

N/A = Not applicable 

Baseline 

N/A 

N/A 

N/A 

Follow-up 

0 

0 

1 

The GP also felt that the Indigenous PBS Co-payment Measure should be made 

available to all eligible patients, not just those who attended IHIPIP-registered 

practices: nl think that having worked in an accredited and unaccredited practice it 

would be nice if the unaccredited practices could offer the CtG scripts 

um .. .Because there may be um patients who attend that practice as their primary 

practice and primary place of health care and um if you say that they then can't 

get CtG scripts because it's an unaccredited practice you're sort of punishing the 

patient ... Uh practice accreditation is not just up to the GP, it depends on the 

practice environment the, whoever is actually running the practice themselves. 

And um from experience you can sometimes have very little control over what 

happens in a particular practice environment um and you know some practice 

management people just flat out refuse to become accredited, it's too much work, 

so then the patients suffer um from something that has absolutely nothing to do 

with them. I mean it may not have anything to do with the GP themselves either, 

so um I think the, the, certainly the practice incentive payment should be for 

accredited practices because then you're saying that you're going to adhere to a 

certain standard. But I don't think the CtG scripts should necessarily have to 

come from an accredited practice'', GP 104101 . 

6.4.6 Assessment by the USP 

The USPs reported variable levels of service provision from the reception staff. At 

baseline, the USP found the staff to be polite and friendly. When telephoning to 
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make an appointment, the USP reported the receptionist was polite and helpful 

and she was informed that she could get an appointment the same day if she 

wanted. During her visit the USP also found the receptionist to be polite and 

friendly. The USP stated she would have been more comfortable as a new 

patient in the waiting room if she would have seen a visual symbol of welcome, or 

any health-related pamphlet or other information for Aboriginal patients. 

The USP spent nine minutes waiting for her appointment and seven minutes with 

the GP. The USP reported that she was very comfortable with the GP and said 

that the doctor was easy to talk to and explained things to her so that she could 

understand them. The USP stated that she would return to that practice again if 

given the choice because she felt the doctor and reception staff were nice. 

At follow-up, the USP reported that when making the appointment, the 

receptionist was very nice on the telephone, spoke very well, was welcoming and 

very well-mannered and made her feel like she was just as important as any 

other patient. When the USP arrived for her appointment, she reported that the 

receptionist on duty was extremely rude. The USP reported that the receptionist 

acted like she didn't want to be there and made the patient feel like she was also 

not wanted at the practice. The USP reported that when she first presented at 

reception, the receptionist did not even acknowledge that someone was standing 

in front of her and was shuffling paperwork around the desk. The USP reported 

that she would felt more comfortable if the receptionist had at least indicated that 

a patient was standing in front of her, but reported that the receptionist made her 

feel like she was "invisible." The USP reported that the receptionist did not look at 

her again during the rest of the encounter and put the New Patient Registration 

Form down on the desk and told the USP to fill in it in a gruff manner. 

The USP spent 45 minutes warting for her apporntment and 15 minutes with the 

GP. She reported that the GP was nice and friendly but was rushed, and 

although she would see the doctor again in another venue, she would not return 

to the practice because of the receptionist's rudeness and the way the 

receptionist made her feel like she was not wanted at the practice. There was 

little change in the content of the consultation between baseline and follow-up 

and no referrals to dieticians or lifestyle change programs were made at either 

time point. The GP and staff stated that they did not suspect that the USPs were 

the study patients at either time point. 
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6.4. 7 Evaluation of the implementation of the intervention 

Positive responses were obtained across all four domains of NPT. In terms of 

coherence, the GP and Operations Manager understood that they needed to 

change their Indigenous status identification systems and the practice physical 

environment, as well as gain knowledge and understanding in order to provide 

appropriately targeted care. In terms of cognitive participation, both the GP and 

the Operations Manager were committed to quality improvement and they were 

keen to implement any change that would ensure patients received appropriately 

targeted heath care, however, the Operations Manager would not invite the other 

GPs and staff to participate in the study. They willingly undertook all training, 

including the Aboriginal and Torres Strait Islander Cultural Awareness Training, 

and felt that it helped increase their awareness about effective Indigenous status 

identification systems and providing appropriate care to Aboriginal and Torres 

Strait Islander patients. At baseline, the practice was relying on patients to self

identify their Indigenous status on a New Patient Registration Form, and there 

was no system in place to identify the Indigenous status of existing patients; at 

follow-up, the GP was consciously making an effort to incorporate this into her 

usual routines, however, did forget at times when time and other constraints 

placed pressure on her as was the case with the USP at the follow-up visit. 

Although the Operations Manager did not change the Indigenous status 

identification systems for existing patients at reception, he did place the 'Are you 

Aboriginal' sign in all consulting rooms as a prompt to patients and the other GPs. 

In terms of reflexive monitoring, the GP and Operations Manager saw that more 

patients were having thei r Indigenous status recorded, and that more patients 

were being identified as having Aboriginal and/or Torres Strait Islander 

backgrounds, which in turn could lead to them receiving more targeted care. 

The GP and Operations Manager saw the impact the training offered In the 

intervention had had on an individual level and felt that the practice's physical 

environment was more welcoming to Aboriginal and Torres Strait Islander 

patients as more patients were self-identifying their Indigenous-status. However, 

because the Operations Manager did not invite the other GPs and staff to 

participate in the study, and the knowledge was not translated effectively to the 

rest of the staff, the impact of the intervention was limited. The full analysis of the 

implementation of the intervention using the NTP framework is provided in 

Appendix 12. 

Page 170/347 



6.5 Practice 20·1 

6.5.1 Context 

Practice 201 was situated along a suburban shopping strip on a main 

thoroughfare in Sydney. It contained two consultations rooms, only one which 

was used regularly. There was an additional area upstairs which had a 

consultation room dedicated to beauty and laser treatments, a back-office and a 

staff area. 

Organisation of the practice: Practice 201 was a practitioner-owned, solo-GP 

medical practice. It was an accredited practice and a private billing practice, but 

some patients were bulk-billed at the discretion of the GP. The GP worked full 

time, his wife was the Practice Manager and worked part-time and was involved 

in the day-to-day running of the practice, and one part-time receptionist was also 

employed. There was no nurse employed. Demographics of participating staff 

members have been provided in Table 3 (p70). 

The practice priorities were set by the GP and the Practice Manager. Quality 

improvement was a priority area for both and they were open to change. 

However, the Practice Manager at times saw the need to change as a failure on 

her part and was less open to change than the GP. Being such a small team, 

they did not schedule regular meetings, preferring to discuss matters verbally as 

they arose. The practice was closed during lunch offering the opportunity to 

discuss things daily. The receptionist was encouraged to have input into 

decisions regarding the practice and this high decision latitude resulted in her 

appearing content and relaxed in the workplace ana there appeared to be good 

team collaboration. 

The participating GP had a keen interest in Aboriginal and Torres Strait Islander 

health and had previously worked with the local Aboriginal community and 

undertaken a volunteer placement in a remote area. His keenness to sign up for 

the study spilt over to the rest of the staff. 
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6.5.2 Identification of patient's Indigenous status 

All new patients were asked to fill out a New Patient Registration Form which 

asked their name, date of birth, contact details, Medicare details and Indigenous 

status. At baseline the question read, "Are you an Aboriginal Australian or Torres 

Strait Islander? Yes/No." When the Practice Manager was informed this was not 

according to Best Practice Guidelines, she added, "if yes please circle either or 

both which ever applies to you". The Indigenous status of all patients in the 

practice from the clinical records audit is shown in Table 23. 

Table 23. Indigenous status of patients 2:18 years (Practice 201) 

Indigenous status Baseline(%) Follow-up(%) 

Aboriginal 0.6 0.8 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 0.5 0.7 

Neither 

Refused I Inadequately stated 

Unidentified 

73.2 

25.7 

96.4 

2.1 

According to the Practice Manager, the practice was also effectively working at 

identifying the Indigenous status of existing patients. At baseline, the Practice 

Manager stated that they were half way through the alphabet. There did not 

appear to be a system in place for how the Indigenous status of existing patients 

was identified and the researcher could not get a firm response on how this was 

achieved alphabetically. From the response received it appeared to the 

researcher that the patient records were being worked through alphabetically and 

many patients were recorded as being non-Indigenous according to staff guess. 

The GP and all staff agreed that the Indigenous status of new patients was 

identified solely via the New Patient Registration Form, but there was no 

consensus on how existing patients were identified, with the GP stating that he 

sometimes asked existing patients their Indigenous status and that they 

sometimes choose to self-identify, whilst the staff indicated that existing patients 

were identified by the Patient Registration Form. 

At baseline, the receptionist discreetly pointed out to the USP that she had not 

completed the Indigenous status question. When the USP asked why she 

needed to fill out the question, the receptionist answered, "It's very important, we 
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need to know'~ Receptionist 201501 . The USP identified as being Aboriginal and 

her Indigenous status was correctly recorded on the medical record (Table 24). 

At follow-up, reception did not prompt the USP to complete the Indigenous status 

section on the registration form. Once in the consultation, the USP asked for a 

script and it was at this point that the GP asked her Indigenous status. The USP 

reported that when she asked the doctor why he needed to know, the GP replied, 

"There's something called Closing the Gap and it gives you discounted 

medication." The USP reported than when she replied that she was Aboriginal, 

the doctor ticked the CtG script box in the software and correctly identified her on 

the medical record {Table 24). The USP reported that she was not asked if she 

was registered for the Indigenous PBS Co-payment Measure and was not asked 

to sign any paperwork to register for it. 

Table 24. How the USPs Indigenous status was identified and recorded 
(Practice 201) 

Baseline Follow-up 

USP asked Indigenous status Yes Yes 

Yes- asked on registration form Yes Yes 

Yes- asked by reception Yes No 

Yes- asked by GP No Yes 

Indigenous status question asked 
No No 

according to Best Practice Guidelines 
USP Indigenous status correctly recorded 

Yes Yes 
in medical record 

The GP trained and practiced overseas in New Zealand where indigenous 

cultural awareness is a prominent issue in society. The GP felt that time and a 

fear of discrimination were barriers to Indigenous status identification but he was 

also sceptical as to whether these really existed, and felt that patient safety was 

the enabler. The Practice Manager on the other hand felt that Indigenous status 

identification was the responsibility of the patient and they could itlentify if they 

wanted to and felt that there were no barriers to Indigenous status identification. 

The receptionist, although being of Maori descent and having only been in 

Australia for a few years, didn't know of any barriers to Indigenous status 

identification. At follow-up, all three felt that the barriers to Indigenous status 

identification were that patients may not want to self-identify: the GP and 

receptionist felt this was due to patient safety; the Practice Manager felt that both 

patient safety and staff comfort asking the question played a role. All felt that 
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asking patients to self-identify on a form was an enabler of Indigenous status 

identification as it was a non-confrontational method. 

All staff agreed that patient's Indigenous status was recorded in the patient 

medical record although at baseline the receptionist was unaware as to the 

reasons why it was collected: "I know when, if we do have patients come in that 

are Aboriginal or Torres Strait Islander we don't discriminate in any way. It's up to 

them if they want to identify themselves as Aboriginal or Torres Strait Islanders. 

And then if they mark it then we just then put it on their file and that's as far as it 

goes as far as I'm aware", Receptionist 201501 . 

6.5.3 Assumption of literacy 

The practice staff assumed all patients Were literate and did not ask patients if 

they needed help with any forms or paperwork. 

6.5.4 Practice environment 

Practice 201 was modern and tastefully decorated with various cultural artworks 

from the south-pacific region. The waiting room area was small, with room for 

around four patients to be seated. Two chairs had their backs against a shop

front style window and there was also a small couch against the opposite wall 

Which allowed another two patients to be seated. There were large and 

impressive batik prints from the Pacific Islands hung in the waiting room and the 

hallway. Some gossip/entertainment magazines were available for patients to 

read in the waiting room and there was a sign on the wall stating that the practice 

was under constant video surveillance. The waiting room was in a separate area 

to the reception desk, affording patients privacy when at reception. The reception 

desk was situated so that patients were standing at it immediately when entering 

the practice. There was a very large and impressive Aboriginal painting behind 

the reception desk. The receptionist pointed out, "We do get a lot of comments on 

our Aboriginal art': Receptionist 201501. On the reception desk, there was a 

three-slot pamphlet display holder. One series of pamphlets contained 

information on the practice; the other two were patient health pamphlets, neither 

of which were related to Aboriginal and Torres Strait Islander health or 

Indigenous status identification. At follow-up the practice displayed the 'Welcome' 

Page 174/347 



poster near the entrance of the surgery and three 'Are you Aboriginal' pamphlets 

were also placed into the pamphlet rack, but they were placed behind the other 

pamphlets and were therefore not easily visible to patients. 

The consultation room was neat and tidy and comprised a GP desk, two chairs 

for patients to sit on, an examination table and cupboards, and a Pacific Islander 

batik print hanging on the wall. At follow-up, the batik had been changed to 

Aboriginal artwork. Although the GP and the staff said that they did not engage in 

any activities to be more welcoming to the Aboriginal or Torres Strait Islander 

community, when asked directly the GP stated that there was artwork in the 

practice to make Aboriginal and Torres Strait Islander patients feel more 

welcome, and the GP and staff all felt that the physical environment of the 

practice was inviting to all patients because of the various indigenous artwork 

displayed from around the South-pacific region. 

6.5.5 Culturally appropriate and targeted care 

At baseline, the GP had previously completed Aboriginal and Torres Strait 

Islander Cultural Awareness Training but the Practice Manager and receptionist 

had not. Both the receptionist and Practice Manager undertook Aboriginal and 

Torres Strait Islander Cultural Awareness Training as part of the study. 

The GP's motivation for taking part in this research was because he had an 

interest in Aboriginal and Torres Strait Islander health. He had previously worked 

with the local Aboriginal community as well as having undertaken a remote 

volunteer placement. In reply to the Expression of Interest advertisement, the 

Practice Manager stated, "I know [GP name suppressed] will be interested. He 

did a youth health clinic in [location suppressed] ... He's done the Cultural 

Awareness Training and also the Cultural thing at the TAFE. .. Jt's a thing he's 

really interested in': Practice Manager 201301. The GP incorrectly believed that 

engaging with the Closing the Gap Officer at the Medicare Local was engaging 

with the AMS/ACCHS (Medicare Local Closing the Gap Officers are not 

Indigenous-identified positions and are not employees of AMS/ACCHS). The GP 

felt that cultural appropriate service delivery stemmed from one's personal 

background: "Um well look it all comes back to cultural background ... you know 

my first language wasn't English .. . and you know I'm used to being a bit of a 
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minority and um as are Aboriginal people in our dominant culture so um that uh 

kind of gives me a bit of insult, insight into, into where they're coming from .... And 

then an educational background that helps ... l'm from New Zealand and you know 

if's a big Maori population. Pacific Islander population, so my education in the um 

1970's um had a big cultural component .. . the whole cultural thing is something 

I've been brought up with", GP 201101. 

At baseline, the GP and staff felt that culturally appropriate care for Aboriginal 

and Torres Strait Islander patients was treating them the same as any other 

patient. The GP felt, "Aboriginal people are just another cultural group and 

everybody regardless, every cultural group um deseNes a fair go", GP 201 101 , 

and felt that a major barrier in general practice was time. The Practice Manager 

believed that general practice offered confidentiality to Aboriginal and Torres 

Strait Islander patients, which she believed they could not get at the 

AMS/ACCHS. At follow-up, there was a broader awareness that welcoming 

practice environments and targeted care were important factors for culturally 

appropriate care 

Both the GP and Practice Manager were aware of the Indigenous-specific MBS 

item numbers available to Aboriginal and Torres Strait Islander patients. The GP 

and Practice Manager felt that these enabled better care to Aboriginal and Torres 

Strait Islander patients because GPs received an incentive to spend time with 

Aboriginal and Torres Strait Islander patients: "Um well uh it basically means 

because you're being paid a bit more for looking after Aboriginal folk it still is 

economical to look after them, so I get to do something I'm interested in and get 

paid for it so it's a win-win situation", GP 201101 . He felt that the item numbers 

were currently underutilised at the practice, but explained a strategy that the 

practice had put in place in order to better utilise the MBS Item numbers: ''Well I 

think they're a good idea and they are currently underutilised around here but 

we've got a strategy in place where they get be more utilised in the future ... We 

are um getting rid of um uh patients who abuse us or um don't um value our 

practice and uh um by putting up the price, uh but at the same time we cut quite a 

few people a bit of slack. Um so you know um I'm quite happy to, to look after 

Aboriginal and TSI folk, um bulk billing uh some of them because I kind of enjoy 

the work but um, um we've gotten rid of all the, I'm not interested in all the urn, 

um doctor shoppers, um, um whingers and so forth and if people aren't prepared 

to look after their own lives and take responsibility for their own health um I don't 
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particularly want to look after them. So we've upped, upped the price and this is a 

simple system that um is known to reduce your number of patients. So we're 

actually um working to make the practice work better for us and for the people 

that we want to look after", GP 201101 . 

The Practice Manager felt that the item number system was laborious and 

believed that this was a contributing factor to item numbers being underutilised: 

"It's time. Most GPs don't have time to return phone calls within 48 hours .. . and 

that's why things like the item numbers .. .if it takes another two minutes to look up 

an item number you know, it's a real pain and I think that's probably why a lot of 

the item numbers don't get used by a lot of doctors because it's just easier to put 

in 23, 36': Practice Manager 201301 . 

Table 25 shows that the percentage of health assessments performed on 

Aboriginal and Torres Strait Islander-identified patients had increased at follow

up. 

Table 25. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 201) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 

Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81300) 

Baseline 

13 

153 

2 

0 

Follow-up 

15 

175 

7 

0 

Both the GP and Practice Manager were aware of the Indigenous PBS Co

payment Measure. The GP felt that this aided medication compliance by reducing 

the barrier of the cost of medication: " .. . that's a positive move because the price 

of medicines is a big issue for quite a few people and uh when you've got a 

working employed Aboriginal person whose got diabetes and heart, uh diabetes 

and high blood pressure and they're on four medications it's suddenly stacking 

up to you know 120 bucks a month. It's a, it's a hell of a big difference between 

that and nothing", GP 201101. 

The practice was an accredited practice and was IHIPIP registered. The Practice 

Manager seemed confused about patient eligibility and reported that she just, 
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"enrol{s] them in both" (enrols Aboriginal and Torres Strait Islander patients in 

both the IHIPIP and the PBS Co-payment Measure) and "send[s] it to Medicare 

and Jet them sort it out", Practice Manager 201301 . This was reflected in Table 

26. 

Table 26. Patients enrolled in the IHIPIP and/or Indigenous PBS Co-payment 
Measure (Practice 201) 

Indigenous Health 
Incentive only 
PBS Co-payment 
Measure only 
Both 

Baseline (Indigenous
identified patients n=13) 

0 

0 

6 

6.5.6 Assessment by the USP 

Follow-up (Indigenous
identified patients n=15) 

0 

0 

5 

At both time points the USPs reported that when they telephoned to make an 

appointment, they found the receptionists polite and friendly, and were informed 

upfront that they would not be bulk-billed for the consultation. At both time points 

the USPs found the receptionist to be very pleasant and approachable and 

reported that the receptionist made eye contact when speaking with them. 

At baseline, the USP reported that the large Aboriginal painting at reception put 

her at ease when she entered the practice, making her feel welcome and givipg 

her a sense of belonging. She said that the sign stating that she was being 

recorded on video made her uncomfortable. 

The USP reported that she was not comfortable during the consultation and said 

that although she had agreed for a medical student to be present during the 

consultation, she felt that the doctor should have been addressing her during the 

consultation and not the student. The USP reported that the doctor had told her 

that, " ... when it comes to health he puts it back on the patient and if I need to go 

further with it go back and see him." The USP reported that the doctor advised 

her to buy a blood pressure machine and was given a printout of one he 

recommended for $89.00. The USP had attended the practice with a Health Care 

Concession Card and felt that this was not an expense that a patient on a limited 

income could afford. She reported that the GP instructed her to check and record 

her blood pressure for a couple of weeks and come back to see him if she felt 
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she needed to be treated. She reported that the GP had informed her of what her 

blood pressure reading should be but she could not remember what the numbers 

should look like. 

When the USP was asked if she would return to the practice again given the 

choice she replied that she wouldn't. She was offended that, " The 

doctor ... [said] ... that he had more Aboriginal knowledge than me .. .Because 

Aborigines in remote areas live differently to Aborigines in urban areas. Not all of 

tl1em are the same. Just because he has worked with remote Aboriginals doesn Y 

mean he understands me as a rural one. I'm not like that. We live differently; 

different upbringings, different environments. He thinks we are all the same, that 

we all live like that. We are very different." The USP was initially charged $136.00 

for the consultation (the Medicare rebate for Item 36 = $70.30)159 before the 

researcher identified her as the study patient and the University was billed for the 

consultation. 

At follow-up, the USP reported that the doctor explained things to her in a way 

that she could understand and that she felt like the doctor was listening to her 

and that she would return to practice again if given the choice because she felt it 

was a nice environment. 

At baseline the USP spent 47 minutes waiting for her appointment and 14 

minutes with the GP; at follow-up waited 36 minutes and spent 24 minutes in the 

consulation. There was little change in the content of the consultation and no 

referrals to dieticians or lifestyle change programs were made at either time point. 

The GP and staff stated that they did not suspect that the USP was the study 

patient at either time point. 

6.5. 7 Evaluation of the implementation of the intervention 

In terms of coherence, the participants felt that they did not need to change their 

Indigenous status identification systems and that they were already providing 

appropriately targeted care. The GP had previousty completed Aboriginal and 

Torres Strait Islander Cultural Awareness Training prior to the intervention and 

had experience in Aborigina l and Torres Strait Islander health, and because he 
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W9S aware of the disparities in health between Aboriginal and Torres Strait 

Islander patients and other Australians, he understood the purpose of identifying 

patients' Indigenous status. His own interests in Aboriginal and Torres Strait 

Islander health helped demonstrate his shared sense of purpose. The 

receptionist and Practice Manager joined the study because the GP was 

interested. However, the Practice Manager felt that Indigenous status 

identification was the responsibility of the patient and the GP and therefore did 

not have a full sense of the purpose of the intervention. There was little cognitive 

participation: only the Practice Manager and receptionist readily attended all 

training sessions, but although the Practice Manager attended the training, she 

believed it was up to patients to self-identify their Indigenous status and she did 

not actively engage or commit to the intervention. The GP did not engage in any 

training offered in the intervention but he did read and discuss the results of the 

Practice Feedback Report with the Practice Manager. 

There was little collective action demonstrated. The receptionist was already 

doing all that was required in the intervention as part of her usual duties so it is 

not known whether she would have done what was required in the intervention if 

she needed to change her usual routine. The Practice Manager felt thai 

Indigenous status identification was the responsibility of the patient and the GP, 

and did not ask patients their Indigenous status. She was not comfortable asking 

patients their ethnicity even after receiving training, and would not display any 

signage such as the 'Are you Aboriginal' sign to help patients and staff alike 

understand why they were being asked their Indigenous status. As the 

receptionist did not need to change any of her usual routines, she was unaware 

of any changes that had taken place as part of the intervention and hence there 

was little reflexive monitoring on her part. The Practice Manager did not make 

any changes to her work, and therefore was similarly unaware that the 

intervention had had any impact. The GP, although having limited collectfve 

action, did see that the practice had to make changes to its Indigenous status 

identification systems so that he could provide appropriately target care. As all 

four domains of the NPT were not met at a practice level, the impact of the 

intervention was limited. The full analysis of the implementation of the 

intervention using the NTP framework is provided in Appendix 13. 
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6.6 Practice 202 

6.6.1 Context 

Practice 202 was situated within a large corporate setting in suburban Sydney. 

The practice was comprised of eight consulting rooms, a large three-bed 

treatment room, a back-office area, Practice Manager's Office and a staff area. 

Organisation of the practice: Practice 202 was a large corporate owned medical 

practice. It was an accredited practice and a private billing practice but some 

patients were bulk-billed. Three full-time and three part-time GPs were employed, 

along with one full-time Practice Manager, one full-time and two part-time nurses, 

and three full-time and three part-time receptionists. Demographics of 

participating staff members have been provided in Table 3 (p70). 

The Director of the practice and the Practice Manager saw quality improvement 

as a priority area and were open and adaptable to change, as were the staff, 

although it is not known how adaptable and open to change the non-participating 

GPs were. Clinical meetings were held regularly once a fortnight and minutes 

were distributed to all staff. Staff meetings were adhoc and occurred about once 

a month and these were also minuted and distributed to all staff. Information at 

other times was communicated to the staff verbally by the Practice Manager and 

then followed up in writing in the form of a memo to staff. The staff and GPs were 

encouraged to have input into decisions regarding the practice and this high 

decision latitude resulted in the staff and GPs appearing content in their 

workplace. The practice was very busy at times and the staff were placed under 

great demand1 however, this did not seem to affed the staff morale or team 

functioning. 

Two GPs in this practice signed on to the study. The main motivation for one GP 

was gaining Continuing Professional Development (CPO) points. The main 

motivation for the other GP and staff was an interest in learning more about 

Aboriginal and Torres Strait Islander health issues and to improve service 

delivery to these patients. 
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6.6.2 Identification of patient's Indigenous status 

All new patients were asked to fill out a patient registration form at reception, 

which asked their name, date of birth, contact details, Medicare details and 

Indigenous status; the latter question asked, "Do you identify as an Aboriginal or 

Torres Strait Islander? Yes/No." Although the Practice Manager was informed 

this was not according to Best Practice Guidelines, the form was not updated by 

the time follow~up data was collected. The Indigenous status of all patients in the 

practice from the clinical records audit is shown in Table 27. 

Table 27. Indigenous status of patients ~18 years (Practice 202) 
Indigenous status Baseline(%) Follow-up(%) 

Aboriginal 0.1 0.3 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 0.1 0.2 

Neither 54.3 60.6 

Refused I Inadequately stated 

Unidentified 45.5 38.9 

At both time points there was little consensus amongst the staff in regards to how 

new and existing patients had their Indigenous status identified, and some 

receptionists believed that both they and the GPs asked patients their Indigenous 

status, however most agreed that the nurses did not check Indigenous status. 

At the baseline visit to GP 202101 , the receptionist incorrectly recorded the 

USP's Indigenous status on the medical record as non-Indigenous based on the 

USPs physical appearance (Table 28). On the USPs visit to GP 202102, the 

receptionist pointed out that the Indigenous status question had been left blank 

and asked the USP to complete the section. The USP identified herself as being 

Aboriginal and was correctly recorded in the medical record (Table 28). On this 

occasion, the GP also asked the USP her Indigenous status. At follow-up, the 

USP was not asked her Indigenous status verbally on either visit; her Indigenous 

status was not recorded in the medical record for the visit to GP 202101, and her 

Indigenous status was incorrectly recorded in the medical record as non

Indigenous based on her physical appearance for the visit to GP 202102 (Table 

28), 
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Table 28. How the USPs Indigenous status was identified and recorded 
(Practice 202) 

Baseline Follow-up 
GP GP GP GP 

202101 202102 202101 202102 
USP asked Indigenous status Yes Yes No No 

Yes- asked on registration 
Yes Yes No No 

form 
Yes - asked by reception No Yes No No 

Yes- asked by GP No Yes No No 
Indigenous status question asked 
according to Best Practice No No No No 
Guidelines 
USP Indigenous status correctly 

No Yes No No 
recorded in medical record 

At baseline, the staff and GP views regarding the enablers and barriers to 

Indigenous status identification were quite divergent. The enablers included staff 

education, cultural awareness training, patient safety and having adequate time, 

and one receptionist felt that physical appearance was an enabler; barriers 

included patients not self-identifying, staff not prompting patients to complete the 

section on the registration form if it had not been answered, lack of staff 

awareness and lack of time. Two receptionists were not aware of any barriers or 

enablers to Indigenous status identification. One GP pointed out that the medical 

record software program did not display Indigenous status in a prominent position 

on the computer screen and suggested it should be highlighted in a different 

colour or placed more prominently rather than being off to the right hand side of 

the screen. At follow-up, the responses were much more focused towards having 

effective practice systems in place, having staff awareness of why the Indigenous 

status question was being asked and staff being comfortable asking the question, 

and having practice environments that promoted self-identification of Indigenous 

status, as well as having sufficient time. One GP mentioned that the patients at 

the practice were from diverse ethnic backgrounds. making it difficult to focus on 

one ethnicity. 

The staff and GPs were aware that the patient's Indigenous status was recorded 

in the patient medical record at both time points. 
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6.6.3 Assumption of literacy 

The GP and practice staff assumed all patients were literate and did ask patients 

if they needed help With any forms or paperwork. 

6.6.4 Practice environment 

The practice had a modern decor aimed towards a younger patient market. On 

entering the practice there was sign pointing towards a ticket machine situated on 

the side wall. However, because people generally seek out a reception desk 

when entering a medical practice, the sign was easily missed because it was in 

the opposite direction to the reception desk. The ticket machine asked all patients 

to take a ticket regardless of whether they had an appointment or enquiry. There 

was a sign attached to the machine which said to see the nurse immediately in 

the case of emergency. There was a small couch for patients to sit on next to the 

ticket machine and another couch on the adjoining wall . A row of 12 seats lined 

the wall facing reception and there was a 'personal space' gap between each 

seat. 

The reception desk was partially partitioned so that the receptionists sat within 

individual cubicles, although the patients standing in front of them were not within 

partitions. There was a screen on the wall behind reception which displayed the 

ticket number being served and what counter was servicing that ticket. An 

automated voice called the ticket numbers. There was around one meter 

between the reception desk and the chairs facing it. Some reception staff lowered 

the volume of their voice when speaking to patients in what appeared to be an 

attempt to afford patients some privacy when at reception, particularly when 

personal matters were being discussed. However, other staff did not make any 

attempt to lower their voices and patients in the waiting room could hear 

everything that was being discussed at these times. There were a number of 

health posters on the walls and a large pamphlet rack which contained health 

information pamphlets. 

For the first USP visit at baseline, none of the posters or pamphlets had anything 

that either mentioned or depicted Aboriginal and Torres Strait Islander peoples, 

nor was there any information encouraging self~identification of lndi.genous 

status, or any other visual symbol of welcome. The Practice Manager was aware 

Page 184 I 347 



that the study had a focus on Indigenous status identification, and prior to the 

second USP visit she placed a poster and some pamphlets in the waiting room 

that encouraged self-identification of Indigenous status. At follow-up, the practice 

had made a conscious effort to make their practice more inviting to Aboriginal 

and Torres Strait Islander patients and to promote self-identification: the 

'Welcome' poster was placed on the front entrance door, an 'Acknowledgement 

to Country' and 'Are you Aboriginal' sign was displayed on the wall behind the 

reception desk along with a poster promoting self-identification of Indigenous 

status, and an 'Are you Aboriginal' sign was also displayed in the waiting room 

and prominently in every consulting room as a prompt to patients and GPs. 

The consultation rooms were a good size and comprised a GP desk, two chairs 

for patients to sit on, an examination table and some shelves or cupboards. The 

rooms generally appeared to be tidy. The practice had an ongoing relationship 

with a local Aboriginal educational organisation and several staff felt that this 

engagement made the practice more welcoming to the Aboriginal or Torres Strait 

Islander community. 

At baseline most staff felt that the physical environment of the practice was 

inviting to all patients and one receptionist thought this was in part due to the 

ticketing machine method employed by the practice: "Yes I think it's good ... Um 

it's clear, it's clean, ft 's direct, everyone goes through the same channel of taking 

a ticket before they approach the front line staff', Receptionist 202505. One GP, 

however, felt that this system of patients taking tickets made the practice 

uninviting to all patients: 111 think the environment of the practice is um a bit weird 

frankly to everybody ... it's got this uh, I think fairly appalling system of people 

coming in and taking a number and then waffing to be called like you 're in the 

RTA, um uh and then a security door which is completely pointless um between 

the reception area and the um consulting areas .. . so I think that that 's sort of a bit 

Unfriendly to everybody really. .. But no more so to Aboriginal people than to 

anyone else'; GP 202102. T~is GP was aware that Aboriginal and Torres Strait 

Islander visual symbols of welcome were important factors for improving the 

physical environment for a practice for Aboriginal and Torres Strait Islander 

patients and that the practice did not have these: "I don't know that we've got 

say, posters in the waiting room saying you know, 'Aboriginal people welcome 

here' kind of thing because I know those kinds of things are available and I've 

heard from Aboriginal people that they say that's good to see", GP 202102. 

Page 185 / 347 



Another receptionist felt that the physical environment of the practice could be 

made more inviting to Aboriginal and Torres Strait Islander patients if it had more 

signage, but felt that this was not possible because it excluded other ethnicities: 

"It's inviting to everyone but maybe they'd feel more comfortable if we had more 

sign age ... Maybe if we had something Aboriginal about you know, 'We see, ' but 

we everyone you know that's the thing, we can't write 'We see Aboriginal and 

Torres Strait Islander people' because we see everyone", Receptionist 202501 . 

6.6.5 Culturally appropriate and targeted care 

The Practice Manager had previously done some consultative work at an AMS 

and she was the only participant that had undertaken any Aboriginal and Torres 

Strait Islander Cultural Awareness Training at baseline (Table 29). One GP had 

previously worked in a practice that had substantial numbers of Aboriginal and 

Torres Strait Islander patients, as well as having worked on Aboriginal and Torres 

Strait Islander health focused research projects, and he had a good level of 

knowledge regarding the provision of culturally appropriate care to Aboriginal and 

Torres Strait Islander patients. 

Table 29. Number of staff having undertaken cultu ral awareness training 
(Practice 202) 

Cultural Awareness Baseline Follow-~p 

Training GP tn=2) Staff (n=B) GP (n=2) Staff (n=S) 

Last 12 months 0 0 2 5 

> 12 months 0 1 0 0 

The Practice Manager felt that all staff should undertake Aboriginal and Torres 

Strait Islander Cultural Awareness Training to ensure that all staff received the 

same level of training and felt that it should be undertaken annually to ensure that 

awareness levels did not wane: "I actually believe it should be annually to ensure 

that everyone's maintaining best practice and it's ongoing': Practice Manager 

202301 . A nurse who had recently moved from New Zealand was surprised at 

the lack of Indigenous cultural awareness in Australia: " ... I'm very· aware of the 

Maori cultural requirements, and it's so much more, uh everyone's aware at 

home, you have to be, and I've been quite amazed since I've lived here that there 

isn't the awareness .. . / think New Zealand are well ahead with their, their cultural 
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awareness .. .[It's] such a driven thing in New Zealand. So we're well ahead 

certainly compared to Australia with it", Practice Nurse 202401 . 

One GP felt that Aboriginal and Torres Strait Islander Cultural Awareness 

Training was important for understanding the current health status of Aboriginal 

and Torres Strait Islanders today. However, he believed that Aboriginal and 

Torres Strait Islander peoples were disadvantaged in today's society because 

education was not highly valued in their cultures and this played a part in their 

health status: "Um, not, without absolving the responsibility that each individual 

has for their own health and their own wellbeing, but understanding the culture 

they belong to makes a big difference to what, uh to what they're experiencing 

now ... / mean because east Asian cultures like what I come from have a big 

advantage, everything from the importance that education plays and that families 

are willing to sacrifice any amount to ensure that their kids get a good 

education .. . [and] that there was always a way out of poverty and uh, well 

basically the way out of poverty was to get a good job ... Whereas I think 

Aboriginal and Torres Strait Islanders suffer big disadvantage when getting, when 

making use of the education system to, to I guess improve themselves or achieve 

a better lifestyle because they don't have that cultural imperative behind them. 

And I've talked to a few and they've said, "Look I'm at university, but every time I 

go back they all say 'Why do the white man's job?, "' .. . and in a way trying to pull 

them down, back to, 'You're forgetting your own background, where you come 

from' ... Some are very driven but others eventually succumb, saying look I'll just 

go with the flow': GP 202101 . 

Several staff felt that felt that culturally appropriate care for Aboriginal and Torres 

Strait Islander patients was treating them the same as any other patient, whilst 

two receptionists believed that culturally appropriate care meant bulk-billing 

patients; and one receptionist believed that all Aboriginal and Torres Strait 

Islander peoples had Health Care Concession Cards which stated their 

Indigenous status and that Aboriginal and Torres Strait Islander peoples were 

therefore bulk-billed no matter what practice they attended. This receptionist, 

however, recognised that culturally appropriate care included treating patients 

according to need. 

One GP felt that many people stereotyped Aboriginal and Torres Strait Islander 

peoples as having an alcohol problem and therefore felt that to provide cultural 
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appropriate care he could not address the issue of alcohol until he had had 

several consultations with the patient and a trusting patient-doctor relationship 

had been formed: "I think alcohol's too sensitive uh every time I've brought it up 1 

have to bring it up so gently. ... I don't think they need to be smirred, smeared any 

further than they already are... I find it a very touchy problem with the 

Aboriginals ... Aboriginals in general .. . because of the general perception that the 

population perceives that the doctors perceive that they're more likely to have an 

alcohol problem and it becomes a vicious cycle'; GP 202101 . 

Several staff felt that an Important factor to providing culturally appropriate care to 

Aboriginal and Torres Strait Islander patients was the adequate training of staff. 

One GP felt that the best training for GPs was to provide one-on-one sessions 

and that the best incentive to get GPs to do that training was to offer CPO points, 

whilst the other GP mentioned that training should include information specific to 

the local Aboriginal and Torres Strait Islander populations. 

At follow-up, there was a greater awareness that in order to provide targeted care 

to Aboriginal and Torres Strait Islander patients, patients' Indigenous status 

needed to be known and visual symbols of welcome and staff attitudes played 

important roles in creating welcoming practice environments. 

At baseline the GPs, nurses and Practice Manager were aware of the 

Indigenous-specific MBS item numbers. Although they felt this enabled better 

care to Aboriginal and Torres Strait Islander patients and remunerated doctors for 

spending extra time with patients, some felt that the item numbers were 

underutilised due to the laborious nature of the MBS item number system: " ... the 

item numbers are clunky for everybody you know. Clunky and slow and tedious 

and require you to be thinking about Medicare item numbers rather than the 

patient in front of you. Uh so sometimes they seem more a distraction than a 

help," GP 202102. This GP pointed out that the underutilisation of the item 

numbers in the practice could be as a result of the practice nurses' priorities 

being focused on acute presentations and not health checks: " ... Yeah we don't 

make very good use of the um item numbers generally in the practice ... because 1 

think we haven't um yet made use of our practice nurses very well in terms of um 

uh the um various item numbers ... Practice Nurses w.ho might in other practices 

be helping with Care Plans and uh Health Assessments [here they] don't do that 

much at all because they're busy doing things like you know acute care stuff and 
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uh vac-, immunisations and all those things and they're pretty flat [out] doing 

that .... Yeah we, we haven't got ourselves probably sufficiently organised to really 

uh look at the, the MBS items and how the nurses could be more involved': GP 

202102. 

At follow-up the staff were much more aware of the Indigenous-specific MBS item 

numbers and felt that they aided targeted care. The views of the MBS Item 

Number system being too time consuming and complex had not changed for the 

GPs and Practice Manager. One GP felt that having to do a second Care Plan in 

the year and the additional paperwork required in order for Aboriginal and Torres 

Strait Islander patients to get an additional five allied health visits was a deterrent: 

"No it's, uh I think that we all hate paper work and I think anything that means 

more paper work which means that the person may not get the extra five 

because the other doctors not aware of it or it means another lot of forms to be 

filled out and I think it's a definite deterrent ... Very cumbersome. That means you 

have to do two Care Plans every year", GP 202101 . The other GP still felt that 

the practice did not have a system in place to properly utilise the item numbers: 

" ... they're useful that they're there but um the applicability of them you know is 

dependent on you having ah a system in the practice for making use of those 

items ... and I think as we haven't really got a system for, for making use of the 

Items and we haven't got the practices nurses um involved in an organised way'; 

GP 202102, 

The views of the GPs were reflected by the Practice Manager who noted that the 

item numbers were rarely billed; "They don't get used very often·: Practice 

Manager 202301 . This is clearly demonstrated in Table 30 which shows that the 

number of health assessments being performed had changed very little, although 

many more Aboriginal or Torres Strait Islander patients had been identified. The 

Practice Manager suggested that one issue with Care Plans and health 

assessments was that sometimes patients didn't realise that they had been 

performed and GPs were disincentivised to do them because they would not be 

reimbursed for their work if these had had already been performed by another 

GP: " ... because patients don 't realise they can present to a practice for a referral 

or a script and they're not even aware that a Care Plan has been done so it's 

actually generally at the rejection stage that you find out that [you are] not eligible 

to actually claim that so then another item number applies which is probably 

financially [a] huge decrease as well ... Well from a GP's perspective, well from my 
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perspective is there an incentive? Well it's actually, administratively there 's more 

actually involved in trying to recoup that moneY' , Practice Manager 202301 . 

Table 30. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 202) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 
Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81300) 

Baseline 

34 

154 

1 

0 

Follow-up 

79 

378 

3 

0 

At baseline, few staff were aware of the Indigenous PBS Co-payment Measure; 

those that were felt that it aided medication compliance by reducing the barrier of 

the cost of medication: " ... it's an excellent idea .. . the idea of providing um uh PBS 

relief for Aboriginal people in terms of cost because PBS costs are a significant 

barrier for, forum people to access medicines': GP 202102. However, the GP felt 

that the registration system and eligibility criteria was overly complex and felt that 

this would dissuade both practices and patients alike: "Well I think it's overly 

complex. I really do. I think it's very hard to understand how it works and um and 

all the steps you've got to go through to you know register practice and etcetera, 

etcetera .. . / don't know what the figures are like on [the) uptake but it would 

surprise me if it's, if it's working very well because I think it must be difficult for 

Aboriginal people to understand, difficult for health providers to understand. I 

mean I imagine probably Aboriginal Medical Services have got it worked out 

because they would do it all the time but for, for uh mainstream general 

practice ... I would imagine that many have not really engaged with it. And just 

trying to understand how it works in terms of the person getting um the um say 

the free nicotine patches uh the, the language is so complex and um difficult to 

follow and the different, you know just the number of steps involved is to my mind 

excessive uh for it to actually work .... so I think it's a bit of a dog", GP 202102. The 

Practice Manager felt that additional paperwork would dissuade GPs also: "If the 

doctors have to fax it though ... more paperwork, busy, busy, move on to the next 

patient and not come back to that': Practice Manager 202301 . 

At follow-up most staff were aware of the Indigenous PBS Co-payment Measure 

and felt that it helped reduce barriers to accessing medication. The Practice 
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Manager felt that patients were happy to comply with the registration process if it 

resulted in cheaper medications: " . .. the patients are actually more than happy to 

fill out the forms to ensure that that's supplied. No problems whatsoever: 

Practice Manger 202301. Others felt that the paperwork was still a deterrent but 

felt that the advantage outweighed this: "I don't know too much about ff but I think 

t11ere's a lot of paper work involved. Um and I tl1ink that might slow down um 

getting more patients involved in that. And I think that um it might discourage the 

patients to you know actually do all the paper work and as well it might be taking 

up too much time for the doctors ... Um but I know that once they do do it, they've 

got a good advantage", Practice Nurse 202402. 

Although one GP had become more familiar with the system, his views were 

similar to those he had at baseline in that he still felt it was overly complex, and 

that Aboriginal and Torres Strait Islander patients might also find it difficult to 

navigate their way through the process: "Well I think they've changed a bit in that 

as you get more familiar wffh it and work through the complex bureaucracy of 

how it works or the complex administrative aspects of how it works um and you 

sort of think, yeah I think I sort of understand it, um yeah you can make it 

work ... You know the pharmacist now seems to understand it so it seems to be 

working better but it took a while ... but I still think it must be very difficult for 

Aboriginal people and Torres Strait Islander people to negotiate their way through 

because it's so complicated. It's so hard to understand um because there's so 

many steps you know, the, the practice has got to be registered, the patients got 

to register with the practices too, there 's a form, but in fact the form there 's two 

different sort of aspects to the form, the pharmacist has got to you know, you got 

to know you got to know the things to write on the scripts. It's just sort of, seems 

to be designed to be difficult um and ah it is ... there must be a lot of Aboriginal 

people missing out because of the, the difficulty of working out how you can 

actually get access to that': GP 202102. 

The practice was an accredited practice and had been registered for the I HI PIP 

for about one year at baseline, however, due to the perceived complicated 

process of registering patients to the IHIPIP and PBS Co-payment Measure, had 

not yet begun to utilise the program (Table 31). At follow-up, 13 patients (around 

16% of the Aboriginal and Torres Strait Islander-identified patients) were enroUed 

into the PBS Co-payment Measure, and two were enrolled into the Indigenous 

IHIPIP. 
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Table 31 . Patients enrolled in the IHIPIP and/or Indigenous PBS Co-payment 
Measure (Practice 202) 

Indigenous Health 
Incentive only 
PBS Co-payment 
Measure only 
Both 

Baseline (Indigenous 
identified patients n=34) 

0 

0 

0 

Follow-up (Indigenous 
identified patients n=79) 

0 

13 

2 

One GP felt that the tying the Indigenous PBS Co-Payment Measure to the 

IHIPIP dissuaded practices to take up the program due to the administrative 

burden of the PIP: "Well I think similarly, I think it's just uh going to be too, yet 

another task and um and I think that many practices won 't do it because they just 

won't think it 's, it's just too many, you know another task. You've got to do 

accreditation stuff and you know . . . yet another uh form and process. Again I 

don't know, I mean maybe the uptake has been better then I think it has been. 

But um you know the whole PIP thing is a problem because there's multiple PIPs 

for multiple things and it's a, uh irs a complex process and if practices you know 

trade off the amount of effort versus the income ... So you know again, not a bad 

idea, but whether from an administrative point of view it's, it's going to reach out 

as much, broadly as one would hope it would, I doubt [it]': GP 202102. 

6.6.6 Assessment by the USP 

The USP reported that when she rang to make the appointment for the baseline 

visit with GP 202101 she was put on hold for eight minutes. She reported that the 

receptionist had difficulty understanding her and that she had to spell her name 

for the receptionist four times. When she telephoned to make the appointment 

with GP 202102, the USP reported that the receptionist was polite and informed 

her that there would be a fee for the consultation. 

When the USP presented at the practice for her visit with G P 2021 01 , she 

reported that the receptionists ignored everyone walking in and out. The USP 

explained that patients were required to take a ticket. The USP reported that the 

ticket machine was not immediately visible when entering the practice and it was 

only when she was standing at the reception desk and being ignored by the 

receptionists that she glanced at a monitor on the wall and saw a ticket number 
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being displayed so realised she was supposed to get a ticket and went searching 

for the machine. She reported that she felt this process was cold and impersonal 

for a medical practice. 

The USP waited 47 minutes to see GP 202101 and spent 18 minutes in the 

consultation. The USP reported that she felt very comfortable with GP 202101 

and felt that he was nice and down to earth. The GP provided her with a printout 

of the consultation notes so that if she went to another GP she could receive 

continuing care. To ensure that the USP did not forget the instructions he gave 

her regarding the change in medications, the GP wrote them down for her and he 

also provided the USP with his mobile number and offered to make a follow up 

house call . No referrals to a dietician or lifestyle modification program were made. 

The GP and staff stated that they did not suspect the USP was the study patient 

for the visit to GP 202101. 

On her visit to see GP 202102, the USP reported seeing a self-identification of 

Indigenous status poster immediately upon walking into the practice and stated 

that this put her more at ease, and because she was feeling more comfortable on 

this occasion, she noticed the design in the carpet and commented it looked 

similar to Aboriginal dot-work. However, she reported that she was very 

embarrassed by the receptionist who saw her on this occasion because the 

receptionist discussed her billing arrangements from where she was seated in the 

waiting room and other patients were listening to the conversation. The USP felt 

that the receptionist should have asked her to come over to the desk so that the 

conversation could be carried out in a more discreet manner. 

The USP waited 17 minutes to see GP 201102 and spent 13 minutes in the 

consultation. The USP reported that GP 201102 was softly spoken and had a 

nice manner. She reported that he clearly explained what was causing her 

symptoms and what action she needed to take and informed her to make follow 

up appointments with the both the nurse and himself. The USP reported that the 

doctor explained that she had a higher risk of diabetes and other diseases 

because she was Aboriginal and that she should think about her smoking and the 

risk of heart attack and stroke, The USP said that she was comfortable with the 

conversation because the GP brought her lifestyle factors and her risk factors 

together with her Aboriginality and she felt that this was important health 

information that she need to know. No referrals to a dietician or lifestyle 
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modification program were made. Although the staff did not suspect that the USP 

was the study patient, GP 201102 stated that he did suspect that the USP was 

the study patient, not because of what she did, but because she was an 

Aboriginal patient that was older than the usual younger patients which attended 

the practice, and she had listed her address as being some 30 kilometres away. 

For both visits , the USP reported that if given a choice, she would see the doctors 

again in another venue but would not return to that practice again because 

patients were treated as numbers at reception and because of how the 

receptionist embarrassed her. 

At follow-up, the USP reported that when she telephoned to make appointment 

with GP 202101 , the receptionist did not state her name and was rushed. The 

USP reported that the receptionist did not explain things properly to her and she 

did not understand why she was being asked if she needed a 15 minute or half 

an hour appointment. The receptionist then asked the USP if she was a new 

patient and when the USP indicated that she was the receptionist informed her 

that she needed a half an hour appointment. The USP felt that the receptionist 

should just have asked upfront if she was a new patient. The USP reported that 

the receptionist then rushed that she would not be bulk-billed and to, "Bring your 

Medicare Card and Eftpos Card'' before hanging up. The USP reported that she 

was left wondering if she was able to pay cash for the consultation. 

The USP reported that when she telephoned to make the appointment with 

GP2021 02 the receptionist was rude and impatient and asked her questions 

about why she wanted to see the doctor which the USP felt was not the 

receptionists business. When the USP replied that she was seeing the doctor for 

"normal medical stuff', the receptionist sighed and replied, "I don 't know if you 

need 15 minutes or half an hour'. The receptionist then abruptly provided an 

appointment time and hung up. The USP reported that she was very 

uncomfortable after the encounter. The USP then called back to change her 

appointment time with the same GP and a different receptionist answered the 

telephone. The USP reported that this receptionist sounded unhappy and like she 

didn't want to be there and the USP reported that the receptionist made her feel 

unimportant. 
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When she arrived for her appointment with GP 202101 , the USP reported that 

she was not aware that there was a ticket machine and was not expecting one in 

a medical practice, so just walked straight up to reception. She stated that the 

receptionist ignored her until she said, "Excuse me". The USP reported that the 

receptionist was then helpful and explained that she had to fill in some 

paperwork. The USP reported that she was moderately comfortable entering the 

practice except, "The ticket machine makes me fee/like I'm in an RTA". The USP 

reported that the 'Welcome' poster, 'Acknowledgement to Country' and other 

material around the practice asking Aboriginal and Torres Strait Islander patients 

to self-identify made her feel welcome as a patient and put her at ease. However, 

she said that she was minimally comfortable in the waiting room because a 

receptionist was yelling at a patient who had left the practice to come back to sign 

some paperwork. 

The USP waited 33 minutes for her appointment and the consultation lasted 13 

minutes. The USP reported that she felt that GP 202101 was nice and seemed 

liked he wanted to help her, and that he listened to her and explained things 

simply and clearly and gave her advice. No referrals to a dietician or lifestyle 

modification program were made. The USP reported that she would return to the 

practice again because the GP made her feel comfortable. 

When the USP arrived for her appointment with GP 202102, she found she had 

been booked in with a different doctor to and was told by the receptionist that she 

would need to come back another day because the doctor she wanted to see 

was booked out and patients with appointments had priority. The USP reported 

that this made her feel like she was not as important as other patients because 

she did have an appointment and that reception shouldn't have made her feel 

that way because it was not her fault that reception had made a mistake with her 

appointment. The USP reported that if she didn't have to make a new 

appointment because she was the study patient, then she would not have 

returned. The USP left and called back later that day to make a new appointment 

with GP 202102. The USP reported that the receptionist who answered the 

telephone was very rude and sarcastic with her and that the receptionist ''didn1 

care that [she] had been booked in with the wrong doctor' and said that the 

receptionist "spoke to [her] like [she] was stupid." The USP reported that the 

receptionist was so rude that she wanted to hang up the telephone and not make 

the appointment. The USP said, "This is the third receptionist I've spoken to. I've 
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called on two separate days and spoken to three different receptionists, and they 

have all been really rude. What's wrong with the receptionists at this practice?" 

The USP reported that she was not at all comfortable making the appointment on 

all three occasions. The researcher can confirm that the USP checked with the 

receptionist on every occasion that she was booked in with the correct GP. 

When she arrived for her visit with GP202102, the USP reported that the 

receptionist she saw was nice and explained what she needed fill out in the new 

patient paperwork but appeared rushed. The USP waited 27 minutes for her 

appointment and spent 20 minutes in the consultation. The USP reported that 

she was very comfortable with the doctor and that he was nice and that he spoke 

clearly and used plain language so she understood him well. No referrals to a 

dietician or lifestyle modification program were made. Although the USP said that 

she would be happy to see the GP again, she reported that if given a choice she 

would not retum to the practice again because the practice was too busy and she 

felt that the reception staff were rude and impatient and they seemed to have no 

time for patients. The GP and staff stated that they did not suspect that the USP 

was the study patient. 

6.6. 7 Evaluation of the implementation of the intervention 

The GP and staff demonstrated positive responses across all four domains of 

NPT. In terms of coherence, they understood that they needed to change their 

Indigenous status identification systems and the practice physical environment, 

as well as gain knowledge and understanding in order to provide appropriately 

targeted care to Aboriginal and Torres Strait Islander patients. 

In terms of cognitive participation, the staff were committed to quality 

improvement and willingly undertook all training, including the Aboriginal and 

Torres Strait Islander Cultural Awareness Training and felt that it helped make 

them aware of why Indigenous status identification was important. In addition, the 

results of the Practice Feedback Reports and the recommendations provided as 

part of the intervention were discussed at both the clinical staff and non-clinical 

staff meetings so that the knowledge gained as part of the intervention was 

transferred to non-participating staff members. 
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There was a high level of collective action. At baseline, the practice was relying 

on patients to self-identify their Indigenous status on a New Patient Registration 

Form, and there was no system in place to identify the Indigenous status of 

existing patients; at follow-up, the reception staff were conscious of ensuring that 

the Indigenous status question was answered and the GPs were making some 

efforts to ask patients their Indigenous status, although this was not yet usual 

routine. The practice made considerable changes to their physical environment to 

help facilitate Indigenous status identification, and displayed Aboriginal artwork, 

an 'Acknowledgment to Country', and patient information leaflets on Indigenous 

status identification in the reception and waiting room area, and displayed the 

'Are you Aboriginal?' sign at reception and in every consulting room. 

In terms of reflexive monitoring, the GPs and some staff saw that more patients 

were being identified as having Aboriginal and/or Torres Strait Islander 

backgrounds, which in turn could lead to them receiving more targeted care. The 

GPs and staff felt that they had gained awareness and felt that the practice's 

physical environment was more welcoming to Aboriginal and Torres Strait 

Islander patients as more patients were self-identifying their Indigenous-status. 

Although positive responses were obtained across all four domains of the NPT, 

the impact of intervention was limited by the high number of GPs employed in the 

practice and the high turnover of reception staff. The full analysis of the 

implementation of the intervention using the NTP framework is provided rn 

Appendix 14. 

Page 197 /347 



6. 7 Practice 203 

6.7.1 Context 

The practice was situated along a shopping str(p on a main road through 

suburban Sydney. The practice comprised two consulting rooms, only one of 

which was used, the other was used as a back-office. 

Organisation of the practice: Practice 203 was a practitioner-owned solo-GP 

medical practice. At baseline the practice was accredited, but the GP decided 

that accreditation was too expensive an exercise to continue compared to what it 

yielded in Practice Incentive and Service Incentive Payments, so the GP did not 

reaccredit his practice. The practice was a private billing practice but many 

patients were bulk-billed at the discretion of the GP. The GP worked full time. His 

wife was the Practice Manager and worked part-time, and two part-time 

receptionists were also employed. There was no nurse employed. Demographics 

of participating staff members have been provided in Table 3 (p70). 

The practice priorities were set by the GP and quality improvement was a high 

priority area. Both he and the staff were open and adaptable to change. There 

were no regular staff meetings, however, if something important needed to be 

discussed or if there was going to be a large change, a meeting was scheduled 

and all staff were asked to attend. Being such a small team, information at other 

times was communicated verbally. The staff were encouraged to have input into 

decisions regarding the practice and this high decision latitude resulted in the 

staff appearing content and relaxed in their workpJace. The staff appeared 

comfortable raising any matters with the GP and there appeared to be good team 

collat:>oration. The participating GP had an interest in Aboriginal and Torres Strait 

Islander health, quality improvement, and for knowledge and skill development in 

general. His keenness to sign up for the study spilt over to the rest of the staff. 

6.7.2 Identification of patient's Indigenous status 

Patients were not asked to fill out a patient registration form at reception. Instead 

reception directly asked patients their name, date of birth, contact details and 

Medicare details and input these directly in the patient medical record. At 

baseline, only the GP asked patients their Indigenous status. This was not done 
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systematically and was often done so primarily on appearance. At follow-up, both 

the reception staff and GPs asked all patients their Indigenous status. The 

Indigenous status of all patients in the practice from the clinical records audit is 

shown in Table 32. 

Table 32. Indigenous status of patients ~18 years(Practice 203) 
Indigenous status Baseline(%) Follow-up(%) 

Aboriginal 1.3 0.9 

Torres Strait Islander 0 0 

Both Aboriginal and Torres Strait Islander 0 0 

Neither 0 5.9 

Refused /Inadequately stated 

Unidentified 98.7* 93.2* 
* Some patients have ethnicity other than Aboriginal and/or Torres Strait 
Islander recorded but the practice software does not record these patients as 
being non-Indigenous. 

At baseline, there was some consensus between the GP and the practice staff in 

regards to how Indigenous status was identified for new and existing patients, 

although one receptionist didn't know how new patients were identified and the 

GP thought that the reception staff also asked new patients their Indigenous 

status. At follow-up there was full consensus that both reception and the GP 

asked all new and existing patients their Indigenous status. At baseline, the GP 

asked the USP her Indigenous status; at follow-up both reception and the GP 

asked the USP her Indigenous status. At both time points the USP's Indigenous 

status was correctly recorded as Aboriginal on the medical record (Table 33). 

Table 33. How the USPs Indigenous status was identified and recorded 
(Practice 203) 

Baseline Follow-up 

USP asked Indigenous status Yes Yes 

Yes- asked on registration form N/A N/A 

Yes - asked by reception No Yes 

Yes- asked by GP Yes Yes 
Indigenous status question asked according to No No Best Practice Guidelines 
USP Indigenous status correctly recorded in 

Yes Yes medical record 
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The staff and GP views regarding the enablers and barriers to Indigenous status 

identification were varied. At baseline, the Practice Manager felt that a lack of 

staff awareness and knowledge was important for Indigenous status identification 

and that a main barrier was that Aboriginal and Torres Strait Islander patients did 

not self-identify because they feared that they would be discriminated against. 

One receptionist did not know What factors inhibited Indigenous status 

identification; the other felt that it was difficult to identify some Aboriginal and 

Torres Strait Islanders because their skin colour was variable. At follow-up, one 

receptionist was still unaware of any barriers to Indigenous status identification 

whilst the other felt patients might not self-identify. However. they and the 

Practice Manager felt that staff having the confidence to ask the Indigenous 

status question and having practice environments that promoted self

identification of Indigenous status were enablers. At both baseline and follow-up, 

the GP felt that practitioners were not comfortable asking patients their 

Indigenous status because they were concerned that non-Indigenous patients 

would be offended. The GP felt that patient safety was an enabler and that a 

visual sym.bol showing a practice was "Indigenous-friendly" might aid self

identification and that reception staff played an important role in the process. 

At baseline, only the GP and Practice Manager were aware that the patient's 

Indigenous status was recorded in the patient medical record; at follow-up all staff 

were aware. 

6.7.3 Assumption of literacy 

Patients were not asked to fill in any paperwork. at reception and hence the 

reception staff did not ask patients if they needed help with paperwork. The GP 

stated that he did ask patients if they needed assistance with paperwork. 

6. 7.4 Practice environment 

The practice was modest and unremarkable. The waiting room area was a good 

size, with room for 11 patients to be seated. Chairs were lined around two walls 

and shop-front style window and there was a 'personal space' gap between each 

chair. There was ample room between the patient seating area and the reception 

desk, affording patients some privacy when at reception. The reception desk was 

situated so that patients could see the reception staff as soon as they entered. 
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On the wall behind the reception desk there were a few health posters including 

ones on e-health and quit smoking. Next to the reception desk there was a large 

pamphlet rack which contained health information pamphlets. The walls in the 

waiting room were bare except for a small painting. There was an array of 

gossip/entertainment magazines available in the waiting room area and a few 

patient health information pamphlets were also on a coffee table with the 

magazines. At baseline there were no posters or pamphlets that either mentioned 

or depicted Aboriginal and Torres Strait Islander peoples, nor was there any 

information encouraging self-identification of Indigenous status. Outside the 

consultation room there was an area cordoned off with a curtain which was used 

for storage and it appeared to be quite cluttered. The large consultation room 

comprised a GP desk (which was cluttered with paperwork), two chairs for 

patients to sit on, an examination table and cupboards. There were also several 

piles of paperwork scattered around the room. 

At baseline the staff felt that the physical environment of the practice was inviting 

to all patients and the GP stated that he hadn't been informed otherwise: uro my 

knowledge yes [the physical environment is inviting] but maybe it's not because 

we don't know what their needs are, but none of my Aboriginal patients have told 

me I must change something in my waiting room", GP 203101. The GP felt that 

an open, inclusive practice was the most important environment to have: ''I don't 

discriminate against any paUents whether they're clean, dirty, badly dressed .. . we 

try to be non-discriminative against, against all our patients, I think that [is] the 

most important environment", GP 203101 . However, he suggested that perhaps 

some sort of visual symbol or signage might make the physical environment of 

the practice more inviting to Aboriginal and Torres Strait Islander patients. He 

suggested that practices could be deemed 'Indigenous friendly' by either an 

external organisation that was specifically trained to assess practices, or by the 

local Aboriginal and Torres Strait Islander community themselves: "Again 

something in the practice that identifies this practice as being, I'll use the words, 

userfriendly ... So, so they must know that here's a practice with a certain logo, so 

you must earn the logo ... because if I welcome them [it] does not mean I am user 

friendly, but there has been some organ-, outside organisation that has 

established this is a user friendly practice. And it may mean that every two or 

three years this practice must be revisited to find out have you still got the same 

standards and discrim-, non-discriminative practices against health .... And a/so 

the actual patient's themselves can come together and say ... well let us approach 
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organisation X that gives the label out and tell them here's another practice that 

we think that. that, that ought to be used", GP 203101 . 

The practice was quite willing to improve its physical environment to Aboriginal 

and Torres Strait Islander patients, and at follow-up displayed the 'Welcome' 

poster and an 'Acknowledgement to Country' on the front door, and a 'Welcome' 

poster on the wall behind the reception desk and another in the hallway. 

Additional health posters with Aboriginal artwork were also displayed on the wall 

behind the reception desk and in the waiting room. The 'Are you Aboriginal' sign 

was prominently displayed on the reception counter and in the consultation room 

in the direct line of site of the patient. Pamphlets encouraging self-identification of 

Indigenous status were also added to the pamphlet rack. 

6. 7.5 Culturally appropriate and targeted care 

At baseline, only the GP had previously completed any Aboriginal and Torres 

Strait Islander Cultural Awareness Training; at follow-up all staff had completed 

training. 

The GP's motivation for taking part in this research was because he was trained 

ahd worked in an African country where indigenous cultural awareness was a 

prominent issue in society and Aboriginal and Torres Strait Islander health was 

also an interest of his. The GP also had an interest in quality improvement and 

tor knowledge and skill development in general. He felt that everyone needed to 

have Aboriginal and Torres Strait Islander Cultural Awareness Training and that 

this needed to be on a local level: '!f think we, uh we all need education in that 

field because as a non-Indigenous person we don't always understand the 

culture ... so there are education that has to take place because we've all got to 

learn. I think even a person who is an Indigenous born doctor, does he know all 

the, I don 't know, maybe he don't because I think it depends on where they're 

brought up, on where they lived. They may also have lost some of the cultural 

aspects of, of their own, uh, uh, group", GP 203101 . 

At baseline, one receptionist felt that culturally appropriate care for Aboriginal and 

Torres Strait Islander patients was treating them the same as any other patient, 

whereas the other staff and the GP recognised that culturally appropriate care 
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included treating patients according to need: "I treat all my patients equal. But I 

am aware some people are more at risk. I know diabetics are more at risk of 

getting other diseases, I know depending where the Indigenous person lives, uh, 

they're different here in Sydney than for example out in the outback, who are in 

the health industry, even poorer', GP 203101 . At baseline, the GP and Practice 

Manager felt that one of the biggest issues regarding the provision of culturally 

appropriate care to Aboriginal and Torres Strait Islander patients was not 

knowing the Indigenous status of the patient. At follow-up, most staff felt that staff 

awareness of culture and what services were available were important in 

providing appropriately targeted care. The GP also felt that continuity of care was 

important. 

The practice staff were not involved with billing patients and were therefore not 

well versed on the MBS Item Number system. The GP felt that although many 

non-Indigenous patients could also benefit from the additional items numbers 

offered to Aboriginal and Torres Strait Islander patients, the Aboriginal and Torres 

Strait Islander morbidity and mortality rates were due to colonisation and hence 

the additional item numbers were warranted for this patient group: "It's a very 

good idea but other people that don't belong to those groups sometimes also 

qualify because there 's a lot of other people wit/1 ot11er illnesses that may, can 

bene lit from this similar items, but /like the idea that we look after our Indigenous 

people .. . Because um unfortunately one of the reasons why their health is so bad 

is because of western man. It's as simple as that ... We are the cause for their ill 

health", GP 203101 . 

He also felt that the MBS Item Number system was exploited by some practices 

in order to generate additional income: "Well if you look at the so called health 

assessments we do on paper ... ah Care Plans, Team Care Plan Arrangements, 

most doctors do them solely just to, to actually generate money and the Federal 

Government has actually said we are not getting any increase in the medical 

rebate according to the CPI because there's other ways to make money for the 

practice. And ah, so there are some practices that will do these check-ups to 

actually, because they care about their patients, but I think a large number of 

them just do it for the sake of the money", GP 2031 01 , 

Table 34 shows that no Aboriginal and Torres Strait Islander or other health 

assessments were performed although there were up to 21 patients identified as 
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Aboriginal and Torres Strait Islander with a total of up to 250 consultations 

between them. 

Table 34. Consultations and Health Assessments for Aboriginal and Torres 
Strait Islander patients (past 2 years) (Practice 203) 

Aboriginal and Torres Strait Islander Patients 

No of consultations past 2 years 

Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81 300) 

Baseline 

21 

250 

0 

0 

Follow-up 

15 

235 

0 

0 

Only the GP was aware of the Indigenous PBS Co-payment Measure available to 

Aboriginal and Torres Strait Islander patients. At baseline, the GP felt that some 

patients were confused about eligibility and that the government hadn't informed 

the population of the scheme or the eligibility requirements, which resulted in GPs 

bearing the brunt of misinformed patients who were disgruntled about not being 

eligible. The GP did not realise that he himself did not correctly understand the 

eligibility requirements, thinking that patients needed to be over 16 years of age 

and have an established chronic disease for more than six months in order to be 

eligible for the program. 

The GP felt that the Indigenous Health Practice Incentive Payment offered to 

practices was, "much too little" but that the requirement to undertake Aboriginal 

and Torres Strait Islander Cultural Awareness Training was a good one: "! can 

understand that they will force you tq update your skills and your knowledge 

about the difference Indigenous people expect from their GP, specialist or 

practice staff, fantastic idea ", GP 203101 . 

The GP felt that tying the Indigenous PBS Co-Payment Measure to the IHIPIP 

disadvantaged Aboriginal and Torres Strait Islander patients and created more 

barriers to accessing care instead of reducing them: "/ first of all believe that to 

link, um to force a practice to be accredited to get co-, co-payments for seeing 

any patient and especially Indigenous patients is wrong. Because for example 

there is often very good doctors that decide they don't want to accredit anymore 

because the red tape to accredit is getting more and the money we're getting 

Page 204 / 347 



back from the government is getting Jess and less. It's actually a waste of time to 

accredit ... so they're actually going to punish Indigenous patients who say /like Dr 

X. he's a marvellous man or woman, he doesn't discriminate against anybody but 

now he's not accredited ... lt's nonsense to tell the practice look you've got to 

accredit to see Indigenous people. If you're not accredited then your Indigenous 

people can't get Co-payments, they can't get this, they can't get that, you 're 

forcing your patients to go and see an inferior doctor ... So. so now you 're 

punishing your patient", GP 203101. 

He felt that tying the Indigenous PBS Co-Payment Measure to the I HI PIP forced 

doctor-shopping and increased health care cost because services were being 

duplicated: " ... if you are not an accredited practice you can't receive a CtG 

prescription at all, it's not allowed and which forces the patient to see me for good 

medicine and then actually they ask another GP to get their prescriptions. Doctor 

shopping, and ah it's so I get paid for the service and the patients goes 

elsewhere to get their prescriptions; two payments for the same thing so it's a big 

fiasco. So I think the Government has to retook at the whole issue of the PBS 

prescription for the Indigenous populations", GP 203301 . 

The GP believed that all medical practitioners, Including specialists should be 

able to offer the Indigenous PBS Co-payment Measure to Aboriginal and Torres 

Strait Islander patients, and that patients should receive a unique CtG number so 

that they could access the Measure anywhere, just like patients with a Health 

Care Concession Card could receive a reduced-cost prescription at any medical 

practitioner: "And why doesn't the same apply to specialists? Why if a patient 

goes from my practice with a referral letter and goes to the heart specialist and 

he writes a prescription, must the patient then come back to me and I've got to 

rewrite the prescription and put the patients CtG number on? What happens if the 

patient goes to casualty, they get a prescription, must the patient wait until 

Monday for me to rewrite the prescription? Double cost, waste of money, waste 

of resources ... They [the Australian Government] didn't think if the patient's got a 

CtG number it should be valid right throughout Australia", GP 203101. 

The GP also felt that the paperwork for the CtG was complicated and 

cumbersome: "/ think it's too complicated. I believe things, things should be 

straight forward. A patient walks in, this is my first name, sumame, my date of 

birth, I'm an Indigenous person, tick the box, done ... But first I've got to ask them, 
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first t11ey've got to sign this form, to me it's, it's nonsense. So indirectly the 

government doesn't trust me, or do they [not] trust the patient? That's the uh 

message I, I think most people get, why must you sign all this documentation?", 

GP 2031.0t 

At baseline, the practice was an accredited practice and was registered for the 

IHIPIP, however due to the confusion about patient eligibility, Aboriginal and 

Torres Strait Islander patients were enrolled in both t:he IHIPIP and the PBS Co

payment Measure (Table 35). The GP decided that reaccreditation was far too 

costly and decided not to reaccredit his practice. When the GP discovered that 

his Aboriginal and Torres Strait Islander patients were no longer able to access 

the Indigenous PBS Co-payment scheme through him and had to see another 

GP for their prescriptions, he wrote a detailed letter to the researcher dismayed 

because he felt his Aboriginal and Torres Strait Islander patients were being 

discriminated against. 

Table 35. Patients enrolled in the IHIPIP and/or Indigenous PBS Co-payment 
Measure (Practice 203) 

Indigenous Health 
Incentive only 
PBS Co-payment 
Measwe only 
Both 

Baseline (Indigenous 
identified patients 

n=21) 

0 

0 

5 

6.7.6 Assessment by the USP 

Follow-~p 

Not applicable 

Not applicable 

Not applicable 

The USP reported that when she rang to make the appointment at baseline, the 

receptionist answered the telephone very politely and gave her name. When the 

USP arrived for her appointment, she reported that the receptionist made eye 

contact with her when she walked in but not when she was speaking to her. The 

USP reported that the receptionist asked for her contact details and Medicare 

Card details quickly and discreetly and then "dismissed [her] to sit down." The 

USP felt that the interaction was cold and impersonal. The USP reported that 

although there were plenty of health information pamphlets, they were not in the 

immediate waiting room area and patients needed to make a point to go and walk 

over to them which she felt would not be comfortable if other patients were 
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watching. The USP stated she would have been more comfortable as a new 

patient entering the practice, at reception and in the waiting room if she would 

have seen a visual symbol of welcome or any health-related pamphlets or other 

information for Aboriginal patients. 

The USP waited three minutes for her appointment and the consultation lasted 1 0 

minutes. The USP reported that she was very comfortable with the doctor and felt 

that he was listening to her and that he spoke to her in a way that she could 

understand. The USP reported that when she enquired as to why the GP was 

asking about her Indigenous status he replied, "Because Aboriginal's get cheaper 

medication". When the USP asked the GP about enrolling into the Indigenous 

PBS Co-payment Measure, she reported that the GP went to the Medicare 

website and misinformed her that she was not eligible because she had not had 

an established chronic disease for over six months. Although the USP was very 

comfortable with the GP, she reported that she would not return to the practice 

again if given the choice due to the "coldl} interaction with reception. 

At follow-up the USP reported that when she rang to make her appointment she 

was cut off by the receptionist who said they were not taking any new patients. 

The USP felt that receptionist didn't even bother trying to help. When the USP 

called back later a different receptionist answered. This receptionist put the USP 

on hold whilst she asked the GP if he would see a new patient. The USP felt that 

this receptionist was trying to help her as a patient. When she arrived for her visit, 

the USP reported that the receptionist was very nice and helpful and that the 

'Welcome' poster, 'Acknowledgement to Country' and signs asking patients to 

identify their Indigenous status made her feel welcome and put her at ease. 

The USP waited 23 minutes for her appointment and the consultation lasted 14 

m1nutes. The USP reported that the GP was nice and she felt that he was 

listening to her, but that he spoke too fast and she felt rushed and could not 

understand the GP. Although the USP was happy with the technical quality of 

care she received, because she felt that there were communication problems 

with the GP she reported that she would not return to the practice again. 

There was little change in the content of the consultation between baseline and 

follow-up and no referrals to dieticians or lifestyle modifications programs were 

made. Although a private billing practice, the participating GP happily bulk-billed 
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some patients, and because the USP was identified as Aboriginal and presented 

with a Health Care Concession Card, he elected to put her through as a bulk-bill 

patient at both time points. The billing was subsequently cancelled and the 

University was charged for the consultations. The GP and staff stated that they 

did not suspect that the USP was the study patient at either time point. 

6.7.7 Evaluation of the implementation of the intervention 

The GP and staff demonstrated positive responses across all four domains of 

NPT. In terms of coherence, they understood that they needed to change their 

Indigenous status identification systems and the practice physical environment, 

as well as gain knowledge and understanding in order to provide appropriately 

targeted care. In terms of cognitive participation, the staff were committed to 

quality improvement and willingly undertook all training, including the Aboriginal 

and Torres Strait Islander Cultural Awareness Training and felt that it helped 

make them aware of why they were identifying patients' Indigenous status and 

stated that they intended to ask all patients in the future. Collective action was 

high: at baseline, the practice relied on the GP to identify the Indigenous status of 

patients; at follow-up, both reception and the GP were working towards making 

Indigenous status identification part of their usual routihes. To facilitate this, the 

'Are you Aboriginal' sign was displayed prominently at reception, in the waiting 

room and in the consultation room; the 'Welcome' poster and 'Acknowledgement 

to Country' were displayed on the front door and the 'Welcome' poster was also 

displayed at reception, in the hallway and in the consultation room; a poster 

promoting Indigenous status identification was displayed at reception ahd 

pamphlets were also added to the patient information rack. In terms of reflexive 

monitoring, the GP saw that more patients were having their Indigenous status 

recorded, and that this was leading to more targeted care, and the staff felt that 

they had gained awareness and knowledge. The full analysis of the 

implementation of the intervention using the NTP framework is provided in 

Appendix 15. 
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6.8 Between Cases and Across Cases 

6.8.1 Identification of patient's Indigenous status 

There was an increase in the number of patients with their Indigenous status 

identified from baseline to follow-up (Table 36). In addition, each practice also 

increased the number of Indigenous-identified patients, with the exception of 

Practice 203 which was no longer seeing some nursing home patients so the 

overall number of Indigenous-identified patients in that practice dropped. 

Table 36. Change between baseline and follow-up: Indigenous status of 
patients 2:18 years [practices n=7 
Pract Time- Indigenous Non-lndig. Refused/ Unidentified 
10 point (%) (%) lnad. f%l (%) 

101 
Baseline 0 41 59 0 
Follow-up 0.12 38.9 60.9 0.08 

102 
Baseline 0 14 0 86 ····--... -.. ..._.~ -··--.... - ....... ___ , .... ·----
Follow-up 0.1 56.3 0.1 43.5 

103 
Baseline 0 0 - 100 

-·--_, __ ,_,_,,_, __ _ ..... 

Follow-up 0.1 3.2 - 96.8 

104 
Baseline 0. 10 4 - 96 
Follow-up 0.26 18 - 81.8 

201 
Baseline 0.11 73.2 - 25.7 
Follow-up 0. 15 96.4 - 2.1 

202 
Baseline 0.2 54.3 - 45.5 
Follow-up 0.5 60.6 - 38.9 

203 
Baseline 1.3 0 - 98.7* 

_, ...... - ....... _,_ ........... --........ - .......... - .... 
Follow-up 0.9# 5.9 - 93.2* 

-Practice software does not have refused/Inadequately stated optton 
* Some patients had an ethnicity other than Aboriginal and/or Torres Strait 

Islander recorded but the practice software did not record these patients as 
being non-Indigenous. 

# Practice was no longer seeing some nursing home patients resulting in the overall 
number of Indigenous-identified patients in that practice dropping between baseline 
and follow-up. 

There are a number of contributing factors for the· increase in the number of 

patients with their Indigenous status identified. At baseline, most practices were 

relying solely on patients to self-identify on the New Patient Registration Form 

(Table 37). At follow-up, although the USP was still not asked her Indigenous 

status 50% of the time, practices were verbally asking more existing patients their 

Indigenous status. This is shown in Table 36 as the number of both new and 

existing patients with their Indigenous status recorded had increased across all 

practices. At baseline, although nearly all practices had some system in place to 
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identify the Indigenous status of new patients via their New Patient Registration 

Form, only two practices (Practice 1 02 and 201) stated that they were working on 

updating the Indigenous status of existing patients, and only Practice 102 could 

demonstrate a definitive system of identifying existing patients to the researcher. 

Both of these practices were practitioner-owned accredited practices; Practice 

102 was a multi-doctor practice (this practice could demonstrate a system for 

identifying existing patients); Practice 201 was a solo GP practice. The reception 

staff and practice managers in both practices had not undertaken any Aboriginal 

and Torres Strait Islander Cultural Awareness Training at baseline, however, the 

practice managers at both practices were actively engaged in the day-to-day 

running of the practice and this suggests that Indigenous status identification was 

as a result of the practice having established systems in place. At follow-up, five 

of the seven practices were working on updating the Indigenous status of existing 

patients, further supporting that the Indigenous status identification systems in a 

practice played an important role in Indigenous status identification. 

Table 37. How the USPs Indigenous status was identified and recorded (8 
USP visits to 7 practices) 

USP asked Indigenous status 

Yes- asked on registration form 

Yes - asked by reception 

Yes- asked by GP 
Indigenous status asked according to Best 
Practice Guidelines 
USP Indigenous status correctly recorded in 
medical record 

* Existing patients only 

Baseline Follow-up 

7 7 

6 6 

3 3 

2 2 

0* 3 

4 4 

At baseline, Practice 102 was the only practice that asked their patients the 

Indigenous status question either verbally or via the patient registration form, 

according to Best Practice Guidelines (Table 37). This again suggests that 

following Best Practice Guidelines for the identification of Indigenous status was 

as a result of the Practice Manager being actively engaged in the day-to-day 

running of the practice and the practice having established practice systems in 

place. This is supported by having an additional two practices having asked the 

Indigenous status question according to Best Practice Guidelines (Table 37) at 

follow-up. 
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At baseline, even though she did not answer the Indigenous status question on 

the registration form and was not verbally asked by reception or the GP, the USP 

was recorded as non-Indigenous at both Practice 101 and Practice 202 based on 

physical appearance alone {Table 37). Both of these practices were corporation

owned practices; one was an accredited practice, the other was not. However, 

Practice 202 had a second GP enrolled in the study and the USP was correctly 

identified as Indigenous on the medical record. At baseline the staff in both 

practices had not undertaken any Aboriginal and Torres Strait Islander Cultural 

Awareness Training and were therefore not aware of why Indigenous status was 

recorded nor of the need to do this. This suggests that it is individual staff 

practices and the practice systems in place within a practice that affect 

Indigenous status identification, not practice accr,editation status or practice 

ownership. The USP was again marked as non-Indigenous in the medical record 

at one USP follow-up visit at Practice 202. According to the Practice Manager, 

the receptionist on duty was a new staff member and the Practice Manager had 

not yet trained her on this aspect of her work. 

At baseline, there was some consensus as to whether or not the patient's 

Indigenous status was recorded in the patient medical record (Table 38), but two 

GPs from separate practices (GP 101101 and GP 103101) did not know if this 

information was recorded. Both GPs were from multi-doctor practices. GP 

101101 was from a non-accredited corporation-owned practice; GP 103101 was 

from an accredited, practitioner-owned practice. Neither GP had undertaken any 

Aboriginal and Torres Strait Islander Cultural Awareness Training. This suggests 

that it is the individual's level of knowledge and awareness and not the number of 

GPs, practice ownership or accreditation status that affects whether staff are 

aware that Indigenous status is recorded in the patient medical record. This is 

further supported by the observation that at follow-up all participants were aware 

that Indigenous status was recorded on the medical record. 
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Table 38. Staff responses as to whether patients' Indigenous status is 
recorded on the patient medical record 

Baseline Follow-up 
GPn=8 Staff n=21 GPn=8 Staff n=13 

(%within (%within (%within (% within 
GPs) staff} GPs) GPS') 

Yes 6 (75%) 17 (81%) 8 (100%) 13 (100%) 
No 0 (0%) 1 (5%) 0 (0%) 0 (0%) 
Don't know 2 (25%) 3 (14%) 0 (0%) 0 (0%) 

Most participants demonstrated more knowledge and awareness regarding the 

barriers and enablers to Indigenous status identification at follow-up compared to 

baseline (Table 39). At baseline, many practices externalised the problem of 

Indigenous status identification to the patient stating that they didn't have 

Aboriginal and Torres Strait Islander patients in their practice, patients were 

reluctant to identify their Indigenous status, patients did not complete forms 

correctly, or patients would be offended if asked their Indigenous status, and 

several participants believed patients Indigenous status could be identified by 

physical appearance. Very few internalised the issue being due to their own 

practice routines and systems. At follow-up the focus shifted from being an 

external one to an internal one, with participants stating that the barriers to 

Indigenous status identification were due to a lack of staff knowledge and 

awareness, staff not feeling comfortable asking patients their Indigenous status, 

staff not asking Indigenous status as part of their normal routines, and practice 

environments which did not promote self-identification of Indigenous status. The 

most marked changes were seen in the participants who fully engaged in the 

intervention and undertook Aboriginal and Torres Strait Islander Cultural 

Awareness Training. 

6.8.2 Assumption of literacy 

All practices in this study assumed their patients were literate because their 

practices were located in urban Sydney. Five of the seven practices used paper

based New Patient Registration Forms. The GPs and staff in the two other 

practices verified to the researcher that they too assumed all their patients were 

literate. This did not change after the intervention. 
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Table 39. Change in staff knowledge regarding the barriers and enablers to Indigenous status identification between baseline 
and follow-u~_{practices n=7) 

Staff knowledge regarding the barriers and enablers to Indigenous status identification 

Practrce Baseline Follow-up 

Participants felt that they did not have any or very few At follow-up, the GPs focus on Indigenous status 
Aboriginal or Torres Strait Islander patients. The GP did not identification was from a practice perspective - he felt that 
have any knowledge in regards to the barriers and enablers staff confidence in asking the question and knowing the 

101 of Indigenous status identification and believed patients why the question was being asked were important, as were 
could have their Indigenous status identified by physical having effective practice systems in place, incorporating 
appearance. Participants that did have knowledge felt that Indigenous status identification into normal practice routines 
patients were reluctant to identify or that they would be and practice environments which promoted Indigenous 
offended if asked their Indigenous status. status identification. 

The GP felt that the practice did not have any Aboriginal or Although the GP felt that awareness was an enabler, she 
Torres Strait Islander patients. The GP felt that a barrier to felt that the main barrier to identification was reception staff 

102 Indigenous status identification was that Aboriginal and 
not asking patients their Indigenous status. She did not see 

Torres Strait Islanders could not be identified by physical 
appearance and that identification was not at the forefront of 

that the clinical staff had a role to play in Indigenous status 

her mind in a consultation. 
identification. 

At follow-up the GP and the staff were much more aware of 
The GPs and staff felt that they did not have any Aboriginal the barriers and enablers to Indigenous status identification. 
or Torres Strait Islander patients. They had very little mentioning a number of issues ranging from patients 

103 knowledge and awareness regarding the barriers and knowledge on why they are being asked the question, staff 
enablers to Indigenous status identification, and the GP felt being comfortable asking the question. incorporating asking 
that Aboriginal and Torres Strait Islander patients could be the question into normal practice routines and providing 
reluctant to disclose their Indigenous status. welcoming practice environments that promoted self-

identification of Indigenous status. 
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Practice 

104 

201 

Staff knowledge regan:nng the baniers and enablers to Indigenous s~tus identification 

Baseline 

The GP felt that patient safety played a role in Indigenous 
status identification and believed that some people may not 
want to identify their Indigenous status at reception but 
would be more willing to do so in a private consultation with 
a GP, and recognised that practice environments played a 
role in providing culturally safe environments. She also felt 
that the Indigenous status identification question should be 
asked in a standardised way. She was not aware why 
Indigenous status was recorded. The Operations Manager 
felt that Practice Accreditation played a role in Indigenous 
status identification, in that accredited practices were more 
than likely to identify Indigenous status because of 
accreditation requirements. 

There was a general consensus that it was the patient's 
responsibility to self-identify. The Practice Manager felt that 
patients were reluctant to do so; the GP recognised that 
patient safety played an important role, and felt that time 
was also an issue. 

Follow-up 

At follow-up, the GP had a much rounder view regarding the 
barriers and enablers to Indigenous status identification, 
stating that there were barriers that existed with the GP, the 
practice environment and as well as with the patient 
themselves. The Operations Manager felt that the 
processes at reception were major factors which influenced 
Indigenous status identification (firstly asking the question, 
secondly ensuring that patients had completed the 
Indigenous status question), as well as a need for GPs to 
also check. He also recognised that welcoming practice 
environments promoting Indigenous status identification 
played an important role. 

At follow-up, all felt that the barriers to Indigenous-status 
identification were that patients may not want to self
identify: the GP and receptionist felt this was due to patient 
safety; the Practice Manager felt that both patient safety 
and staff comfort asking the question played a role. They all 
felt that asking patients to self-identify on a form was a non
confrontational method. 
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Practice 

202 

203 

Staff knowledge regarding the barriers and enablers to Indigenous status identification 

Baseline 

The views regarding the enablers and barriers to Indigenous 
status identification were quite divergent. Enablers included 
staff education, cultural awareness training, having 
adequate time, patient safety and one receptionist felt that 
physical appearance was an enabler; barriers included 
patients not self-identifying, staff not prompting patients to 
complete the section on the registration form if it had not 
been answered, lack of staff awareness, lack of time and the 
medical record software program not displaying Indigenous 
status in a prominent position on the computer screen. 

The views regarding the enablers and barriers to Indigenous 
status identification were varied. The Practice Manager felt 
that a lack of staff awareness and knowledge was important 
for Indigenous status identification and that a main barrier 
was that Aboriginal and Torres Strait Islander patients did 
not self-identify because they feared that they would be 
discriminated against One receptionist did not know what 
factors inhibited Indigenous status identification; the other 
felt that it was difficult to identify some Aboriginal and Torres 
Strait Islanders because their skin colour was variable. The 
GP felt that GPs were not comfortable asking patients their 
Indigenous status because they were concerned that non
Indigenous patients would be offended, and that a visual 
symbol showing a practice was "Indigenous-friendly'' might 
aid self-identification and that reception staff played an 
important role in the process. 

Follow-up 

The responses were much more focused towards having 
effective practice systems in place, having staff awareness 
of why the Indigenous status question was being asked and 
staff being comfortable asking the question, and having 
practice environments that promoted self-identification of 
Indigenous status, as well as having sufficient time. One GP 
mentioned that the practice's patients were from diverse 
ethnic backgrounds, making it difficult to focus on one 
ethnicity. 

At follow-up, one receptionist was still unaware of any 
barriers to Indigenous status identification whilst the other 
felt patients might not self-identify, whilst the GP felt that 
non-Indigenous patients might be offended being asked 
their Indigenous status. All staff, including the GP, felt that 
having practice environments that promoted self
identification of Indigenous status were enablers and that 
the 'Are you Aboriginal' sign helped staff confidence in 
asking the question. 
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6.8.3 Practice environment 

At baseline, Practice 201 displayed a large piece of Aboriginal artwork at 

reception and the USP found that this visual symbol immediately made her feel 

more at ease, and made her feel welcome in the practice by giving her a sense of 

belonging. No practices had any posters, signs or other information that either 

mentioned or depicted Aboriginal and Torres Strait Islander peoples and the 

practice environments were found to be uninviting to Aboriginal and Torres Strait 

Islander patients (Table 40). At follow-up every practice had made at least some 

improvements. Staff and GPs in some practices were very limited in their 

capacity to change the physical environments at their work because they felt they 

did not have input into the decision making (for example Practice 101), which 

demonstrates that team work and self-efficacy were also important factors in 

creating welcoming practice environments. 

Table 40. Change between baseline and follow-up for visual symbols to 
encourage self-identification of Indigenous status (practices n=7) 
Item Baseline Follow-up 

Brochures encouraging self-identification 0 7 

Signs/posters encouraging self-identification 0 6 

Aboriginal artwork/flag 1 6 

Acknowledgement to Country 0 3 

6.8.4 Culturally appropriate and targeted care 

At baseline, there was an overall general lack of Aboriginal and Torres Strait 

Islander Cultural Awareness Training undertaken across all practices (Table 41 ); 

this had increased by 56% (GPs) and 89% (staff) at follow-up. At baseline. 

participants who had not undertaken any Aboriginal and Torres Strait Islander 

Cultural Awareness Training previously stated that they did not know what the 

barriers and enablers to Indigenous status identification were, or they had 

assumptions which included there were no barriers to Indigenous status 

identification in general practice, that Aboriginal and Torres Strait Islander 

patients did not want to identify and/or it was the responsibility of patients to self

identify. The participants who had undertaken some Aboriginal and Torres Strait 

Islander Cultural Awareness Training believed that the barriers to Indigenous 

status identification and the provision of culturally appropriate care included a 

lack of staff training and knowledge, lack of practice systems, and practice 
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environments that did not promote a safe environment for patients to self-identify. 

However, knowledge and awareness from Aboriginal and Torres Strait Islander 

Cultural Awareness Training alone did not result in patients' Indigenous status 

being identified, demonstrating that these must be combined with effective 

practice systems and welcoming practice environments. This is supported by the 

results at follow-up: more participants were aware of the barriers and enablers to 

Indigenous status identification and the provision of culturally appropriate care, 

and practice systems and practice environments were improved, which resulted 

in many more patients having their Indigenous status recorded. 

T bl 41 N b f taft h . a e . urn ero s avmg un e d rtak en cu It t .. ura awareness rammg 

Cultural Baseline Follow .. up 

Awareness GP n=S Staff n=21 GP n=S Staff n=17 

Training (%within (%within (%within (%within 
GPs) staff) GPs) staff) 

Last 12 months 1 (12.5%) 0 (0%) 6 (75%) 16 (94%) 

> 12 months 2 (25%) 1 (5%) 1 (12.5%) 0 (0%) 

Few practices had any engagement with the local Aboriginal and Torres Strait 

Islander community, or an AMS/ACCHS. Two respondents (GP 201101 and 

Practice Manager 202301) assumed engagement with the Medicare Local meant 

that they had engagement with the AMS/ACCHS. GP 102101 stated that there 

was nothing like direct exposure to Aboriginal and Torres Strait Islander peoples 

to develop cultural awareness and believed that she was going to gain valuable 

knowledge and skills from her engagement with a rural AMS. Indeed, the 

researcher observed a considerable growth in this GP with respect to her 

knowledge and attitudes in regards to Aboriginal and Torres Strait Islander health 

since her volunteer placement began. This demonstrates that a greater 

engagement between a practice, AMS/ACCHS and their local Aboriginal and 

Torres Strait Islander communities leads to enhanced awareness, knowledge and 

attitudes of practice staff and the provision of care to Aboriginal and Torres Strait 

Islander patients. 

Few health assessments were undertaken on Aboriginal and Torres Strait 

Islander patients (Table 42). There was no difference amongst accredited and 

non-accredited practices, solo or multi-doctor practices, practitioner or 

corporation-owned practices, or people having undertaken Aboriginal and Torres 
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Strait Islander Cultural Awareness Training. However, many aspects within a 

health assessment may be covered over a number of consultations and therefore 

not billed and/or recorded in the medical record as a specific health assessment 

item number; hence these figures may not accurately represent the care given to 

patients. 

Table 42. Consultations and Health Assessments* for Aboriginal and Torres 
Strait Islander patients (past 2 years) 

Aboriginal and Torres Strait Islander-identified 
patients 
No of consultations past 2 years 
Aboriginal and Torres Strait Islander Health 
Check Assessments: (MBS Item 715) 
Other Health Check Assessments: (MBS item 
numbers 703, 705, 707, 10986, 10987, 81300) 

Total all practices I 
Baseline Follow-up 

73 131 

591 795 

3 10 

0 0 

• The number of health assessments performed has been calculated from the patient 
medical and/or billing records. Many areas within a health assessment may be 
covered over a number of consultations and therefore not billed and/or recorded in 
the medical record as a specific health assessment item number; hence these 
figures should be viewed with caution. 

Several participants (GP 202101 , GP 202102, Practice Manager 201301 and 

Practice Manager 202301) felt that the MBS Item Number system was 

cumbersome and time consuming. GP 202101 and Practice Manager 201301 felt 

that it was easier to claim a standard consultation (Item 23) or a Long 

Consultation (Item 36) than for GPs to look up items numbers. 

GP 202102 and Practice Manager 202301 felt that the complexity in registering 

patients for the I HI PIP and/and or Indigenous PBS Co-payment Measure resulted 

in many practices not engaging in these programs. This can be clearly seen at 

baseline, where the confusion regarding eligibility criteria and registration of 

patients into these programs resulted in IHIPIP-registered practices automatically 

registering patients for both the IHIPIP and the Indigenous PBS Co-payment 

Measure. It seems highly likely that that many practices were confused about 

their patient's elig ibility into these programs and did not enrol patients into the 

Indigenous PBS Co-payment Measure because the patients were not eligible for 

the IHIPIP. The number of patients enrolled into the Indigenous PBS Co-payment 

Measure and the IHIPIP for each practice are shown in Table 43. 
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Table 43. Patients enrolled in the IHIPIP and/or Indigenous PBS Co-payment 
Measure 

Baseline Follow-up 
Pract- No. No. 

ice lndig. I HI PIP PBS 
Both lndlg. I HI PIP PBS 

Both 
Pat. only only Pat only only 

101 0 N/A N/A N/A 3 N/A N/A N/A 
102 1 N/A N/A N/A 4 N/A N/A N/A 
103 0 N/A N/A N/A 3 N/A N/A N/A 
104 4 N/A N/A N/A 12 1* 0* 0* 

201 13 0 0 6 15 0 0 5 

202 34 0 0 0 79 0 13 2 

203 21 0 0 5 15 N/A N/A N/A 
Total 73 0 0 11 131 1 13 7 

% 100 0 0 15 100 0.8 9.9 5.3 
N/A Not applicable: Pract1ce was not registered to the IHIPIP and therefore could not 

enrol patients in the IHIPIP or PBS Co-payment measure 

* Practice had been awaiting a visit from the Medicare Local CtG Officer to have the 

paperwork for enrolling patients in the CtG and PBS Co-payment Measure 

explained to them. The visit from the Medicare Local was delayed until shortly 

before the follow-up visit. The practice was still not fully aware how to enrol 

patients into the scheme after the visit. 

6.8.5 Assessment by the USP 

The USPs' perceptions of their interactions with the GPs and staff and their 

experience as a patient in each practice shows that the experience at reception 

and in the waiting room for Aboriginal and Torres Strait Islander patients is just as 

important as in the consultation, and their decision of whether or not to return to a 

GP relies on their more than just the interaction with the GP. If patients have a 

negative experience at reception or in the waiting room, they may not return to 

the practice again to see the GP regardless of how happy they are with the GP. 

Table 44 summarises the USPs perceptions of their interactions and experience 

as a patient in each practice. 
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Table 44. Summary of the USPs perceptions of their interactions and experience as a patient in each practice 

Pra:ce I Baseline I Follow-up 

101 

102 

USP found receptionist on one visit to be very rude and 
dismissive and was embarrassed and humiliated because 
the receptionist asked her personal and confidential 
information from where she was seated in the waiting room 
whilst other patients were present. On another visit, a 
different receptionist was manning the desk and there was 
chatting amongst the patients the USP found the waiting 
room had a more welcoming air. USP would have felt more 
at ease if there was a visual symbol of welcome in the 
practice. Although the USP was comfortable with the doctor 
and felt that he was very nice, the USP reported that on the 
first visit she would not visit the practice again because of 
the way she was treated by reception. 

The USP was so startled by the gruffness of the receptionist 
when she initially rang to make her appointment that she 
had to hang up the telephone and call back. USP felt that 
the receptionist on duty the day of her appointment created 
a relaxed atmosphere in the practice by laughing and talking 
with the patients. The USP was moderately comfortable with 
the GP, and felt that the GP was concerned for her health 
and explained things so that she could understand them. 
USP said she would return to the practice again. 

When the USP telephoned to make the appointment the 
receptionist was abrupt, rude and arrogant. On the day of 
the visit, the USP found the receptionist on duty to be very 
nice, friendly and helpful. The 'Welcome' poster under the 
reception desk made USP feel welcome and more at ease. 
USP was comfortable with the doctor and felt that he was 
very nice. USP stated that she would return to the practice 
again if given the choice because she had had a positive 
encounter with both reception and the GP. 

After being on hold for nearly 12 minutes to make her 
appointment, the receptionist took the USP off hold and 
then kept talking to someone else which made the USP feel 
like she was not a priority. USP found the receptionist on 
duty on the day of her visit to be very nice. USP felt that the 
GP explained things well, was not judgemental, made her 
feel welcome and comfortable, and made her feel important 
as a patient because she wasn't rushed and seemed to 
have time for her. USP said shewould return to the practice 
again. 
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Practice 
10 

103 

104 

Baseline 

USP found the receptionist polite, helpful, fast and thorough 
when she rang to make her appointment. At her visit, the 
USP found the reception staff friendly. Receptionists made 
eye contact with the USP. USP would have felt more at 
ease if there was a visual symbol of welcome in the 
practice. USP felt that the GP was thorough and explained 
things well. USP said that she would return to the practice 
again because she felt the doctor and reception staff were 
nice and the doctor was good. 

USP found the receptionist polite and friendly when she 
rang to make her appointment. At her visit, USP would have 
felt more at ease if there was a visual symbol of welcome in 
the practice. USP felt very comfortable and at ease with the 
GP. USP felt that the GP explained things well. USP said 
that she would return to the practice again. 

Follow-up 

When the USP called to make her appointment, the 
receptionist made her feel important because the 
receptionist was not rushing and had time for the USP. The 
'Welcome' poster and 'Acknowledge to Country' made USP 
feel at ease and welcome as a patient. The USP found the 
reception staff very nice and friendly and said they made 
her feel important as a patient. GP spoke too quickly for 
USP to understand. USP felt that the GP was not listening 
to her because she asked the USP the same questions 
several times during the consultation. Although the USP 
found the receptionists and GP very nice, she felt the GP 
was rushing and didn't really want her there as a patient and 
just wanted to get the consultation over with and hence 
stated she would not return to the practice again. 

USP found the receptionist very nice and very well
mannered when she rang to make her appointment and 
made her feel welcome and like she was just as important 
as any other patient. At her visit, the USP found the 
receptionist on duty was extremely rude and acted like she 
didn't want to be there and made the USP feel like she was 
also not wanted at the practice. The receptionist initially 
ignored the USP which made her feel "invisible." 
Receptionist did not look at USP throughout encounter. 
USP felt the GP was nice and friendly but was rushed. 
Although the USP would see the doctor again in another 
venue, she would not return to the practice again because 
of the receptionist's rudeness and the way the receptionist 
made her feel like she was not wanted at the practice. 

Page 221 I 347 



Practice 
lD 

201 

202 

-

Baseline 

USP found the receptionist polite and friendly when she 
rang to make her appointment. At her visit, the USP found 
the receptionist was very pleasant and approachable and 
made eye contact. The large Aboriginal painting at reception 
put the USP at ease when she entered the practice and she 
felt welcome and had a sense of belonging, but the sign in 
the waiting room informing patients they were being videoed 
made her uncomfortable. USP was not at all comfortable 
during the consultation: she felt that the GP should have 
been addressing her and not the medical student during the 
consultation. USP said the GP did not explain things well , 
used big words and she felt that he was showing off to the 
student. GP did all the talking. Told USP to buy blood 
pressure machine and monitor her own blood pressure and 
come back if she needed to. USP felt GP stereotyped 
Aboriginals and she was offended at being cast as a 
rural/remote Aboriginal when she was an urban Aboriginal. 
She said she would not attend the practice again. 
Visit 1: USP was on hold for 8 minutes before she could 
make her appointment. The receptionist had difficulty 
understanding her. At her visit, USP felt that reception 
ignore everyone walking in and out USP explained patients 
are required to take a ticket and are treated like a number. 
USP was very comfortable with the GP and felt that he was 
nice and down to earth. GP provided written instructions for 
the USP regarding her medication change so that she 
wouldn't forget the instructions. The doctor had also 
provided his mobile number and offered to make a house 
call for follow up. Although the USP would see the GP 
again, she would not return to the practice because she felt 
the process at reception was cold and impersonal. 

Follow-up 

USP found receptionist to be nice and friendly when she 
rang for the appointment. When she arrived for her 
appointment, USP found the receptionist very nice and 
helpful and explained what she needed to fill in on the form. 
USP was very comfortable with the GP and felt like he 
wanted her there. GP explained things to her in a way that 
she could understand and USP felt like the GP was listening 
to her. USP said that she would return to the practice again 
because she felt it was a nice environment. 

Visit 1: When making the appointment, USP felt that 
receptionist was rushed and did not explain things properly. 
USP was initially ignored by the receptionist when she 
arrived for her appointment, but the receptionist was helpful 
after the USP gained her attention. Aboriginal visual of 
welcome made the USP feel welcome and put her at ease. 
USP was uncomfortable in the waiting room because a 
receptionist was yelling at a patient who had left the practice 
to come back. USP felt that the GP was nice and seemed 
liked he wanted to help her, that he listened to her and 
explained things simply and clearly and gave her advice. 
USP said that she would return to the practice again 
because the doctor made her feel comfortable. 
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Practice 
10 

-

Baseline 

Visit 2: USP found receptionist polite and informative when 
making the appointment. At her visit, the USP was very 
embarrassed by the receptionist discussing her billing from 
where she was seated in the waiting with other patients 
listening to the conversation. USP found GP to be nice and 
explained things well and made her feel comfortable. 
Although USP would see GP again, she would not return to 
the practice because of how she was treated by reception 
staff. 

Follow-up 

Visit 2: When making the appointment, the USP felt that 
receptionist was rude and impatient and was asking her 
questions about why she wanted to see the doctor which 
the USP felt was not the receptionists business. 
Receptionist ended the phone call abruptly. The USP called 
back to change her appointment time and a different 
receptionist answered the telephone. USP felt this 
receptionist sounded unhappy and like she didn't want to be 
at work and this made her feel unimportant as a patient. 
When the USP arrived for her appointment, she was booked 
in with the wrong GP and told that patients with 
appointments had priority and that she would need to come 
back. Because the USP did have an appointment and the 
practice had made a mistake with her booking, she felt she 
was not as important as other patients and said if she didn't 
have to make a new appointment because she was the 
study patient, then she would not have. When the USP 
called back to make a new appointment later that day, she 
found the receptionist to be very rude and sarcastic and 
said the receptionist spoke to her like she was stupid. The 
receptionist was so rude that the USP wanted to hang up 
the telephone and.not make the appointment. When arriving 
for her visit , the USP found that the ticket machine made 
her feel like she was in a motor registry office. The artwork 
and other material made her feel at ease and welcome as a 
patient. The USP found the receptionist on duty to be nice, 
but rushed. The USP found the GP to be nice; he spoke 
clearly and used simple plain language. USP said she 
would see the GP again but not at that practice because 
she felt that most of the reception staff were rude and 
impolite and seemed to have no time for patients. 
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~ Practice 

10 

203 

Baseline 

USP found receptionist very polite when she called to make 
her appointment. At her visit, receptionist made eye contact 
with the USP when she walked in but not when speaking to 
her. The USP felt like she was dealt with in a dismissive 
way by the receptionist and that the interaction was cold 
and impersonal. USP would have felt more at ease if there 
was a visual symbol of welcome in the practice. USP found 
GP friendly and he explained things to her in a way that she 
could understand. USP said that she would not return to the 
practice again due to the "cold' interaction with reception. 

-

Follow-up 

When USP rang to make her appointment she was cut off 
by the receptionist who said they were not taking any new 
patients. USP felt that the receptionist didn't even bother 
trying to help. When she called back later a different 
receptionist answered, put her on hold whilst she asked the 
GP if he would see a new patient. The USP felt that this 
receptionist was trying to help her as a patient. At her visit, 
USP said that all the artwork and other material made her 
feel welcome and put her at ease. USP found receptionist to 
be nice and very helpful. USP found GP nice and felt that he 
was listening to her, but felt that he spoke too fast and she 
felt rushed and could not understand the GP. USP was 
happy with the technical quality of care she received but 
because she felt that there were communication problems 
she would not return to the practice again. 
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6.8.6 Evaluation of the implementation of the intervention 

As outlined In Section 5.3 in Chapter 5, the Normalisation Process Theory (NPT) 

is a theory that focuses on processes becoming embedded and sustained 

(thereby normalised) within practice, and helps to understand why some 

processes become normalised while others do not. The four domams of NPT are: 

Coherence (the meaning and sense-making by the participants): Cognitive 

Participation (the level of participant engagement and commitment); Collective 

Action (the work done by the participants to enable the practice to happen); and 

Reflexive Monitoring (the formal and informal appraisal of the utility and 

effectiveness of the practice). These domains are in a non-linear dynamic 

relationship with each other as well as the organisational context. May et al 

propose that in order for an intervention to be effectively implemented all four 

domains of NPT need to be met. 

Table 45 shows that each practice met the NPT domains at different levels. Table 

45 also shows that the organisation of the practice (the individual practices and 

internal factors which may affect performance, such as the characteristics and 

training of the team members, staff decision-latitude, culture of the organisation, 

and team collaboration)157 affected how well the domains of NPT were met. 

Coherence was highest in practices where all staff participated in the intervention 

and where the participants recognised that they needed to change (Practice 

203). Not everyone in the practice needed to take part in the intervention for 

there to be an acceptable level of coherence; this could be achieved by the 

practice translating the information and knowledge to all its staff members 

(Practices 103, 202). Cognitive participation was highest in practices where all 

the staff openly participated in the intervention and were willing to learn, and 

where staff and GPs saw that they had the self-efficacy to make a difference 

(Practice 203). Cognitive participation was limited in practices where staff simply 

went through the motions of attending meetings but were not focused on 

engaging in the intervention (Practices 102, 201 ). Not everyone in the practice 

needed to take part in the intervention for there to be an acceptable level of 

cognitive participation; this could be achieved by the practice translating the 

information and knowledge to all its staff members (Practices 103, 202). As 

expected, the more coherence and cognitive participation within a practice, the 

higher the collective action (Practice 203). Not everyone in the practice needed to 
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take part in the intervention for there to be a high level of collective action; 

practices that functioned well as a team were able to translate the knowledge and 

skills onto non-participating staff members which resulted in higher levels of 

collective action across the practice (Practices 103, 202). Reflexive monitoring 

was highest in practices that fed back the results to all staff members (Practice 

103, 203). The follow-up feedback practices received about how many more 

patients had their Indigenous status identified and how many more had received 

targeted care, acted as impetus for staff to continue investing time and energy 

(cognitive participation). to continue asking patients their Indigenous status and 

providing targeted care (collective action), and increased coherence (Practices 

101, 103, 202, 203). 
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Table 45. Evaluation of the implementation of the intervention across practices (n=7) 
Practice 1 01 

Context: Corporate-owned, not accredited. PM covered several practices, seldom present. 2 Frr GPs, 7 Prr reception staff; some got 
rotated at other practice. 

Team Functioning: Staff had no. decision latitude -7 low staff morale; poor team functioning. General apprehension amongst staff 
whether or not PM would know their individual responses. Quality improvement not a priority area for the PM. PM resistant to change_. __ 
Coherence: After participants : Cognitive Participation: Both Collective Action: The GP Reflexive Monitoring: The GP saw 
received the baseline Practice the receptionist (before she and receptionist made a the positive impact the intervention 
Feedback Report Which was excluded) and the GP felt conscious effort to remember had had on both himself and the 
showed the results of the that the intervention was a to ask patients their receptionist and how this would, in 
clinical audit and the USP visit, I good way of learning about Indigenous status, despite turn, benefit Aboriginal and Torres 
they understood that in order how to provide the best being the only people in the Strait Islander patients. 
to improve Indigenous status possible care to Aboriginal and practice to do so, and even 
identification and provide Torres Strait Islander patients. though the PM did not allow 
appropriately targeted care . . . . . her to finish the training, the . . 
they needed to improve their <?o~mtlve partlcrpatlon was receptionist prompted the USP I undertook the rnterventron. 

Reflexive monitoring was limited 
due to the number of staff that 

practice systems and llm1ted as only two staff to complete the Indigenous 
environments. ~ember~ undertook the status question on the Patient 

rntervent1on and knowledge Registration Form at the 
There was limited coherence was not transferred to the follow-up visit. 
as only two members of the other staff. 
practice received the There was little collective 
intervention, and only one (the I action because only two staff 
GP) was allowed to continue in participated in the intervention 
the study as the PM did not · and knowledge was not 
allow the reception staff to I transferred to other staff. 

artici ate. i 

Outcomes: Improvements - Indigenous status recording by one receptionist and GP; physical environment within the GPs consultation 
room, 'Welcome' poster at reception; knowledge, attitudes and beliefs regarding barriers and enablers to Indigenous status identification 
and the provision of appropriately targeted care. 
The impact of the intervention was limited due to the small proportion of staff that participated and the poor team environment which 
resulted in staff not working co-operatively and knowledge not being transferred to other staff members. 
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Practice 1 02 

Context~ GP owned 2 practices. Both were Accredited. PM covered both practices, Staff: 5 PfT GPs, 1 FfT nurse, 1 PfT PM, 9 PfT 
reception staff. All staff except the nurse worked across both practices. 

Team Functioning: Staff had no decision latitude ~ low staff morale; poor team functioning. General apprehension amongst reception 
staff whether or not the PM and Principal would know their responses. Some reception staff openly expressed their dissatisfaction with 
their lack of decision latitude, and work-load compared to remuneration. PM and Principal open to change particularly if relevant to 
Practice Accreditation, but PM and staff regarded change as extra work. 

Coherence: Although the GP l ·c·o~i'ilitive P.a.rt"i'cipation: .... cS'nTy ..... T coiiect'ive Action: The GP 
understood that a USP would i the participating GP was ,. was impatient for most visits 
present at the practice and I initially keen to learn of ways to and usually enquired how long 
feedback would be provided on I improve her level of knowledge ! each session would take and 
the visit, she developed the I to improve the quality of care ~1~ tried to cut the sessions short. 
impression throughout the ! offered to Aboriginal and She would not undertake any 
~tudy th~t the main aim of the 1 Torres Strait Islander p.ati:nts. I cultural aw~reness training. 
mtervent ton was to enhance 1 She felt that the recepttomsts i The GP believed that the 
her cultural awareness I were already identifying I receptionists were effectively 
knowlec;ige, yet she would not I patients' Indigenous status and I checking patient's Indigenous 
undertake the cultural i did not recognise that she had 1 status and would not check 
awareness training offered. I to change anything she did. 1 this information herself. 

No other member of staff j! There was no cognitive J There was no collective action. 
would take part in the participation. 
intervention and hence there ' 
was no coherence on a 

I Reflexive Monitoring: The GP 
j would not recognise that any 
I change in the practice (even 
I physical changes such as signage) 
I was as a result of the intervention, 
I and believed that all her increased 
'j knowledge and awareness was due 
to her volunteer placement at a rural 

l AMS. 

The staff had not taken part in the 
intervention and there was no 
reflexive monitoring. 

practice level. 1 I _j. 
Ou-tcomes·: .... lmprove.me.nts- 'Ar~-y.ou Aborlg.inai?· sign .... a .. n'd .. "i'n-dige~ous ... status identific.ati·o·n .... pa·m .. p'hlets-.. at reception; increased number of 
patients with Indigenous status identified. 
The practice had $Orne well-established Indigenous status identification systems in place, which were driven by Practice Accreditation. 
Although reception staff checked patients' Indigenous status, they were not aware why the information was being collected. The GPs 
(excluding the participating GP) were not interested in Aboriginal health and did not check Indigenous status or provide appropriately 
targeted care. No domains of NPT were met and there was no effect of the ini~~Dtion at the practice level. 
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Practice 103 

Context: GP owned practice. Accredited. No PM. Staff: 3 FfT and 2 PfT GPs, 2 FfT and 2 PfT reception staff. 

Team Functioning: Although only 1 GP enrolled in the study, the Practice Principals were very supportive of her and the reception staff 
taking part in the study. Staff had high decision latitude ~ good staff morale and team functioning. Quality improvement was a priority 
area and the Practice Princioals were ooen to chanae. 
Coherence: Although all ' Cognitive Participation: The Collective Action: Reception 
members of the practice did reception staff and staff were making a conscious 
not believe that they had any participating GP willingly effort to ask all patients their 
Aboriginal and Torres Strait undertook all training, including Indigenous status, however, 
Islander patients, they believed the cultural awareness training the participating GP often 
that the intervention would help and felt that it helped make forgot to ask patients. Visual 
them gain knowledge and them aware of why they were symbols of welcome were 
awareness regarding their identifying patients' Indigenous displayed in the waiting room 
Indigenous status recording status. and reception. The 'Are you 
systems and the provision of . . . . . Aboriginal' sign was placed 
care. After they received the The Pra~trce ~nnclpals_ did not I prominently in every consulting 
baseline Practice Feedback engage_m !he Intervention at i room (including that of non-
Report, the participants fully the begmnmg of the s~udy. [ participating GPs) as a prompt 
understood that they needed to ; After they sta~ed seel~g the . to patients, resulting in the 
improve their practice systems effects of the Intervention on non-participating GPs being 
and environments. the r~st of t_he_staff, th~ prompted to ask patients their 

Pract1ce Pnnc1pals act1vely Indigenous status as well. 
Participating GP and engaged in identifying patients' · 
receptionists kept the Practice Indigenous status and there Collective action was high at 
Principals fully informed and was cognitive participation at the practice level. 
there was coherence on a the practice level. 

ractice level. 

Reflexive Monitoring: The GPs 

1 

and reception staff saw that more 
patients were having their 

j lndigenous status recorded, and 
1 that this in turn could lead to more 
i targeted care. The GP and staff I also realised that the study was 

having a flow-on effect to other GPs 
. in the practice and that the Practice 
I Principals were identifying the 
! Indigenous status of patients as 

well. 

Reflexive monitoring was high. 

Outcomes: Improvements- Patient Indigenous status recording by all staff, including those not participating in the study; the physical 
environment at reception, the waiting room and every consultation room; knowledge, attitudes and beliefs. 
There was a good working relationship between the reception staff, GPs and Principals, and the knowledge and awareness of those 
participating in the intervention was transferred to the rest of the GPs to result in a whole of team approach and therefore the intervention 
was effectively implemented at the practice level. 
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Practice 1 04 

Context: Corporation owned practice. Accredited. Operations (Ops) Manager covered several practices. Staff: 4 FfT and 2 PfT GPs, 1 
FfT nurse, 5 PfT reception staff. 

Team Functioning: Staff had some decision latitude. Clinical and non-clinical staff had separate meetings. Ops Manager decided what 
changes would occur within the practice. Ops Manager was open to change, particularly if it was relevant to quality improvement and/or 
Accreditation. 

Coherence: Both the 
participating GP and the Ops 
Manager were keen to 
implement any change that 
would ensure patients received 
appropriately targeted heath 
care. After receiving the 
baseline Practice Feedback 
Report, they fully understood 
that they needed to improve 

' cognitive Pa.rtic"ipation:··rhe _ ..... : coiiect'iv'e ... A'Cti"on: The GP 
GP and Ops Manager willingly consciously made an effort to 
undertook all training, including incorporate Indigenous-status 
the cultural awareness training identification into her usual 
and felt that it would help routines and to provide 
increase their awareness appropriate-ly targeted care, 
about effective Indigenous- however, did forget at times 
status identification systems when time and other 
and providing appropriate care. constraints placed pressure on 

her. 
their practice systems and The knowledge was not 
environments. Ops Manager transferred onto the other staff Although the Ops Manager 
realised the important role and therefore only two placed the 'Are you Aboriginal' 
reception had to play in members of the practice were sign in all consulting rooms as 
identification and creating actively engaged, and only the a prompt to patients and the 
welcoming environments, GP had contact with patients; non-participating GPs, he did 
however, he would not invite hence there was limited not transfer the knowledge 
other GPs or reception staff to cognitive participation at the onto these GPs or the 
participate and hence there practice level. reception staff and there was 
was limited coherence on a no collective action on a 

Reflexive Monitoring: The GP and 
Ops Manager saw that more 
patients were having their 
Indigenous status recorded and that 
more patients were being identified 
as having Aboriginal and/or Torres 
Strait Islander backgrounds, which 
in turn could lead to them receiving 
more targeted care. 

However, as no other member in 
the practice was aware of this, there 
was no reflexive monitoring on a 
practice level. 

practice level. ··--- -····--··- _ ................................ -~-~~.:~_;_:: .... ~vel. ... - ....... _ ... ____ 1 ......... -.. -
0utcomes: Improvements - Patient Indigenous status recording by the participating GP; the physical environment in the waiting room 
and every consultation room; knowledge, attitudes and beliefs. 
The Ops Manager did not invite the other GPs and staff to participate in the study and the information was not transferred to the other 
members of the practice, hence there was a limited impact of the inteNention at the practice level. 
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Practice 201 

Context: Solo-GP practice. Accredited. Wife was FfT PM. 1 PfT reception staff. 

Team Functioning: Small team, staff had decision latitude ~ good staff morale and team functioning. GP was open to change; PM less 
so. 

Coherence: When the l Cognitive Participation: The 1

1 

Collective Acti~n : The 1 Reflexive Monitoring: The 
receptionist received the GP had previously undertaken receptionist was already ; receptionist did not need to change 
baseline Practice Feedback I cultural awareness training and 

1 
checking patients' Indigenous 1 any of her usual routines and was 

Report, she saw that she was although he would not take I! status and did not need to , therefore unaware of any changes 
already prompting patients to part in the facilitation visits, he 

1 
change her routine. The GP I that had taken place as part of the 

complete their Indigenous did discuss the results of the I did not check Indigenous intervention, and the PM would not 
status and felt that she did not I Practice Feedback Reports status as a matter of course make any changes to her work. The 
need to change anything else. with the PM. Although the PM and the PM would not ask 1 GP remarked that as a result of the 
The PM felt that Indigenous undertook all the training, she patients their Indigenous status 1 intervention he saw that the 
status i_d~~tification ~as the .

1 

.. !elt t~~t l~digenous status I ~nd f~lt ~hat they would self- = lndig~nous-s!atu~ systef!!s in the 
responstbthty of the pattent and tdenttftcatton was the tdenttfy tf they wanted to on a pract1ce requ1red 1mprovmg, 
the GP and therefore did not ,. responsibility of the patient and registration fonn. She would however, as none of the staff 
have a full sense of the . the GP and therefore did not I not allow the 'Are you effectively engaged in the 
purpose of the intervent~on. j engage in the intervention. Aboriginal' s_ig~ to be disp!ayed i nterye~tion , there was. no reflexive 
Hence there was very little : · anywhere w1thm the pract1ce momtonng at the pract1ce level. 
coherence at the practice level. I There was very little cognitive as a prompt to patients. There 

participation at the practice was very little collective action 
I level. at the practice level. 

Outcomes: Improvements -Indigenous status recording was high and only 2% of patients did not have their Indigenous status recorded 
{researcher sceptical as to whether patients were actually being asked the question or whether existing patients had their Indigenous 
status coded according to staff guess). Welcome poster displayed near entrance. 
The four domains of NPT were not met at the practice level and therefore there was limited impact of the intervention at the practice 
level. 
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Practice 202 

Context: Corporation owned practice. Accredited. Staff: 3 FfT and 9 PfT GPs, 2 PfT nurse, 3 FfT and 3 PfT reception staff. 1 FfT PM. 

Team Functioning: Staff had some decision latitude. Very busy practice and at times the staff were placed under a great deal of stress 
but morale appeared good. Good team functioning and good systems in place to ensure information was transferred to all team 
members. Director and PM were focused on aualitv imorovement and ooen to change. 
Coherence: Once they Cognitive Participation: The Collective Action: Reception 
received baseline Practice participating staff willingly staff were making a conscious 
Feedback Report participants undertook all training, including effort to ask all patients their 
fully understood that they cultural awareness training and Indigenous status; this was 
needed to improve their felt that it helped make them more sporadic with the GPs. 
practice systems and aware of why Indigenous Visual symbols of welcome 
environments and provide status identification was and patient information were 
targeted care to their important. I displayed reception and in the 
Aboriginal and Torres Strait . waiting room. The 'Are you 
Islander patients. The results of the Practice . Aboriginal' sign was placed in 

T Reflexive Monitoring: T~ 
participating GPs and staff felt that 
they had gained awareness and 
skills and felt that the practice's 
physical environment was more 
welcoming to Aboriginal and Torres 
Strait Islander patients, and more 
patients were self-identifying their 
Indigenous-status, which in turn 
could lead to more targeted care. 

Feedback Reports and the every consulting room 
There were 20 staff employed recommendations provided as (including that of non- I As it is not known how the non-
at the practice. and the number p~rt of the intervention w_ere . participating GPs) as a prompt 1 participating GP~ and re~epti~n 
of GPs doubled between discussed at both recept1on ' to patients and GPs that were staff v1ewed the rntervent1on, 1t can 
baseline and follow-up, and as and clinical meetings in order not participating in the be assumed that there was limited 
only two GPs participated in to transfer knowledge to non- I intervention resulting in the : reflexive monitoring at the practice 
the i~te:'ention , coher~nce participating_staff members: non-particip~ting GPs being I level due to the number of staff and 
was llm1ted at the pract1ce Due to the srze of th~ p~act1ce prompted to ask patients their 1 GPs .empl~yed vers_us that that took 
level. and the GP rosters, 1t drd not Indigenous status as well. I part rn the 1ntervent1on. 

reach everyone in the practice 

I and cognitive participation was Collective action was high at I 
__________ limited at the practice level. 1 the practice level. ----.--...,..---.,.-~-.---.-----:--··-- _ 
Outcomes: Improvements - Patient Indigenous status recording by all staff, including those not participating in the study; the physical 
environment at reception, the waiting room and every consultation room; knowledge, attitudes and beliefs; enrolment of patients into 
Indigenous PBS co-payment scheme and IHIPIP. 
There were good systems in place to ensure transfer of knowledge within the practice and although all four domains of NPT were only 
partially met for coherence, cognitive participation and r~f~)(iy~_l'l"'onitoring , there was a high level of collective action. 
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Practice 203 

Context: Solo-GP practice. Withdrew Practice Accreditation due to cost. Wife was PIT PM. 2 PIT reception staff. 

Team Functioning: Staff had decision latitude 7 good team functioning and staff morale. GP was very directed to quality improvement 
and oeen to chan e. - ·-· -· ............. ---
Coherence: After they Cognitive Participation: The Collective Action: The staff 1 Reflexive Monitoring: The GP saw 
received the baseline Practice staff willingly undertook all and participating GP were I that more patients were having their 
Feedback Report, all staff fully i training, including the cultural 1 working towards making Indigenous status recorded, and 
understood that they needed to J awareness training and felt , Indigenous-status identification .

1 

that this was leading to more 
improve their practice systems 'I that it helped make them l part of their usual routines: targeted care. The staff felt that they 
and environments and provide aware of why they were both the GP and the staff were 1 had gained awareness and 
targeted care to their i identifying patients' Indigenous J making a conscious effort to I knowledge and noticed that more 
Aboriginal and Torres Strait ' status. The PM and reception ask all patients their patients were self-identifying their 
Islander patients. 1 staff said they intended to ask Indigenous status. Visual ! Indigenous status because of the 

all patients their Indigenous symbols of welcome and signage and noticed that they were 
All members of the practice 
took part in the intervention 
and there was full coherence 
at the practice level. 

status in the future because patient information were I also asking more patients their 
they felt that they were displayed in the reception and Indigenous status. 
equipped with the tools to do waiting room areas; 'Are you 
so. The GP said he would Aboriginal' sign displayed 
endeavour to make Indigenous I prominently throughout 
status identification routine. practice. 

There was full cognitive l There was full collective action 
participation at the practice at the practice level. 
level. 

There was reflexive monitoring at a 
practice level. 

Outcomes: Improvements- Patient Indigenous status recording by all reception staff and GPs, including some that were not participating 
in the study; the physical environment at reception, the waiting room and every consultation room; knowledge, attitudes and beliefs; 
enrolment of patients into Indigenous PBS co-payment scheme and IHIPIP. 
All staff within the practice fully engaged in the intervention, the intervention was effectively implemented at the practice level. 
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6.8. 7 Summary 

At baseline, the Indigenous status of patients was not being adequately or 

correctly identified in general practice and there was often little agreement 

amongst the staff within practices as to what systems were in place to identify the 

Indigenous status of patients. Most practices were relying solely on patients to 

self-identify on a New Patient Registration Form, and they did not have 

established systems in place to identify the Indigenous status of existing patients. 

Only Practice 102 was asking existing patients their Indigenous status according 

to Best Practice Guidelines at baseline. Many participants believed that they 

didn't have Aboriginal and Torres Strait Islander patients at their practice, and/or 

patients were not self-identifying their Indigenous status. Very few participants 

had had any Aboriginal and Torres Strait Islander Cultural Awareness Training, 

and few had any knowledge of the barriers and enablers to Indigenous status 

identification and the provision of appropriately targeted care. However, 

Aboriginal and Torres Strait Islander Cultural Awareness Training alone did not 

necessarily result in participants either asking patients their Indigenous status or 

providing appropriately targeted care, as can be seen by participants GP 104101 

and GP 201101 , both of whom had had Aboriginal and Torres Strait Islander 

Cultural Awareness Training at baseline but were not identifying the Indigenous 

status of their patients. 

The aim of the intervention was to provide Aboriginal and Torres Strait Islander 

Cultural Awareness Training to help increase coherence of why Indigenous 

status identification and targeted care was imported, to combine this with practice 

environments that promoted self-identification of Indigenous status, and to 

incorporate Indigenous status identification into the usual practice routines. In 

order to demonstrate exactly what practices did in regards to Indigenous status 

identification (as opposed to what they thought they did) and to dispel any 

misconceptions that it was patients themselves that were not identifying, a cl inical 

record audit showing the number of patients with their Indigenous status 

identified, and more importantly, with their Indigenous status unidentified, was 

combined with the results of a USP visit. For most practices the report, when 

combined with Aboriginal and Torres Strait Islander Cultural Awareness Training, 

increased their coherence as they saw that a patient had presented to their 

practice and had not been asked their Indigenous status as opposed to the 

patient not wanting to self-identify. In the case of Practices 101 and 202, who 
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recorded the USP as non-Indigenous based on physical appearance alone, it 

also highlighted that they may have patients incorrectly recorded in their practice 

database. For Practices 102 and 201, the baseline feedback report demonstrated 

that their current identification systems were effective on the day. Unfortunately 

for these two practices, there was a lack of lack of cognitive participation as the 

Practice Managers took on the view that they were correctly identifying patients 

Indigenous status and therefore did not need to engage further, and hence there 

was no or very limited collective action or reflexive monitoring. For Practices 101 , 

103, 104, 202 and 203, however, it highlighted the importance of Indigenous 

status identification and the provision of appropriately targeted care to Aboriginal 

and Torres Strait Islander patients in their practice and the need for change to 

address it. Cognitive participation was high for most participants as they saw that 

very little change was required to their working routine in order to effect change. 

For most, this resulted in a high level of collective action and reflexive monitoring. 

The impact of the intervention was limited in practices were the staff had low 

decision latitude (Practice 101 ), or by the number of participants within the 

practice taking part (Practicess 101 and 202). Collective action was highest in 

practices where the staff had decision latitude and thereby felt valued (Practice 

103, 202 and 203). Practice 103 and 202 also showed that not all staff needed to 

personally take part in the intervention for there to be coherence, cognitive 

participation and collection action, so long as there were effective systems within 

the practice to translate the information to all staff. 

Although there was an increase in the Indigenous status identification rates and 

improvements to practice physical environments, the assumption of the literacy of 

patients did not change from baseline to follow-up. Literacy was only highlighted 

briefly in the intervention and more focus in this area is required to affect change. 

A number of factors limit the uptake of Aborigfnal and Torres Strait Islander 

Health Assessments, including a lack of GP awareness of their existence, the 

perceived laborious and tedious nature of the MBS item number system, and 

issues with recording health assessments in the medical record. More health 

assessments on Aboriginal and Torres Strait Islander patients could in fact have 

been performed than were indicated in the medical records, but they were not 

being recorded in a way that would enable analysis of their uptake or their 

effectiveness on the long term health outcomes of Aboriginal and Torres Strait 

Islander patients. The number of patients enrolled in the IHIPIP and/or 
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Indigenous PBS Co-payment Measure increased at follow-up which would 

suggest more targeted care was in fact being offered to patients. 
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Chapter 7 

Discussion and Conclusion 

This chapter presents the findings as they relate to the research aim, the 

research questions and the literature. The strengths and limitations of the study 

will then be discussed followed by the implications of this research. The chapter 

ends with a discussion of the overall conclusions drawn from the study. 
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7 , Overview 

Prior to discussing the results of the study a brief summary of the study will be 

given first. The overall aim was to test a tailor-made practice facilitation model to 

improve the acceptability and appropriateness of health care provided to 

Aboriginal and Torres Strait Islander patients who attend urban mainstream 

general practice in Sydney. The uniqueness of this study was that Aboriginal 

unannounced standardised patients (USP) were used. The USPs were recruited 

from the local Aboriginal and Torres Strait Islander communities in the study 

areas and were trained to present a standardised patient scenario in general 

practice. The USPs anonymously attended seven general practices and reported 

on various aspects of the visits, including their experience in making the 

appointment, at reception, in the waiting room and various areas covered by the 

consultation. These data were combined with data from a practice systems audit, 

a medical records audit and focus groups with members from the local Aboriginal 

and Torres Strait Islander communities. The results were then fed back to 

practices via a Practice Feedback Report and practices received training on how 

to improve their Indigenous status recording systems, the provision of targeted 

care to Aboriginal and Torres Strait Islander patients, and creating practice 

environments that were more welcoming to Aboriginal and Torres Strait Islander 

patients. They were also offered Aboriginal and Torres Strait Islander Cultural 

Awareness Training. Outcome indicators were measured at baseline and follow

up (at 6-7 months after the intervention). Outcome indicators included: the 

number of patients with Indigenous status recorded; whether or not the USPs 

Indigenous status was asked and recorded according to Best Practice 

Guidelines; knowledge, attitudes and beliefs of GPs and staff regarding the 

Indigenous status identification methods used in their practice and the provision 

of appropriately targeted care; whether the practice environment promoted 

Indigenous status identification; number of health checks offered to Indigenous~ 

identified patients; and for practices enrolled in the Indigenous Health Incentives 

Practice Incentives Program, the number of eligible patients enrolled in the 

Indigenous PBS Co-Payment Measure and/or the Indigenous Health Incentives 

Practice Incentives Program. 

Six research questions were asked and these will now be discussed individually. 
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7.2 Discussion of results in relation to the 
research questions 

7.2.1 RQ1: Is the Indigenous status of patients being 

identified in general practice? 

When recruited into the current study, it was the view of most participants that 

their practice routinely identified the Indigenous status of their patients. However 

closer investigation combining data from a patient record audit, practice systems 

audit and unannounced standardised patient visits, revealed a much different 

picture. One practice (Practice 1 03) did not ask any patients their Indigenous 

status (although the practice had a paper registration form for new patients, they 

had moved towards a paperless ~ystem and new patient information was directly 

entered into the medical software by the reception staff, who did not ask patients 

their Indigenous status). Of the remaining six practices, only Practice 102 had a 

process in place to routinely record the Indigenous status of both new and 

existing patients, while the remaining practices relied on new patients to identify 

their Indigenous status on a New Patient Registration Form. Practice 102 was the 

only practice that asked patients to identify their Indigenous status according to 

the National Best Practice Guidelines (although this was only on their form for 

existing patients and the New Patient Registration From did not ask Indigenous 

status according to Best Practice Guidelines). When the Aboriginal unannounced 

standardised patient (USP) presented at each practice, she was asked to self

identify her Indigenous status on a New Patient Registration Form at five 

practices, but this was only followed up verbally by either reception or the GP at 

three practices, and the USP was incorrectly recorded as being non-Indigenous 

in two practices based on physical appearance. 

The few studies that have been conducted in Australia regarding Indigenous 

status identification in general practice have found that few general practices had 

established processes in place identify the Indigenous status of patients35
· 

36
• 

38
• 

50
. 

The results of this study are very similar to those found those studies as follows. 

A study on the immunisation needs of Aboriginal and Torres Strait Islander 

peoples in Queensland in 2003, found only one third of general practices had a 

routine process in place to check the Indigenous status of their patients36
. Of the 

21 general practitioners surveyed in that study, seven responded that they asked 

all patients their Indigenous status (four asked patients to fill in a form, three 
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asked patients directly). Of the 14 GPs who did not ask all patients their 

Indigenous status, four practitioners assumed that some patients were Aboriginal 

and Torres Strait Islander (three on the basis of local knowledge, one on 

appearance}, and five stated that they recorded Indigenous status if the patient 

self-identified. In a larger national study38
, of the 694 GPs that responded about 

their Indigenous status identification routines, 42% reported that patients were 

not routinely asked their Indigenous status. Over half (56%) said that they would 

only ask patients their Indigenous status if they thought the patient was 

Aboriginal or Torres Strait Islander, 33% reported that they relied on patients to 

self-identify, and' 7% of GPs routinely asked all their patients (note respondents 

were able to select more than one option). 

The difference in the degree of Indigenous status identification between the 

current study and the two previous studies can be explained by the different 

methods used in the studies. Data for the two previous studies were collected 

using self~report surveys. Considering self-report surveys are prone to social 

desirability bias67
, one would have expected that a higher number of participants 

in those studies would have reported that they recorded the Indigenous status of 

their patients. Indigenous status identification in general practice was first 

introduced into the general practice industry standards in 200555
, hence in 2003-

2004 when the previous studies were conducted, Indigenous status identffication 

In general practice was not a priority health issue and the social desirability to 

collect Indigenous status may have been much lower for practitioners in those 

studies. Since the release of the National Best Practice Guidelines For Collecting 

Indigenous Status In Health Data Sets57 in 2010, there has been a much greater 

emphasis placed on the importance of Indigenous status identification in general 

practice. This could explain why all practices in the current study self-reported 

that they recorded the Indigenous status of their patients. However, this study 

also triangulated data using various methods. Self-reported responses were 

checked against patient records, an audit of each practice's systems to identify 

Indigenous status identification was also conducted, and then USPs tested the 

actual Indigenous status recording practices within each practice. The 

triangulation of methods helped to overcome the inherent biases found when 

using one data source alone 161
• 

162
. Each practice was able to clearly see that 

although they believed that they asked all patients their Indigenous status, the 

actual process for most practices was quite different. 
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The findings of the current and previous research are supported by a study in the 

Australian Capital Territory, where Aboriginal and Torres Strait Islanders peoples 

who had attended non Aboriginal-controlled general practice were asked about 

whether or not they had been identified. Six of the 28 people interviewed reported 

that they had had their Indigenous status identified in general practice (although it 

is not clear how many of the six were asked their Indigenous status and how 

many volunteered the information without being prompted either verbally or via a 

question on a form)51
. 

Summary: 

• Few practices have a routine process in place to check the Indigenous status 

of all their patients; those that do tend to rely on new patients self-identifying 

on a new patient registration form. 

• Many practices only ask patients their Indigenous status if they 'appear' to be 

of Aboriginal and Torres Strait Islander origin. 

• Most practices rely on patients to self-identify their Indigenous status. 

What this study adds: 

• Previous studies have relied on self-reported data or conclusions drawn from 

medical records. This study supports the findings of previous studies35
'
38

• 
202 

and adds to the literature by demonstrating that patients are not routinely 

being asked their Indigenous status in many urban general practices .. 

7.2.2 RQ2: What processes are in place to identify the 

Indigenous status of patients in general practice? 

The lack of Indigenous status identification processes in general practice can be 

attributed to a number of factors including the level of staff knowledge and 

awareness regarding Indigenous status identification, practice environments that 

encourage Indigenous status identification (both of which are discussed 

Research Question 3 (Section 7.2.3 of this chapter), and how general practice is 

governed and practice software which will be discussed now. Unlike public 

hospitals and other government-run health services, the general practice sector is 

largely under private individual or corporate ownership, and exercises a high 

degree of autonomy2°3
· 

204
. Self-regulation is optional, with practices choosing 

whether or not to become accredited against the industry standards set by the 
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Royal Australian College of General Practitioners (RACGP)20a As mentioned in 

Chapter 1. although recording of Indigenous status is compulsory in the public 

sector53
, it is not mandatory in general practice and general practice processes 

are guided largely by the RACGP standards. 

Regardless of whether general practices decided to be. assessed and accredited 

against the RACGP standards, or whether they used these as guidelines only, 

the advice given regarding Indigenous status identification has been problematic. 

As mentioned in Section 1.2.4 in Chapter 1, recording of Indigenous status was 

first introduced into the Standards for general practices (3rd edition)55
, in July 

2005. The document stated: 

''The RACGP recognises that improving the health of Aboriginal and Torres 

Strait Islander peoples is one of Australia's highest health priorities .. .It is 

valuable to encourage patients to self identify as Aboriginal or Torres Strait 

Islander, if appropdate. Some patients may provide this information without 

being asked, but others may not. It is important not to assume that a person is 

or is not an Aboriginal or Torres Strait Islander. The nationally accepted 

question to ask is: 'Are you of Aboriginal or Torres Strait Islander origin?' This 

exact form of words may not be appropriate in f;il/1 clinical settings ... '65(p37). 

This left pause for a number of questions. Firstly, when was it "appropriate" to ask 

patients to self-identify their Aboriginal and Torres Strait Islander status? 

Secondly, in what circumstances or clinical settings was it not appropriate to ask 

the nationally accepted question using the wording specified? In addition, stating 

that "it is valuable to encourage patients to self identify'' did not convey the need 

to gather this information in order to provide appropriately targeted care and in 

order to accurately measure the health outcomes of Aboriginal and Torres Strait 

Islander peoples. 

In order for practices to measure their compliance against the Standards, 

indicators were provided. The indicator for Indigenous status identification WClS 

that a practice was only required to verbally ascertain, ''Our practice can 

demonstrate that we are working toward recording ... self identified cultural 

background (e.g. Aboriginal and Torres Strait Islander self identffication)"55(p38), 

Apart from this somewhat weak assessment method, the wording, "self identified 

cultural background (e.g, Aboriginal and Torres Strait Islander self identificationJU 
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further downplayed the importance of Indigenous status identification by 

combining it with cultural background overall. 

In 2006 the RACGP released the document, Fact Sheet: The identification of 

Aboriginal and Torres Strait Islander people56
, which accompanied the 3rd edition 

Standards and provided more guidance on establishing Indigenous status. It 

stated: 

"The inquiry may be made verbally and recorded by the GP as part of routine 

medical history taking at first consultation, or by a receptionist or other staff 

member .. .. Alternatively, the question may be included on a client self-history 

or practice record form. 

The form should use a standard question such as: 

Are you Aboriginal or Torres Strait Islander? 

o Yes- Aboriginal 

o Yes- Torres Strait Islander 

o Yes- Aboriginal and Torres Strait Islander 

o No .. .. .'66(p2). 

However, these instructions were still preceded by, "The nationally accepted 

question to ask is: 'Are you of Aboriginal or Torres Strait Islander origin?' This 

exact form of words may not be appropriate in all clinical settings ... 56
'', resulting in 

the instructions on how to ask Indigenous status still remaining unclear. 

After the Australian Institute of Health and Welfare released the National best 

practice guidelines for collecting Indigenous status in health data sets57 in 2010, 

the RACGP released a new edition of the Standards, the 4th edition5
'', which 

aligned the Standards with the National Best Practice Guidelines. In this edition, 

the importance of collecting Indigenous status was separated from simply 

collecting other cultural backgrounds: 

"E. Our practice can demonstrate that we routinely record Aboriginal and 

Torres Strait Islander status in our active patient health records. 

F. Our practice can demonstrate that we are working toward recording the 

other cultural backgrounds of our patients in our active patient health 

records'.o4(p40). 
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In addition, the RACGP released the comprehensive document, Identification of 

Aboriginal and Torres Strait Islander people in Australian general practice58 in 

2011 . 

However, updating the Standards and releasing Identification of Aboriginal and 

Torres Strait Islander people in Australian general practice did not resolve the 

issue surrounding a lack of Indigenous status identification processes in general 

practice. One reason for this was because of the transition from the 3rd to the 4 th 

edition of the Standards, practices could elect to be guided and/or assessed 

against either the 3rd or 41
h edition of the Standards up until 30 October 2014. In 

other words, the recommendations in both the 3rd and 4th edition of the Standards 

were considered current up until 30 October 2014. This is an important point for 

the current study as the data was collected between 2012 and 2013, and general 

practices had different guidelines to follow to identify and record Indigenous 

.status. 

Having consistent and adequate guidelines to identify the Indigenous status of 

patients was only part of a larger problem. The ability to record Indigenous status 

in electronic patient records in general practice software has, and continues to 

be, a barrier to identification ptocesses35
· 

50
, There are multiple software 

packages available to handle patient records and no standards have been 

mandated205
. This has resulted in a great variation, with some software packages 

allowing Indigenous status to be recorded according to the National Best Practice 

Guidelines, while others do not have an option to record Indigenous status; some 

packages have a 'refused' option, so staff can ascertain whether or not the 

patient has been asked the question if their Indigenous status is not indicated in 

the medical record, whilst others automatically default to recording the patient as 

non-lndigenous35
· 
37

• 
50 

Considering the variation to identify Indigenous status in the industry standards 

and the ability to record the Information, it is no surprise that few general 

practices had established Indigenous status recording systems in place and that 

Indigenous status recording in general practice remains low. Other factors 

including the level of staff knowledge and awareness regarding Indigenous status 

identification and practice environments also contribute to the lack of Indigenous 

status identification processes in general practice, and are discussed In the 

following question. 
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Summary: 

• Recording on Indigenous status is not mandatory in general practices. 

• General practice industry standards are set by the RACGP. 

• The RACGP Standards for General Practice 3rd Edition did not provide clear 

instructions for collecting Indigenous status in general practice and did not 

indicate that Indigenous status was a priority. 

• The RACGP Standards for General Practice 4th Edition aligned with the 

National best practice guidelines for collecting Indigenous status in health data 

sets. 

• The recommendations in both the 3rd and 41
h editions of the Standards were 

considered current up until 30 October 2014. 

• · Many different medical record software packages are available in general 

practice, with variable ability to record Indigenous status according to Best 

Practice Guidelines. 

7.2.3 RQ3: What are the different perspectives of 

providers, staff and Aboriginal and Torres Strait Islander 

patients in regards to Indigenous status identification? 

Provider and Staff views: 

Prior to the intervention, the majority of participants in the current study 

externalised the problem of Indigenous status identification to the patient (see 

Table 39, p213); few participants internalised the issue being due to their own 

lack of awareness and lack of practice systems and routines. The findings in the 

current study concur with those found in previous research as follows. 

A recent national study of Indigenous status identification methods in general 

practice found a common barrier to Indigenous status identification was an 

assumption that there were no Aboriginal or Torres Strait Islander patients within 

the practice and that Aboriginal and Torres Strait Islander patients used the 

Aboriginal Community Controlled Health Services35
. These misconceptions, 

which were based on personal assumption, not data, were also common in the 

current study. Of the four practices recruited in the South Eastern Medicare Local 

area, not one participant knew of any existing Aboriginal or Torres Strait Islander 

patients within their practice, and therefore believed that there were none in their 

practice, with two GPs stating that theirs was a family practice and therefore not 
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utilised by Aboriginal and Torres Strait Islander patients. GPs in the three 

practices recruited in the Eastern Medicare Local area were aware of some 

existing Aboriginal or Torres Strait Islander patients at their practices. However, 

there were mixed levels of awareness amongst the practice staff as to whether or 

not the practices had Aboriginal or Torres Strait Islander patients. This lack of 

awareness resulted in several participants believing it was not necessary to ask 

patients their Indigenous status because it was unlikely that they would see an 

Aboriginal or Torres Strait Islander patient (a view echoed by GPs in studies in 

the ACT37 and Queensland38
) or because patients' Indigenous status could be 

identified by physical appearance. A belief that patients Indigenous status can be 

ascertained on physical appearance has been found in at least two previous 

studies, with participants stating they only needed to ask the question of people 

who 'appeared lndigenous'35
• 

36
_ 

The current study found that some participants were not comfortable asking 

patients their Indigenous status due to concerns about either offending non

Indigenous patients or because they felt that it was somehow discriminatory to 

ask patients their Indigenous status. This has also been found in previous 

research35
• 
37

• 
38

. This discomfort appeared to be based on a lack of understanding 

of why the Indigenous status question was being asked and also because staff 

did not have an adequate response for patients when they queried why they were 

being asked. 

A common finding across the current and previous studies was a view that it was 

the patients responsibility to identify their Indigenous status3s, 36
. Several 

participants in the current study pointed out that their New Patient Registration 

Form had a question asking Indigenous status. However, similar to what has 

been reported elsewhere36
, several participants were under the assumption that 

Aboriginal and Torres Strait Islander peoples were reluctant to identify their 

ethnicity. 

Aboriginal and Torres Strait Islander peoples' views: 

Focus groups with members of the local Aboriginal and Torres Strait Islander 

communities in the study areas revealed that some patients did not know why 

they were being asked their Indigenous status, and believed that it was for 

census reasons or somehow linked to their Government support benefits. 

However, participants in both groups said that they would not be offended being 
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asked their Indigenous status if it were asked in an appropriate manner and an 

explanation for why the question was being asked was also provided. Similar 

views have been presented in the Australian Capital Territory51 and 

Queensland36
. Although it does not specifically pertain to the general practice 

setting, a recent national study conducted by the Australian Bureau of Statistics 

on the perspectives of Aboriginal and Torres Strait Islander peoples regarding 

Indigenous status identification in data collection contexts206 also supports the 

findings of the current and previous research. 

Summary: 

• A range of attitudinal barriers exist in general practice. In order to improve 

Indigenous status identification in general practice, these must first be 

addressed. Common misconceptions include: 

-There are no Aboriginal and Torres Strait Islander patients at their practice; 

-Aboriginal and Torres Strait Islander patients are reluctant to self-identify 

Indigenous status; 

-It is patient's responsibility to identify their Indigenous status; 

-Non-Indigenous patients will be offended if asked their Indigenous status; 

- Ethnicity can be identified by appearance. 

• Aboriginal and Torres Strait Islander peoples are happy to be asked their 

Indigenous status so long as it is done in a discreet and respectful manner, 

and an adequate explanation is provided for why the question is being asked. 

What this study adds: 

• This study adds to the current literature to support that misconceptions 

regarding Indigenous status identification in general practice persist to date. It 

also provides further evidence that Aboriginal and Torres Strait Islander 

peoples are happy to be asked their Indigenous status if it is done in an 

appropriate manner. 

Page 247 I 347 



7.2.4 RQ4: How feasible and effective is a tailored practice 

facilitation model in improving Indigenous status 

identification in general practice? 

The feasibility of the intervention in general practice: 

The current study was feasible in general practice for the following reasons. The 

use of unannounced standardised patients was acceptable to providers and staff, 

and increased the face validity of the methods used. The method was acceptable 

to the local Aboriginal and Torres Strait Islander communities and was affordable. 

The majority of the visual resources provided to practices to encourage 

Indigenous status identification were pre-existing materials that had been freely 

available for some time; the exceptions to this were the 'Welcome' poster (which 

was available for purchase for $25.00 but was provided free-of-charge in the 

current study), and the notice that all patients are asked their Indigenous status 

(which was printed by the researcher on an ordinary word processor). 

This study also provided in-house Aboriginal and Torres Strait Islander Cultu~al 

Awareness Training which was linked in with the practice's current processes and 

patient records. The Abortginal and Torres Strait Islander Cultural Awareness 

Training was based on the materia·! currently offered in the RACGPs online 

Aboriginal and Torres Strait Islander Cultural Awareness Training, but also 

incorporated local population statistics and resources. As Medicare Locals 

receive substantial funding to support general practice, this is a service that the 

Medicare Locals could offer. When the Medicare Locals are disbanded later in 

2014, it is a role that could be taken up by the Primary Health Care Networks 

which are taking their place. 

Pivotal to this study was the use of Aboriginal and Torres Strait Islander 

unannounced standardised patients. Partnerships between local Aboriginal and 

Torres Strait Islander community organisations and universities could ensure that 

Medicare Locals/Primary Health Care Primary Networks could utilise this 

methodology following the necessary ethnical principals underpinning Aboriginal 

and Torres Strait Islander research. 
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Effectiveness of the implementation of the intervention: 

Described in Chapter 5, the Normalisation Process Theory (NPT), " ... identifies 

factors that promote and inhibit the routine incorporation of complex interventions 

into everyday practice"192(p2). According to this theory, the four domains of NPT 

(coherence, cognitive participation, collective action and reflexive monitoring) 

must be met in order for an intervention to be effectively implemented. A number 

of strategies were used in the current study to meet these criteria in order to 

maximise the implementation of the intervention. 

To increase participants coherence, practices received a Practice Feedback 

Report, which combined the literature, the results of their medical records audit, 

views of the members of the local Aboriginal and Torres Strait Islander 

community regarding factors that promoted Indigenous status identification, and 

the unannounced standardised patient (USP) visit to their practice. The use of 

multiple sources of information was intentional, as recent reviews have shown 

that the use of literature207 or audit and feedback208 alone have limited effect, but 

a positive effect on physician performance has been observed using patient 

feed back209
. 

In addition, participants were offered Aboriginal and Torres Strait Islander 

Cultural Awareness Training. The results of the Practice Feedback Report were 

linked in with the cultural awareness train ing wherever possible to help increase 

meaning to participants. The Practice Feedback Report and cultural awareness 

training when combined with the tailored practice facilitation, helped increase 

cognitive participation and collective action by showing practices that they could 

make a change and equipped them with the necessary tools and knowledge to 

bring about change. For example, some participants were not comfortable asking 

patients their Indigenous status because they were concerned about negative 

reactions from patients or because they would not be able to provide an 

adequate response if patients queried why they were being asked. To overcome 

this barrier, practices were provided with a notice to display at reception and in 

the consultation rooms which stated that they asked all patients their Indigenous 

status in order to provide the best possible health care. Practices were also 

offered a range of resources to visually help promote Indigenous status 

identification in their practices (see Chapter 5 Section 5.2.5). 
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Although all practices in the current study used a practice software that allowed 

for Indigenous status to be recorded according to National Best Practice 

Guidelines, the majority of practices used the Best Practice software package 

which did not have a 'refused' option. To overcome this barrier, practices were 

trained to elect an ethnicity in the list of 300+ ethnicities available and to use that 

as the practice's code for refused. This provided practices with a way to work 

within the restrictions of their practice software. 

Seeing positive results in the form of more patients identifying their Indigenous 

status combined with the follow-up Practi'ce Feedback Report allowed 

participants to reflect on what they had done (that is, reflexive monitoring), and 

helped to reinforce their commitment to keep trying to improve Indigenous status 

recording in their practice. 

As discussed in Sections 6.8.6 and 6.8. 7 of Chapter 6, the impact of the 

Intervention was limited in some practices and this was primarily due to a lack or 

low level of coherence and recogn ition that a problem with Indigenous status 

identification existed within their practice, lack or low level of engagement of key 

practice staff in the intervention, and/or poor team functioning within the practice. 

Effectiveness of the intervention in improving Indigenous status recording: 

The intervention resulted in a noted shift in staff and GP views regarding the 

barriers to Indigenous status identification. As discussed in Research Question 3 

(Section 7.2.3 of this chapter) , prior to the intervention the problems associated 

with Indigenous status identification were externalised to the patient (such as 

there were no Aboriginal and Torres Strait Islander patients at the practice and 

patients did not want to self-identify); after the intervention, the problems were 

associated with internal factors (such as a lack of staff knowledge and 

awareness, staff not feeling comfortable asking patients their Indigenous status, 

staff not asking Indigenous status as part of their normal routines, and practice 

environments which did not promote self-identification of Indigenous status). 

Visual resources to encourage Indigenous status identification were incorporated 

in all practices, albeit at varying levels, and practices all received training on how 

to embed Indigenous-status recording into their normal routines. As a result, 

there was an increase in the number of Aboriginal and Torres Strait Islander

identified patients in six of the seven practices, with five practices doubling or 
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tripling their numbers of Aboriginal and Torres Strait Islander-identified patients. 

The practice which did not have an increase in the number of Aboriginal and 

Torres Strait Islander-identified patients (Practice 203) was no longer seeing 

nursing home patients, and as this represented 28% of their Aboriginal and 

Torres Strait Islander-identified patients, there was a decrease in the number of 

Aboriginal and Torres Strait Islander-identified patients at that practice. 

As well as an increase in the number of Aboriginal and Torres Strait Islander

identified patients, the intervention resulted in an increase in the overall number 

of patients with their Indigenous status identified, that is, there was also a noted 

increase in the number of patients recorded as being non-Indigenous. This 

resulted in the number of unidentified patients reducing by an average of 16% 

across all practices (range -0.1 - 42.5%). 

Summary: 

• The intervention effectively addressed all four domains of the NPT. Variability 

observed between practices was dependent upon their level of coherence and 

recognition that a problem with Indigenous status identification existed within 

their practice, the organisational context of the practice, and their level of 

engagement in the intervention. 

• The use of USPs was acceptable to providers and staff and increased face 

validity. 

• Medicare Locals/Primary Health Care Networks can form partnerships with 

their local Aboriginal and Tor res Strait Islander communities and deliver the 

intervention as part of their Closing the Gap functions. 

What this study adds: 

• This study describes 

-A new application in which USPs can be used; 

- An intervention that was found to be effective in increasing Indigenous status 

identification in general practice, that was acceptable to providers, staff, and 

the Aboriginal and Torres Strait Islander communities, is affordable and can 

be feasibly implemented in general practice. 

- This study demonstrates the importance of addressing all domains of NPT 

and the need to tailor the approach of an intervention to the organisational 

contexts of the practice as well as their needs. 
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7.2.5 RQ5: Are Aboriginal and Torres Strait Islander 

patients being provided with culturally appropriate health 

care in general practice? 

Aboriginal and Torres Strait Islander Health Assessments have progressively 

been available in the Medicare Schedule Benefits (MBS) for almost 15 years, (for 

ages 55 years and over since 1999, ages 15-54 years since 2004 and ages 0-14 

years since 2006). In 20101 the three separate assessments were merged into 

the single Aboriginal and Torres Strait Islander Health Assessment (MBS Item 

number 715)25
• 

26
. Previous research shows that the uptake of these health 

assessment remains low31
· 

32
, despite research indicating the benefits28

'
30

. 

The results of the current study also support this. As shown in Table 42 on p218, 

a review of the patient records showed that at baseline, only three Aboriginal and 

Torres Strait Islander Health Assessments (MBS Item 715) had been undertaken 

in the preceding two year period, although there were 73 eligible patients who 

had attended a total of 591 consultations between them. Aboriginal and Torres 

Strait Islander Health Assessments should be performed annually and can be 

undertaken as early as nine months. With 73 eligible patients identified at 

baseline, a total of 146 Health Assessments could have been performed within 

the previous two years. 

A limitation of previous studies is that their data collection was limited to patient 

and/or billing records for Aboriginal and Torres Strait Islander Health 

Assessments. In addition to searching billing data and patient medical records for 

MBS Item 715, the current study also reviewed the patient records to see if any 

Aboriginal and Torres Strait Islander-identified patients had any other health 

assessments recorded, however, none were found. 

The results of the current study add to the current literature by demonstrating that 

the uptake of Aboriginal and Torres Strait Islander Health Assessments remains 

low to date. This suggests that Aboriginal and Torres Strait Islander patients are 

not receiving targeted health care according to their needs. However, it is 

recognised that many aspects within a health assessment may be covered over a 

number of consultations and are therefore not billed and/or recorded in the 

medical record as a specific health assessment item number, and conclusions 
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drawn based solely on health assessment MBS Item Numbers may not 

accurately represent the care given to patients. 

The low uptake of health assessments can be attributed to a number of other 

factors also. First and foremost, in order to provide targeted care to Aboriginal 

and Torres Strait Islander patients, their Indigenous status must be known. As 

demonstrated in Research Questions 1 through 3 (Sections 7.2.1-7.2.3 of this 

chapter) , there were a number of factors that contributed to low Indigenous status 

identification rates. Included in these are provider and staff attitudes which also 

play a role in what care is provided to patients. Several participants in the current 

study believed that the provision of culturally appropriate care was to treat all 

patients the same. Indeed, some felt that treating patients differently was racist, 

or that there were many patient groups with high needs and therefore special 

treatment for Aboriginal and Torres Strait Islander patients was not warranted. 

These findings have also been reported in other research35
. The viewpoint of 

treating all patients the same was generally expressed by those participants who 

were not aware of the different health needs of Aboriginal and Tor res Strait 

Islander peoples. Interestingly, several participants who stated that they treated 

all patients the same said that they treated their patients according to their 

individual health needs, yet they did not align this concept at a population level to 

recognise specific health care was required for Aboriginal and Torres Strait 

Islander peoples based on need. 

Practice software was also an issue. Most patient medical records software did 

not, and to date do not, offer a prompt suggesting that a health assessment be 

performed. In addition, the health assessment templates offered in some 

packages are basic templates rather than the comprehensive template available 

for the Aboriginal and Torres Strait Islander Health Assessment, which pre

populates fields based on data available elsewhere in the patient medical 

record37
. 

Another barrier to the uptake of health assessments was that some participants 

felt that the MBS Item Number system was complicated and laborious. Yet 

another barrier was a concern about not being remunerated for services rendered 

because of the current rules regarding health assessment claims. The current 

MBS Item Number system does not allow for more than one Aboriginal and 

Torres Strait Islander Health Assessment to be claimed within a nine month 
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period. Patients may have more than one GP and a GP may perform a health 

assessment without the patient realising this or remembering it. Hence, if a 

different GP performs a health assessment, it is not until the claim is rejected that 

the GP learns that a heath assessment has already been claimed within the nine 

month period. As at June 2014, the MBS fee for an Item 715 was $208.10210
, 

which constitutes a considerable loss of income if rejected. 

A GP in this study also highlighted organisational teamwork as a contributing 

barrier, stating that the nurses in his practice were focussed on acute 

presentations and were not involved in Health Assessments and Care Plans, 

which generally targeted older adults as opposed to the younger adults that 

tended to present at that particular practice. Although all the barriers discussed 

above are also relevant for non-Indigenous health assessments such as the 45-

49 Year-old Health Assessment, the uptake of the Aboriginal and Torres Strait 

Islander Health Assessment still remains disproportionately low in comparison32
• 

211
. Unless these issues are addressed at the national level, practice-based 

interventions will have limited effects on the uptake of health assessments. 

Another measure of the receipt of appropriately targeted care is the number of 

patients enrolled into the Governments Closing the Gap Health Initiatives, the 

IHIPIP and the Indigenous PBS Co-payment Measure. Currently the only 

practices that are eligible to enrol patients 'into these schemes are accredited 

practices who are also enrolled into the IHIPIP. Of the 73 Aboriginal and Torres 

Strait Islander-identified patients at baseline, 68 were patients in practices that 

were IHIPIP registered. Of these, 11 (16%) were registered for the Indigenous 

PBS Co-payment Measure. This further suggests that Aboriginal and Torr~s 

Strait Islander patients were not receiving targeted health care according to their 

needs. 

The low numbers of patients enrolled into Closing the Gap Health Initiatives can 

be attributed to a number of other factors also. Firstly, only accredited practices 

that are enrolled into the IHIPIP can enrol patients into the Closing the Gap 

Health Initiatives, which greatly limits enrolment. As the IHIPIP is a practice 

incentive payment, limiting which practices can receive the incentive payment is 

warranted. However, the Indigenous PBS Co-payment Measure is a financial 

benefit offered to patients, not practices. Several Aboriginal and Torres Strait 

Islander focus group participants in the study felt that they were disadvantaged 
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because their GP was not in an accredited IHIPIP-enrolled practice. They felt that 

the Government was dictating which GP they could see in order for them to 

receive the benefit. Patients, GPs and Medicare Local Staff felt that the current 

restrictions caused doctor-shopping by forcing patients who attended either non

accredited practices or non-IHIPIP enrolled practices, to see a different GP just to 

prescribe their medications, or forced patients to seek out a new GP for their 

continued care, even if they had been with the same GP for many years. 

Practice 203 clearly demonstrated how the restrictions impacted patients. Like 

many smaller practices, Practice 203 elected not to become reaccredited due to 

the increasing cost of accreditation. As a result, they were no longer able to 

prescribe Indigenous PBS Co-payment Measure scripts to their eligible patients. 

This forced patients to forfeit the Co-Payment benefit, or to see a second GP for 

their scripts, or for a small number of patients, to find a new GP. 

All stakeholders in the current study agreed that the Indigenous PBS Co-payment 

Measure was a worthwhile initiative as it reduced the cost barrier of medication 

for Aboriginal and Torres Strait Islander patients and thereby improved 

compliance. The current restrictions which only permit accredited I HI PIP-enrolled 

practices to prescribe Indigenous PBS Co-payment Measure scripts must be 

addressed in order to allow all eligible patients to benefit from the Co-payment 

Measure, whilst giving all patients the fundamental right to choose which GP they 

wish to attend. 

Another barrier to patient enrolment into the Closing the Gap Health Initiatives 

was the paperwork required to enrol patients. GPs are already time poor and any 

additional paperwork adds to this. In addition, the paperwork is confusing 

because only one form exists to enrol patients into the PBS Co-payment Measure 

or the IHIPIP, yet the schemes have different eligibility criteria, and the IHIPIP Is 

a yearly registration whilst the PBS Co-payment Measure is a once-off 

registration. Therefore, it comes as no surprise that the practices that were 

IHIPIP registered were confused about patient eligibility and found it difficult to 

enrol patients into the schemes. 

The current study also assessed the number of staff having undertaken 

Aboriginal and Torres Strait Islander Cultural Awareness Training in the 

participating practices. Although not a direct indicator of care provided, cultural 
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awareness training is considered the first step towards cultural sensitivity and 

cultural safety186
· 

187
. Cultural education has been shown to improve practice, at 

least in the short term 197
. At baseline, only three participants (two GPs and one 

practice manager) of 31 participants had previously undertaken any Aborig inal 

and Torres Strait Islander Cultural Awareness Training. 

Summary: 

• The uptake of the Aboriginal and Torres Strait Islander Health Assessment 

remains low in general practice. 

• Barriers include: 

- Staff/GP misconceptions that all patients must be treated equally: 

- The current MBS billing regulations surrounding health assessments. 

• Many general practice medical records software do not provide a prompt to 

perform a health assessment on Aboriginal and Torres Strait Islander 

identified patients, and some only have basic templates available for the 

Aboriginal and Torres Strait Islander Health Assessments. 

• Enrolment of patients into the Closing the Gap Health Initiatives is very low. 

• Barriers include: 

- GP confusion regarding patient eligibility; 

-Additional paperwork for GPs in an already time poor environmenf; 

-The restriction that only allows accredited IHPIP-enrolled practices to enrol 

patients into these schemes. 

• Very little Aboriginal and Torres Strait Islander Cultural Awareness Training 

has been undertaken in general practice. 

What this study adds: 

• This study adds to the current literature by: 

- Demonstrating that the uptake of Aboriginal and Torres Strait Islander Health 

Assessments remains low to date; 

-Demonstrating that the uptake of Aboriginal and Torres Strait Islander 

Cultural Awareness Training is low in general practice, and that a need 

exists for all staff to undertake the training. 

• This study highlights that by only allowing accredited IHPIP-enrolled practices 

to enrol patients into the Closing the Gap Health Initiatives, particularly the 

Indigenous PBS Co-payment Measure, the Government has greatly limited 

the success of the Closing the Gap Health Initiatives. It also demonstrates 
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how Aboriginal and Torres Strait Islander patients may not necessarily be able 

to see the GP of their choice if they wish to receive the Indigenous PBS Co

payment Measure. 

7.2.6 RQ6: How feasible and effective is a tailored practice 

facilitation model in improving the acceptability of health 

care provided to Aboriginal and Torres Strait Islander 

patients in general practice? 

The feasibility of the intervention in general practice: 

The intervention is feasible in general practice for the reasons discussed in 

Research Question 4 (Section 7.2.4 of this chapter): because the use of 

unannounced standardised patients was acceptable to providers, staff and the 

Aboriginal and the Torres Strait Islander communities, and the method was 

affordable. In addition, the in-house Aboriginal and Torres Strait Islander Cultural 

Awareness Training was tied in with the practice's current processes and patient 

records, a service which could be provided by Medicare Locals/Primary Health 

Care Networks. 

Effectiveness of the implementation of tf1e intervention: 

A number of strategies were used to maximise the effectiveness of the 

implementation of the intervention. The first step required to provide appropriately 

targeted care to Aboriginal and Torres Strait Islander patients was to know their 

Indigenous status. As discussed in Research Question 4 (Section 7.2.4 of this 

chapter) , the intervention resulted in an improvement in the Indigenous status 

identification systems in the participating practices and an increase in the number 

of Aboriginal and Torres Strait Islander-identified patients. Once patients were 

identified, they could be offered appropriately targeted care. 

To increase participants' coherence, practices received a Practice Feedback 

Report, which combined the literature, the results of their medical records audit 

and the unannounced standardised patient (USP) visit to their practice. The 

results of the Practice Feedback Report were linked in with cultural awareness 

training wherever possible to help increase meaning to participants. 
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The Practice Feedback Report and cultural awareness training when combined 

with the tailored practice facilitation, helped 1ncrease cognitive participation and 

collective action by equipping staff with the necessary tools to bring about 

change. 

All staff received training on the availability of the Aboriginal and Torres Strait 

Islander Health Assessments and that they were recommended as a yearly 
' 

check-up. The participating practices all used a practice software that had a pre

loaded template for the Aboriginal and Torres Strait Islander Health Assessment 

and practices were trained to work within the restrictions of their current practice 

software. All IHIPIP-registered practices. or practices that had indicated that 

wanted to become IHIPIP registered, were offered a visit by the Medicare Local 

to help overcome any confusion associated with the paperwork required to enrol 

patients into the schemes. 

Seeing positive results in the form of the follow-up Practice Feedback Report 

allowed participants to reflect on what they had done (that is, reflexive 

monitoring), and helped to reinforce their commitment to keep trying to improve 

the care they offered to Aboriginal and Torres Strait Islander patients. 

As discussed in Sections 6.8.6 and 6.8.7 of Chapter 6, a lack or low level of 

engagement of key practice staff in the intervention, and/or poor team functioning 

limited the implementation of the intervention in some practices. 

Effectiveness of the inteNention in improving the acceptability of health care 

provided to Aboriginal and Torres Strait Islander patients in general practice: 

The intervention increased the acceptability of the care offered to Aboriginal and 

Torres Strait Islander patients. This is demonstrated at follow-up with the USP 

finding the practice environments more welcoming which helped her feel at more 

at ease and welcome as an Aboriginal patient. An important contributor to this 

was the rate of Aboriginal and Torres Strait Islander Cultural Awareness Training 

undertaken. After the intervention, nearly all (93%) of participants had undertaken 

some Aboriginal and Torres Strait Islander Cultural Awareness Training. Previous 

research has shown that after receiving cultural awareness training, staff were 

able to provide a more culturally acceptable service35
. The USP feedback was 

tied in with the cu'ltural awareness training in the current study, which helped 

participants to contextualise the cultural awareness training in real terms. 
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In addition to providing more culturally appropriate care, the intervention also 

resulted in an increase in targeted care to Aboriginal and Torres Strait Islander 

patients. The number of Aboriginal and Torres Strait Islander Health 

Assessments increased from three (4% of Aboriginal and Torres Strait Islander

identified patients) to 10 (8% of Aboriginal and Torres Strait Islander-identified 

patients). Although this indicates a two-fold increase at six months from baseline 

and this number may increase over time, the number of health assessments 

performed remained significantly low. As discussed in Research Question 5 

(Section 7.2,5 of this chapter), a number of barriers with the MBS Item Number 

system were identified which acted as a deterrent for GPs in performing health 

assessments and limited the effect of the intervention in increasing the uptake of 

health assessments. 

The number of patients enrolled into the Governments Closing the Gap schemes 

also increased after the intervention, with the total number of patients enrolled 

increasing from 11 (15%) to 21 (16%). It should be noted that one practice, 

Practice 203, was no longer accredited at follow-up and hence could no longer 

enrol patients into the schemes. If the baseline f igures for this practice are 

excluded from the analysis, the number of patients enrolled into the schemes 

increased from 12% to 16%. Although these figures indicate only slight increases, 

the number of patients enrolled in the schemes could increase over time given 

that these practices have become aware of the patient eligibility criteria and 

processes for enrolling patients into the schemes. However, as discussed in 

Research Question 5 (Section 7.2.5 of this chapter), a number of barriers with the 

Closing the Gap Health Initiatives were identified and limited the effect of the 

intervention. 

As discussed previously, the degree of positive change seen in each practice 

was dependent upon the level of engagement of key practice staff in the 

Intervention and the level of team functioning (see Sections 6.8.6 and 6.8. 7 of 

Chapter 6). Practices that engaged more and had good team functioning showed 

more positive results. 
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Summary: 

• As discussed in Research Question 4 (Section 7 .2.4 of this chapter} . 

the use of USPs was acceptable to providers and staff and increased 

face validity. It was also acceptable to the Aboriginal and Torres Strait 

Islander communities and was affordable. The intervention can be 

delivered by Medicare Locals/Primary Health Care organisations as 

part of their Closing the Gap functions. 

What this study adds: 

• This study described an intervention that was found to be effective in 

increasing the uptake of Aboriginal and Torres Strait Islander Health 

Assessments in general practice and increased the number of patients 

enrolled into the Indigenous PBS Co-payment Measure and the IHIPIP. 

7.3 Strengths and limitations 

There are a number of strengths and limitations to this research. These can be 

broadly grouped as research design, sampling, methods and analysis. Each are 

discussed below. 

7.3.1 Research design 

As discussed in the Chapter 3, case studies are designed to bring out the details 

from the participant's viewpoint by using multiple sources of data, allowing the 

researcher to gain an in-depth understanding of peoples perspectives of issues 

or processes, and is an ideal methodology when a holistic, in-depth investigation 

is required125
. A strength of this study was that a collective case study design was 

used. This allowed the researcher to understand the different perspectives of 

general practitioners and their staff, and those of Aboriginal and Torres Strait 

Islander patients in relation to the appropriateness and acceptability of the care 

provided to Aboriginal and Torres Strait Islander patients in general practice and 

to assess the impact of a tailored intervention to improve these. The use of 

multiple cases allowed the researcher to make comparisons both within practices 

and across practices. However the qualitative nature of this study limits the 

validity of the quantitative estimates of implementation and impact. 
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The theoretical basis for this study drew on accepted models of the determinants 

of professional behaviour and an accepted theory for assessing the 

Implementation of complex interventions, both which contribute to the overall 

strength of the research. 

7.3.2 Sampling 

This study was conducted in seven general practices in two urban Medicare 

Local areas in Sydney and thus caution is required when transferring results to 

other areas. The general practice participants were volunteers and are therefore 

likely to represent general practices with a particular interest in Aboriginal and 

Torres Strait Islander health. However, the characteristics of providers are 

broadly similar to those in general practice in Australia205
. In addition, the 

individual practice results at baseline indicated a lack of knowledge, awareness 

and practice systems, consistent with the findings of previous research3s..38
• 

51
, 

indicating that the sample was not positively biased. 

The focus groups with the Aboriginal and Torres Strait Islander communities were 

conducted with women only. The communities communicated to the researcher 

that discussions surrounding attending general practice were separate 'women's' 

and 'men's business'. As a female researcher, it would have been deemed 

inappropriate to conduct the focus groups with both male and females present, or 

for the researcher to conduct focus groups with male participants. Having same 

sex participants may have allowed for more free and open conversation among 

the participants 145
' 

150
, increasing the likelihood that all relevant information was 

obtained in the focus groups. However, it is possible that men may have 

identified others factors as being important to them which women did not. Limited 

funding did not permit the addition of a male researcher to conduct focus groups 

with men. 

7.3.3 Methods 

Interviews as a source of data are limited by social desirability bias67 and it is 

possible that the responses obtained in the individual interviews were biased. 

However, as mentioned above, the baseline findings indicated a lack of 

knowledge, awareness and practice systems, and these findings have been 
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found in other research. Similarly, the results obtained in the follow-up interviews 

were consistent with a previous study in Australia where an increase in staff 

awareness and motivation to change was observed after receiving some cultural 

awareness training35
. Additionally, the data from the interviews was triangulated 

with data from multiple sources (audit, observation, surveys and USP visits}, 

which helped overcome any social desirability biases. 

Although the USP methodology has not previously been used to assess the 

acceptability of primary care to indigenous patients, it has been effective to 

assess the acceptability of care to other patient populations212
· 
213

, 

The unannounced standardised patient (USP) visits were carried out by a single 

USP visit to each practice at either time point. Hence the personal assessments 

of the level of service provided to the USP are individual views and may reflect 

the mood of the USP on the day. Similarly, the service provided by the GPs and 

staff on the day of the USP visit may reflect their actions on a particular day and 

not in general. The use of USPs can be strengthened by using multiple USPs 

over a number of visits to each practice to reduce the likelihood of biased 

assessments107
. Multiple USP assessments were not possible in this study due to 

limited funding. The USPs used were female and their views on the acceptability 

of health care could differ from male patients, and the use of both male and 

female USPs may have strengthened the study. 

Another source of potential bias in this study was the effect of the researcher 161
• 

The researcher collected the data, delivered the intervention and performed the 

analysis. The potential for bfas was reduced by the various rigour methods 

employed to increase the trustworthiness of the research (see Section 7.3.5 

further below). 

7 .3.4 Analysis 

As mentioned in Chapter 3, epistemology informs the theoretical perspective, 

which in turn governs the methodology and informs what methods will be used113
. 

Hence constructionism and interpretivism have implications for what claims can 

be made regarding the results. Data analysis is a form of interpretive 

constructionism and the interpretations constructed from the data by the 
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researcher could differ from that collected by other researchers, but neither reality 

is more 'true'. The researcher was transparent in her role in reporting both what 

was done and what interpretations were drawn from this. A number of strategies 

were employed to increase the rigour of the analysis and these are discussed 

below in the Rigour section. 

7.3.5 Rigour 

A strength of this study is the rigour applied to both the research methods and 

analysis. Lincoln and Guba provide four main assessment criteria (credibility, 

transferability, dependability and confirmability) to increase trustworthiness in 

qualitative research 161
• 

7.3.5.1 Credibility 

Credibility is one of the most important factors of trustworthiness. Member 

checks, prolonged engagement, persistent observation, triangulation of data and 

deviant case analysis were used to increase creditability in this research and are 

outlined below. 

Member checks - are considered to be "the single most critical technique for 

establishing credibilifY'161(p239). The focus group interviews and the Medicare 

Local interviews were taken back to the participants who were asked to confirm 

and evaluate the researcher's interpretations or provide alternative 

interpretations. Member checks were not performed on the interviews for GPs, 

nurses and practice staff as the researcher was aware of the amount of time 

these participants were providing throughout the data collection stages and 

during the intervention. In addition, the researcher did not want to influence their 

actions or involvement in the study by providing them with an evaluation of their 

knowledge, attitudes and beliefs. 

Prolonged engagement - The researcher collected data over two time points 

over a year and remained engaged with the practices between the two time 

points by providing feedback and training. The researcher was engaged long 

enough to build rapport and trust which aided understanding and co-construction 

of meaning between the researcher and the respondents 161
. 
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Persistent observation - This study used unannounced standardised patients as 

an alternative to prolonged observation. Because participants did not know they 

were being assessed, they were more likely to act in their usual manner64
. 

Triangulation - Source, data collection and researcher tnangulation methods 

were used to increase the credibility of the methods and findings in this research . 

Source triangulation: a number of data sources were used in this study (literature, 

Aboriginal and Torres Strait Islander community members, GPs/staff, Medicare 

Local staff and USPs). This minimised biases and inadequacies in data, and 

provided a more comprehensive insight into the phenomena under 

investigation 161
' 

162 

Data collection triangulation: Multiple data collection methods (literature, focus 

groups, interviews, surveys, audits and USPs) were employed during this 

research to overcome the inherent biases from using any one method alone, to 

develop converging lines of inquiry, and to strengthen the research findings161
· 

162
• 

Researcher triangulation: Researcher triangulation was used to review the initial 

coding frame for the qualitative interview data analysis. The researcher first 

coded a selection of interviews and created a base code frame. The coding of 

these interviews was then collaboratively reviewed together with the primary 

supervisor and a co-supervisor, who cross referenced the coding. This ensured 

that the data was viewed from different perspectives and reduced the likelihood 

that the data analysis was biased by individual interpretation 161
• 

162
. The evolving 

conceptual framework was also reviewed with the primary supervisor and a co

supervisor. 

Negative or Deviant Case Analysis -Two practices, Practices 201 and 102 were 

considered deviant cases. The GP in Practice 201 had previously undertaken 

Aboriginal and Torres Strait Islander Cultural Awareness Training prior to taking 

part in the study, and was knowledgeable about the health care needs of 

Aboriginal and Torres Strait Islander patients. The USP found the physical 

environment of the practice was welcoming. The USP was idehtified at baseline 

although the Practice Manager did not believe in the need to identify the 

Indigenous status of patients and felt that it was up to the patient to self-identify, 

and the USP felt that the consultation was highly inappropriate. Although Practice 
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102 had highly effective Indigenous status identification systems in place, the 

intervention was not effective in increasing staff awareness of why Indigenous 

status was required, their effect on providing welcoming environments, and the 

provision of culturally appropriate and targeted care. Exploring these two cases 

confirmed the patterns that emerged from the data analysis and helped provide a 

broader explanation for the majority of cases 161
• 
162

. 

7.3.5.2 Transferability 

This can be enhanced by providing sufficient description and context as well as 

the implicitly stating the assumptions that underpinned the research 161
. This was 

achieved in this research through transparent, detailed reporting of the theoretical 

perspectives, the research design, methodology, methods and results. The 

epistemological position and theoretical perspective that informed this study were 

explidtly stated; a detailed description of the data collection and analysis 

methods was provided; findings were embedded in a rich descriptive context that 

included participant quotes to enable the reader to see how themes emerged and 

interpretations were formed; and a rich description of each case embedded within 

1ts contextual setting was provided. 

7.3.5.3 Dependability 

This is analogous to reliability and relates to the extent that the findings can be 

replicated in similar situations with similar subjects. Because human behaviour is 

fluid and continually changing, the focus of dependability in qualitative research is 

determined by whether the results are sensible and consistent with the data 

collected163
. To achieve dependability, the researcher kept a journal of all 

encounters she had with participants, developed a conceptual framework of the 

evolving thematic analysis, triangulated data, and provided a detailed account of 

the data collection and analysis methods employed and the theory underlining 

these. 

7.3.5.4 Confirmability 

Confirmability refers to the degree to which the results could be confirmed or 

corroborated by others. Methods to achieve this include external audits, 

triangulation and reflexivity161
, and the latter two were used in this research. Data 

triangulation has been detailed above. Reflexivity is demonstrated in ·this 

research by the use of multiple investigators to develop complementary or 
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divergent interpretations and by making explicit the researcher's perspectives 

throughout the research 161
• The researcher provided a thorough report of her 

theoretical perspectives and was transparent in how these influenced the 

research design, methodology, methods and interpretation of findings. 

7.4 Implications of this research 

There has been debate about the different models of health care available for 

Aboriginal and Torres Strait Islander patients (see page 28). This thesis does not 

address this issue. 

Effective Indigenous status identification systems are important at both the 

practice level and at the national level. At the practice level, practitioners must 

know the Indigenous status of their patients in order to offer targeted services to 

their Aboriginal and Torres Strait Islander patients and to monitor the quality of 

care provided to those patients31
. On a national level, accurate and complete 

data sets are required to develop and monitor health initiatives and to reduce 

health inequality. This study has shown that it is possible to improve Indigenous 

status identification and the provision of care provided to Aboriginal and Torres 

Strait Islander patients in general practice. A key factor in the uptake of the 

intervention and a commitment to change by practitioners and staff was that the 

USPs were from the local Aboriginal and Torres Strait Islander communities, 

which provided strong face validity. This has important implications for the need 

to engage the local Aboriginal and Torres Strait Islander communities in 

continuous quality improvement activities in general practice, as well as 

implications for policy and research. 

A number of factors need to be considered to improve Indigenous status 

identification in general practice. As discussed earlier in this chapter, although 

recording of Indigenous status is not mandatory in general practice, it is in public 

hospitals53
. In 2011-12 an estimated 88% of Aboriginal and Torres Strait Islander 

patients were correctly identified in Australian public hospital admission 

records214
, and mandating Indigenous status identification could have played a 

role in the high rates of Indigenous status identification in public hospitals. 

However, as general practice is primarily under private and corporate ownership, 
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mandating Indigenous status recording in general practice is not a simple 

process and is not necessarily the sole solution. In order to improve Indigenous 

status identification in general practice a number of factors need to be addressed, 

including strengthening the requirements to identify Indigenous status and 

strengthening the systems to record Indigenous status. In addition, this study has 

shown that strengthening the understanding of why Indigenous status is recorded 

and seeing that it will make a difference are fundamental to improving Indigenous 

status identification. These will each be discussed individually before discussing 

the other implications of this research. 

Practice Software: As discussed in the Research Question 2 (Section 7.2.2 of 

this Chapter), not all practice software allows for the recording of Indigenous 

status according to Best Practice Guidelines, and many of those that can, do not 

have a 'refused' option. In order for all general practices to identify and record 

Indigenous status, this function must be available and this requires active 

engagement from the software providers. Changes to practice software are often 

dictated by market pressure. Given that Aboriginal and Torres Strait Islander 

peoples constitute a small percentage of the patient population in many 

practices, it is not surprising that there has been insufficient market pressure to 

change practice software regarding Indigenous status identification. One way 

market pressure has been applied previously in an area other than Indigenous 

status identification is by offering practices a Practice Incentive Payment (PIP). 

The PIP that was provided to support general practice move to computerised 

prescribing software was associated with a rise in computer use from 15% to 

70% between 1997 and 2000215
• 

216
. Offering a PIP for Indigenous status 

recording could increase Indigenous status recording. However, as PIP 

enrolment is voluntary, if practices do not understand the importance of 

identifying Indigenous status, the effect could be greatly limited. 

Another way sufficient market pressure has been applied on software providers 

has been when Government has changed policy, which resulted in software 

providers having to ensure their software was compliant. For example, the 

Government (via the National E-health Transition Authority) set a requirement 

that in order to receive the PIP eHealth Incentive, practices need to ensure that 

their software systems were compliant with the Governmental eHealth 

regulations, and that their software vendor was registered as being complaint 

with those regulations217
. 
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Attitudinal Barriers: The research in this thesis showed that attitudinal barriers 

continue to contribute to low Indigenous status identification rates and the 

provision of care to Aboriginal and Torres Strait Islander patients in general 

practice. If practices believe that they don't have any Aboriginal and Torres Strait 

Islander patients and if they don't understand why Indigenous status is being 

recorded, it would be counterproductive to mandate Indigenous status recording. 

A way to help shift these barriers is for all staff to undertake Aboriginal and Torres 

Strait Islander Cultural Awareness Training35
. Although this has been mandated 

in the public sector218
, as mentioned earlier, general practice is largely owned by 

the private sector and mandating that all staff undertake cultural awareness 

training may not be possible or feasible in this setting. However, the RACGP 

currently offers a free online Aboriginal and Torres Strait Islander Cultural 

Awareness Training module to its members and this service could be expanded 

to cover all staff working within a practice. In order to ensure the training is locally 

adapted, the RACGP could have different modules for different regions. 

However, this would be a huge undertaking and it would be more realistic for 

Medicare Locals/Primary Health Care Networks to engage with their local 

Aboriginal and Torres Strait Islander communities and deliver localised cultural 

awareness training. This could be done in collaboration with the RACGP. For 

example, the Medicare Locals/Primary Health Care Networks could collaborate 

with their local Aboriginal and Torres Strait Islander communities to add the local 

content to the RACGP module. In addition to all staff undertaking Aboriginal and 

Torres Strait Islander Cultural Awareness Training, all undergraduate and 

graduate medical train1ng should include Aboriginal and Torres Strait Islander 

Cultural Awareness Training219 as part of the curriculum as is commonplace in 

otner countries such as Canada. 

Understanding why Indigenous status is recorded and seeing that it makes a 

difference: Although general practices must demonstrate that they are recording 

the Indigenous status of patients if they wish to become accredited against the 

RACGP Standards for General Practice54
, Indigenous status identification 

remains low in general practice35
. One reason for this is that not all practices are 

accredited. Hence, one could argue that the Government should mandate 

Indigenous status recording. But simply mandating Indigenous status recording is 

not sufficient. Recording data for the sake of data collection will not ensure that 

the data is collected or collected properly. The USPs in this study were incorrectly 

recorded in the medical record 25% of the time. As this was based on a very 
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small number of assessments (n=16), this could be a misrepresentation of the 

actual level of misreporting of Indigenous status in general practice. Although the 

overall level of miscoding in general practice is not known, a 2002-2003 study in 

the ACT public hospital setting found that 191/463 (41 %) of patients had been 

incorrectly coded as being non-lndigenous220
• These data demonstrate that 

further research is required to determine not only the levels of Indigenous status 

identification in general practice, but the level of incorrect recording. 

The USPs were coded as being non-Indigenous by staff members at baseline 

who had not yet received training as part of the intervention. or by staff at follow

up who did not take part in the intervention. This further supports the need for 

practitioners and staff to understand why Indigenous status is being recorded. In 

addition, at baseline no practices in the current study believed that they were 

incorrectly recording Indigenous status, and one could safely assume that this 

belief is shared by the broader general practice population. The use of USPs in 

the current study was an invaluable tool to show practices that miscoding of 

Indigenous status did not just occur at "other practices" but in their own practice 

as well. Quality improvement audits using unannounced standardised patients 

could be used to monitor the correctness of Indigenous status recording and this 

is a function that could be performed by the Medicare Locals/Primary Health Care 

Networks in collaboration with their local Aboriginal and Torres Strait Islander 

communities. Aboriginal and Torres Strait Islander peoples involvement in quality 

Improvement audits are a vital component of culturally competent health 

services221 

The use of the Normalisation Process Theory in this research also showed that in 

addition to understanding why they are collecting the information (coherence), it 

is important for staff and practitioners to see that what they are doing is leading to 

change (reflexive monitoring). Apart from seeing more patients with their 

Indigenous status identified in the medical record, staff and practitioners could 

see that it was having an effect on the care provided to Aboriginal and Tor res 

Strait Islander-identified patients, as more patients were offered health 

assessments and more patients were being enrolled into the Closing the Gap 

Health Initiatives. This helped them to remain engaged and continue to try and 

improve the Indigenous status recording in their practice (collective action). 
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Other implications of this research 

Another important implication of this study was that the intervention was tailored 

to each practice. This has implications not only for policy and practice, but 

research also. Interventions must be flexible so that they can be adapted 

according to the differing needs of different practices. A one size fits all approach 

will not work. For example, Practice 102 demonstrated that if a practice has 

efficient Indigenous status identifications systems in place, training on identifying 

patients is not useful. This practice would have benefitted from Aboriginal and 

Torres Strait Islander Cultural Awareness Training and training on why 

Indigenous status was being recorded. As the staff did not join in the study and 

the participating GP did not engage in the intervention, this could not be 

provided. This also demonstrates the need for all staff within a practice to 

undertake Aboriginal and Torres Strait Islander Cultural Awareness Training. 

Another reason to tailor interventions is that people learn in different ways. As 

discussed earlier in this chapter, the use of literature207 or audit and feedback208 

alone have limited effect on physician performance, but a positive effect has been 

observed using patient feedback209
. Data triangulation was not only used as a 

tool for increasing rigour in this research, it was used a tool for professional 

training and education to increase coherence: the USP feedback reinforced the 

literature and audits, and allowed practices to contextualise the issue in real 

terms. Further research to measure to what degree triangulation of data improves 

the effect of interventions is warranted. 

This study was only conducted in a small number of practices and further 

research is required to test its effectiveness on a large scale and in different 

communities across urban, rural and remote areas. The follow-up data collection 

was collected 6-7 months after baseline and further research is required to 

measure any long-term change. Ongoing support could be provided by Medicare 

Locals/Primary Health Care Networks to help improve sustainability 

This study also has implications for how the quality of care to Aboriginal and 

Torres Strait Islander patients is measured and for the Closing the Gap Health 

Initiative. Medicare Locals currently report on the number of Aboriginal and 

Torres Strait Islander Health Assessments undertaken as one of the indicators of 

the uptake of the Closing the Gap Health Initiative. GPs can cover the various 

aspects of a health assessment over several consultations and may not 
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necessarily record or charge for a 715 Health Assessment. This means that the 

care provided in a 715 Health Assessment may not be recorded in a way that 

enables analysis of the uptake of the 715 Health Assessment or its effectiveness 

on the long term health outcomes of Aboriginal and Torres Strait Islander 

patients. More appropriate methods should be found to accurately monitor health 

service utilisation. Additionally, the number of Health Assessments undertaken 

does not measure the appropriateness of care provided to patients and this 

information is only available via patient feedback. More appropriate methods to 

measure the quality of care provided to Aboriginal and Torres Strait Islander 

patients include clinical record audits, USPs, and patient interviews or surveys. 

The Indigenous PBS Co-payment Measure as a means to reduce the barrier of 

the cost of medications and thereby improve medication compliance is a 

beneficial initiative. However, this research has demonstrated how the 

Government regulations which only allow PIPIHI-registered accredited practices 

to prescribe Indigenous PBS Co-Payment Scripts is greatly limiting the ability of 

Aboriginal and Torres Strait Islander patients to see the GP of their choice if they 

wish to receive this benefit. At the time this research was conducted, although 

around 70% of practices in the Eastern Sydney Medicare Local area were 

accredited practices, only 14% were registered to the PIPIHI; and in the South 

Eastern Sydney Medicare Local area, around 50% of practices were accredited 

but 27% were PIPIHI registered. Extending the Indigenous Co-Payment Measure 

to all medical practitioners should be a priority for the Australian Government. 

Finally, the use of unannounced standardised patients is not limited to 

Indigenous status identification and the quality of care provided to Aboriginal and 

Torres Strait Islander patients, and could be extended to other quality 

improvement applications and other populations and warrants further 

investigation. 

Summary: 

This study has several implications for practice, policy and research: 

• In order to improve Indigenous status identification in general practice, 

practitioners and staff need to understand why the data is being collected and 

they need to see that it will make a difference to the care provided to their 

patients. 
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• Quality improvement activities regarding Aboriginal and Torres Strait Islander 

patient care should include engagement with the local Aboriginal Torres Strait 

Islander Communities. 

• Aboriginal and Torres Strait Islander Cultural Awareness Training and quality 

improvement activities using feedback from the local Aboriginal and Torres 

Strait Islander Community can help shift attitudinal barriers of GPs and staff. 

• Aboriginal and Torres Strait Islander Cultural Awareness Training needs to 

extend to all staff within a practice. 

• Practice software needs to be able to record Indigenous status according to 

the National Best Practice Guidelines. 

• In order to measure the quality of care provided to Aboriginal and Torres 

Strait Islander patients, quality measures need to be included through audits 

and patient feedback. 

• The Indigenous PBS Co-payment Measure should be extended to all medical 

practitioners who can provide scripts. 

• The use of unannounced standardised patients can be extended to other 

quality improvement applications and other populations and warrants further 

investigation. 

7.5 Conclusion 

This research successfully developed an intervention to increase the rate of 

Indigenous status identification and the level of care provided to Aboriginal and 

Torres Strait Islander patients in general practice, that could be effectively 

implemented in general practice, and was acceptable to providers, staff and the 

local Aboriginal and Torres Strait Islander communities. 

At baseline, this research showed that at the Indigenous status of patients was 

still not routinely being identified and recorded in the medical record in urban 

general practice, and that Aboriginal and Torres Strait Islander-identified patients 

were not necessarily receiving culturally appropriate care or targeted care 

according to their health needs. It investigated the barriers to Indigenous status 

identification in general practice, as well as the low uptake of Aboriginal and 

Torres Strait Islander Health Assessments and the Closing the Gap Health 

Initiatives. This research then showed that it was possible to improve Indigenous 
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status identification and the provision of culturally appropriate and targeted care 

in general practice using a tailored intervention, which could effectively be 

implemented in general practice and was acceptable to providers, staff and the 

local Aboriginal and Torres Strait Islander communities. 

The methods used in the intervention were novel. This research worked with the 

local Aboriginal and Torres Strait Islander communities and engaged community 

members as unannounced standardised patients (USPs), who provided feedback 

on the level of care they received at each practice as a part of a quality 

improvement activity. This engagement with the local Aboriginal and Torres Strait 

Islander communities was a key factor in the success of this research. Each 

practice also received training on how to embed Indigenous status recording into 

their normal routines, how to create practice environments that promoted self

identification of Indigenous status, and how to provide more culturally appropriate 

and targeted care to Aboriginal and Torres Strait Islander patients. 

Educational and quality improvement efforts in general practice using the 

literature or audit and feedback alone, have had limited effect to date. The 

feedback provided from Aboriginal unannounced standardised patients, 

reinforced the information provided by the literature and audit and contextualised 

Indigenous status identification and the provision of appropriate care in each 

practice in real terms. This promoted active engagement from staff and 

practitioners and a commitment to change. 

This research also identified a number of barriers to enrolment in the 

Government's Closing the Gap Initiative. This research identified that there was 

provider confusion about patient eligibility criteria, and that the current regulations 

in place that only allows accredited practices that are enrolled into the Indigenous 

Health Initiative Practice Incentive Program, places great limitations on patient 

enrolment into the Indigenous PBS Co-payment Measure. In addition, the 

regulation may cause doctor shopping and duplication of services when patients 

see one doctor for their usual care and other for their scripts. 

The poor health of Aboriginal and Torres Strait Islander peoples is a critical 

concern not only for general practice but also the wider community. The Closing 

the Gap Health Initiative has tried to address this issue in a number of ways with 

the introduction of the Chronic Disease Package and the Indigenous PBS Co-
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payment Measure. A key requirement to reduce the health disparities 

experienced by Aboriginal and Torres Strait Islander peoples is the systematic 

identification of Indigenous status and the provision of culturally appropriate care, 

culturally acceptable care and targeted care in general practice. This study 

demonstrates the value of a novel approach to quality improvement in general 

practice and reiterates the need to engage the local Aboriginal and Torres Strait 

Islander community in quality improvement activities in general practice that 

target care provided to them. It warrants further study and possibly wider 

application. 
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Appendices 
Appendix 1: Expression of Interest Circular (South-eastern 

Sydney) 

UNSW research centre for im ry healtf ct\r net equ ty 

EXPRESSIONS OF INTEREST 

Opportunity to participate in 
Cultural respect in general practice in Svdney 

RACGP QA&CPD Activity Number: 757942 

This Clinical Audit activity has been approved 
by the RACGP QA&CPD Program 
T.OTAL POINTS: 40 (Category 1) 

Particir>ants who successfully complete this activity 
will also meet the Cultural Awareness component of 
the Indigenous Health Pr~ctice Incentives program. 

The University of New South Wales1 with Botany Bay/La Perouse 
Aboriginal Corporation, Is conducting research focusing on 
improving health care access to general practice in Sydney 

for Aboriginal and Torres Strait Islander peoples. 

The research will assess the existing cultural appropriateness of 
health care offered to Aboriginal and Torres Strait Islander patients 
in general practice. Parlicipating practices will be provided with a 

patient medical record audit and receive feedback regarding 
improving the cultural acceptability of their practice. 

FAX TO: Professor Mark Harris (attn Hejke} 
Fax 9385 8404. or phone 9385 1103 

Yes, I would like more informarion on this activity 

GP Name(s) ~..,_~ 

Pmctice 
~~--,--

Phone 
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Appendix 2: Participant Information Sheet 
practice (South- eastern Sydney) 

UNSW research centre for 11 J,ny I at I c e an 

General 

THI- lJNIVL T<!->11 Y 0 1 
Nl W SOUTI I WALL~ 
' I 1>~11\ 0 > ., • "ll\1 1: t\ II \ 

Participant lnformaiion Statement- Genera! Practice (south-eastern Sydney) 

Cultural rt>spt'ct in geu~r<1 l pr:tctice in Syrln~y 

Prindplf Inw stigntot·: P1 ofts~or Mnrl.- Hnrri~ 

TT1111t's rids HJttly nil nbom nutlwlro nr·e "'" arl.iug ttl rnl1" pa1•1:' 

You rue be10g a~ ked to be part of this study because you aJ'e a general pr3ctice tn au are3 wbJ.ch haa 
beeo tdeutifted :1~ ha\·ing a mb!tanriill Aboriginal and Torres Strait hlandet populauon. The study 
wsJI conduct se~earcb uuo the brurien and enablet ~ fot Australian Abongwol and Ton·e'> Strait 
hlander peoples who a11end mai~he.'lllll!eueral ptacttce i..u urban Sydney. It~ focus is on impro\·ing 
acce·.~ to heallh care and tllerefore hellth outcomes for Australinn Abonginal and Tot:res Strait 
I<: lander people~. Tht> ~mdy w~ll asses~ 1he eXlStiug culnsral appropnateuess of healtll C<U"e offered to 
At\>i Ualian .~bonginal aud Torres Stt'att l~l:mder patient~ w matns tream genernl practice, nnd offer 
feedback It> practices to fac!litate change. 

r111nt !l'ill happc-11 dwiug tltt' J flld.~·:' 

Pal'hcipation m the Cultural respect in General Practice 10 Sydney Pt'OJeCt willmvolve: 

I Your agreement to patttctpate 

2. Pracuce audit • 

Completion of a shan qm:~tiotUlaite• 

4. Au uJie!VlP.W~ 

5. UunllliOUllCed SlUmlated patiffit(•.) couung to yom' p111c tice,. 

6 . Feedback :md practice fncilitahou 

(''at Bnseliue nud Po!.t-IoterYeutton) 

rom agrcCI/I('II/ to pal'ticipat(' - The DiVl'>tOU of Oeueral Ptaclice C lose t.he Gap Officer wiU 
first contact ycu to ask to discuss whether you would be interested 1U beiuf! part of this projecL 
If you :~gree. you will be ashd to provide your wntten agreement to parttcipate. 

1 Procnc:c nudir - An. .ludit of pariem tecords will be ~o!Uled to tktenniue the number of 
Indsgenous tdentlfied pMiects. IUld the::r current level of usage (uumber of cousult-. and health 
checks performed). All patient record data collected \\'til be in tkidentified fomt The audit will 
b~ perfonned by th~ Practice. with the CNSW ProJect Office% p1er.eut to x:s1st stnfi'with any 
teclwical p1ocmes iovoh·t>d w the audil 

3 Complt>.tiOII of s:1o11 questiormaire - Pat1icipaling staff wtl l 1eceive a lmef self-complete 
questiollll:tire asking their v te\\'S 011 the cutrent Ind1~enous Jdeutiftcauou syste111s U!.ed w your 
practice and the level of culturally appropriate care gJ\'en 

~ . Jutcrvtew- Participating ~taffruay be asked to fake ptUt in an intetview to detenn1ne their view~ 
on t!Je bruriers or enablers to Indigenous identificahoo aud p1oviding culturally appropriate care 
in general practice_ 

Cultural raped in .;:en~ral pratb.~ in SydD!Y 
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j i:nmmow1crd .;m111lnten pan em~ - C na:lll.:~unced • llllui:Hed Jl:lfleur . st v:u: ' o::ue ro :•ous 

practiCe ro de~cribe therr expenecce of bern~ an Abottgmal aud T osse ~ c:i utlsl hlaudes patxeut ill 
yous practice ~Iedtcrue wtU 11-.'1 :.ub~tdt~e ;my tei ensch-telated Sllllulated p;;her.t comultauon< 
aud you will be reL!llbus sed rhe full scheduled fee tebare fos th o:- c.:-mul!ah.:.u 

6 Fcrdbnck and practice faciiliarion - Yom prncnce wtll be asstsred to n:t:ect oo tl:e tl!'.. 

indJvtdual re ~ult!. and how 11 compares to orhe1 ptacllces TI1e 1e>earcb team wrll1bet: wo:l: 
wtth you. the 01Vl;;tou and the local couuuuuity to fuctl11a1e proces<, cbauge that :•. acceptable 
aud feasible both in yout prilctice <\llcl to rhe loco! Aboug!Jlal conumu11ty. 

Whnt happ~ns with m~· info1mnrion'? 
The mfonu:mon you provide will help us to unpro\re rile qu.llny of cnre provtded to Abangmal aud 
Torre~ S!l 1111 Islauder pahents 1n genet al pt3.:-tice Any inforlllntlou yall prcnde where any 
iudivtdnal Ol' organtsatiou can be Identified Will remnu1 confideJltial :mel will not be ch<;ck·se-d 
Wtthout the written pe1mission of the md!\·idtl;ll 01 arg:l1uSation. except a ~ ~~quU'ed by law. The 
uliotmRtion collected from yo\1 will be put togetltet m th iufouuahon ftom othe1 pru1icip;mtr. a;, 
combined O\'trall results. The fwding!. of this re~earch 3'> well as auy tool!. developed wiU be '>hared 
w1th the local Aborigmal and Tone" Stuilt l'ilauder comm\tllllie!>. general ptacllce!.. and othet health 
crue prO\•iders. We plan to present the results as a PhD the-.1s. conference presentation!.. JOurnal 
papers and ao; recommendatiom to policy maker<.. . All ulformahou will be presented iu such a way 
that uo wdt\'idua1 or organisation can be identified 

Wh~re cnu I gtt mor·e information':' 
If at auy tune you \Vould like more iufonnatiou please concact 1h He1ke Sch\ltze on 9385 It O.;. 

" 'hat jf I do not wnnt to p:mirip:He'? 
Your decision whether or not to pat1ictpate \'.'ill not preJUdtce your fhmre relattous wtth the 
University of New South \Vale~ or La Permtse!Botany Bay Abongllla1 Corpomtton If yo11 dectde 
lo partlcipilte, you {: 311 V.'sthdra\V your C'Oil<JeU( llUd dt~continue pArttcipatron at tl!l}' ttme Without 
prejudice. 

I~ this sntdy npprond'? 
Tlur. study h01s been 1eV1ewed and approved by the Human Research Ethier; Committee of the 
University of New South Wales and the Abotiginal Health and Medical Research Council. Any 
complaints may be directed to any of the followin~: 

Ethics Secretariat, University of New South Wale<.. Sydney. NS\V ~052 Ph 9385 4243. Fax 
9385 6648. Email ethics.sec@unsw.edu.au; 

Tht Chairper~on. Aboriginal Health and medical Rer.earch C'ounctl Ethics. P.O. Box t565. 
Strawberry Hills, NSW 2012 Ph 9698 1099. Fax 9690 1559. Enuul abnucrilalmuc.org :1u 

Any complamt you ma1:e will be iuve.;.tigated promptly and you wtll be mformed out the outcome 

Yom s :;mcerely, 

(tt£:~~~ 
Professor Mark Hams 

Cu.ltunli'!!Speet in ~eneral prttncun Sydney 
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Appendix 3: Participant Consent Form (South-eastern 
Sydney) 

UNSW research centre for rimarv hp:alth care and eqmty 

I THE UNIVERSITY O F 
NfW SOUTII WALES 

~ ''' ll.',HY • JOO·I'd.l!.'TIIA L!t\ 

Lil ~rous Botilny Bay 
Aboriginal Cctpol3tion 

PARTICIPA .. ~T CO:\SEI\T FORM (south-~ast~rn Sydnt'y) 

Cultm·al rt'spert in gen~ral practice in Sydney 

Prindplt> Innstig:uor: Pl'ofes~ol' :\•l ark H:~ni~ 

I. L (n.une) ................. -----···-· .. ··········--··-··········· ····-· .. --················ .. ··········· ............... .. ..... ........................ . 

of (Jddres$) .......................................... ... ............................................................ - ................................................ .......... _ 

agree to take pa11 in the study described in the Participant Information Sheet. 

2. I acknowltdge that 1 have read and und~rstood the Participant Information Sheet which explains 
why I have been selected and the aints of this in\·estigation. I coufUlll that the statement ha~ been 
explained to me to my satisfaction. 

3. Before signing this consent foon, I h:n·e been pven the opportunity to ask any questions relatin_g 
to the study. I have received satisfactory answers to any questions that I have asked .. 

4. I ·understand that my deci'>ioo to patticipate i5 voluntary and th3t I am free io withdraw at any 
tin1e without prejudice to my relationt;bips to the University of New South Wrues or l.a 
Perouse/Botauy Bay Aboriginal ColpOI'ation. 

5. I agre~ that the research data gathet·ed from the results of the study mny be published. 

6. I uaderst:md that if I have any que~tious relating to my pat1icipation in this research I may 
contact Heike Schlitze, Centre for Primruy Health Care and Equity, University of New South 
Wales. Syduey 2052. Ph 93851103, Fax 9385 8404, Email: h.~chutze@uu~w.edu.:m 

7. I acknowledge receipt of3 copy of this Particip:mt Consent Form nnd the Pat1icipant Infol'matiou 
Sheet. 

8. Complaints maybe directed to any of the following: 

Ethics Secretariat, University of New South Wales. Sydney. NSW 2052. Ph 9385 4243, F3.x 
9385 6648, Email ethics.sec(i'iluusw.edu.au; 

The Chairperson. Aboriginal Health and medicaJ Research Council Ethics, P.O. Box 1565, 
Strawberry Hills, NSW 2012. Ph 9698 1099. F3.'> 9690 1559. Email ahmrctn)ahnuc.org .. au. 

Any complaint you make will be inve'>hg31ed promptly and you will be informed out the 
outcome .. 

Plea~t PR.r'iT you1·namt 

Signature ----------------- Dnte 

Restnrchen ntnm Heike Schulze 

Signature ----------------- Datt 

Cultural P2SPect in genenl practice iu Sydney U2 
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UNSW research centre for nma1y hea th care ~nd eqL!hy 

I Ti lE lJi\IVERSITY Or 
NrW SOUTII WAI fS 

') 
~ \\11 ,'\jiY• ~ fl't7 • 1\l !>fill\ l ,, 

PARTICIPA~T REYOCATION OF C'O~SENT FOR\1 

Cultural r~'ip~ct in G~ne>ral Practice in Sydney 
Principle Inn:srigator: Professor Mnrk Hrll'!i~ 

I hereby wish to WITHDRAW my consent to participate i.o the project described abo,·e and 
uuderstaud that such withdrawal Wll.L NOT jeopardise my relationship with the university of New 
South \Vales or u PeiouseJBotany Bay Aboriginal Cotporaliou. 

Signature Date 

Plea$e print name 

If re,·okiog your con sent to participate, this pnge should be fo n rnrded to: 

Heike Schiitze 
Centre for Primary Health Care & Equity 
L3 AGSM 
Universtty of New South Wales 
SYDNEY2052 
(Forms can also be faxed to the above on 9385 8404) 

Cultun!t'6pect in general pradice in Sydney 
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Appendix 4: Participant Information Sheet - Individual I 

Focus Groups (South-eastern Sydney) 

UNSW research centre for imary healrh ca1 e alt(i equthl 

I THE l lNIVE I~SITY OF 
N(W SOUTH WALrS 

~ '-' '1>1111 ' • l()S] •11\J~lll,\1 1,, 

Participant Information St at ement- Individual/Focus croups 
(south·eastern Sydney) 

Cultural n">llect iu gt>ueral practict> iu Sydney 

Principle Iuwstigntor: P1·ofes~o1' Mnrk Bnrris 

J1?1nt~s filis srutfy nil nbout nud w/10 nr·~ ll'e nski11g to tnkf' pnl't? 

You are being asked to be part of thi5 ~tudy because you lh·e or work m ao area which has been 
identified as having a substantial Aboriginal aod Ton'es Strrut Is lauder popul:~tiou. The study will 
conduct research into the barriers and enabler~ for Australiau Aboriginal and Torres Strait Islander 
peoples who attend main!;trerun general practice in urban Sydney. Its focus is on impro\·ing access 
to health care and therefore health outcomes for Anmalian Aboriginal and Torres Strait Is lander 
peoples. The study will asse.iS the exi>tWg cultural appropriateness of health care offered to 
Austnilian Abotigin:~ l and Torre> Strait Islander patients in tllainstream general prnctice, and 
feedback ro practices to facilitate change. 

J11mt wif/llnppen dwiug tile srudr? 
Participation in the Cultural respect iu General Practice in Sydney Project will involve: 

l. l'ow· ag~·eem~11t to pa!ticipttfe - A member of your locgl Aboriginal Couunuui ty or the 
Research Tearu will fu<>t contact you to ask whether you would be interested in being pas·t of 
this proj ect. If you agree_ you will be asked to provide your written agreement to participate. 

2. Imei'V/1111' I focus group - You will be asked to take p:ui iu a focus youp to determine your 
ex.periences and vie\vs on w y programs avrulable through general practice in your area 
targeting the health of Aboriginal and Torres Strait Isl:mderpeopler.. 

Wb:11 hnppens mrh my information? 
The i.nfonnntion you provide will help liS to improve the quality of care provided to Aboriginal and 
Torre~ Strait Islander patients in general practice. Any i.nforwation you prol·ide where any 
individual or organisation can be identified will remain confidential and will not be disclosed 
without the written permission of the individual or orgauisatio11., except as required by law. The 
i.nforruation collected frow you will be put together with infonuahon from other participants as 
combined overall results. The findings of this research as well as any tools developed will be shared 
with the local Aboriginal and Torres Strait Islander communities, general practices, and other health 
care providers. We plan to present the results as a PhD thesis, conference presentations, journal 
papers tmd as recommendations to policy makers_ All information will be presented in such a way 
that no individual or organisation can be identified. 

Cultunl re;pect in general practice in Sydlley 112 
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\Yhere can I get more iufonnation7 
If at any time you would like more information please contact Ms Heike Schlitze ou 93S5 1103.. 

What if! do not wam to participate"? 
Your deci~iou whether or uot to participate will uot prejudice your future relation~ with the 
University of New South Wales or La Perouse/Botauy Bay Aboriginal Corporation. If you decide 
to participate, you cau withdraw your consent and discontinue participation at any time without 
prejudice. 

Is this srudy approYed~ 

Thi~ sh1dy ha~ been reviewed nud approved by the Hnmnu Research Ethics Couunittee of the 
University of New South Wales and the Aborig,inal Health and Medical Research Council. Auy 
complaints maybe directed to any of the following: 

Ethics Semtru:iat, University ofNew South Wales, Sydney, NSW 205~. Ph 93S5 4234, Fa~ 
9385 6648, Email ethics.sec@uusw.edu.au; 

The Chaiipersou, Aboriginal Health and medical Research Council Ethic~, P.O. Box 1565, 
Strawbeny Hills, NSW 2012. Ph 9698 1099, Fax 9690 1559, Email ahmrc-@al.utuc.org.au. 

Auy complaint you make will be investigated promptly nud you will be infotmed out the outcome. 

Yo11rs sinc.erely, 
/p;l 

17~ ~://~~ 

Prok;sor :Mark Harris 

Cultunlresyed in gene1-al practice in Sydney 212 
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Appendix 5: USP Assessment Checklist 

UNSW research centre for primary heallll care .Jncl oqulty 

I TilE UNIVERSITY OF 
N[W SOUTH WALES 

~ ~YnN f·Y· 1051·1\1 151 RJ\1.11\ 

USP Ass~ssm~ut 

Prnrtice ID 

Date rompleted -------- Your nmne -------------

1. Iclenlificntiou 

1.1 Were you asked if you were Aboriginnl on ~·our first I foUow up* \isit? (delete that which 

is not required) Y N (go to 2) 

1.2 How? (tick all that apply) Indigenous status question is on registrntion fom1 

Asked by reception 

Asked byGP 

Asked by Nurse 

Other (specify) 

2. Litt•t·acv rhed< 

1! Were you as!{ eel if you need help filling in any pa11erwork'? y N 

3. I>l'iH'tice environment 

3.1 Does the practice bnve posters, brocbm·es or other iufonnnt1on \1Sible to encourage 

patients to self-identify as Aboriginal? Y N (go to 3,2) 

Describe 

3.2 Does the pmctice han Aboriginal symbols of welcome snell ns an Aboriginal flng on the 

entmure door or Aboriginnl nrhYork? Y N (go to 4) 

Describe 

Pmclice ID ---- Cultural respect in general practice in Sydney: USP Assessment Page 1 of5 
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The Consultntion 
~- C:urM•) 

-U Was the nurse seen? Y 
~-2 WlHif clid the nurse do? 

4.3 How long did you spend "itll the nurse? 
4.4 Did the nurse explAin tWug~ to you in n way you 
undmtood? Y 

ExplAin 

4.5 Dlel you feel you could relnte to the nurse? 

Explniu 

s. (GP) 

5.1 How long did you hnve to wait to be seen? 

5.2 Asl<ed nbout prelious meclicnJ Wstory? 
5.3 Asl<ed nbout current medications? 

5..4 Was blood pressure tnl<en? 

5.5 Was weight tnken? 

5.6 Wns n wnist mensuremeut tal{en'? 

S.7 ASI{ed about smoking? 

5.8 Asl<ed about nutrition? 

5.9 Asl<ed nbout nlcohoJ? 
5.10 Asked abont exercise/physical activity? 

5.11 Asked if you have llad any AborigiunJ health cbeclts? 

5.12 Were nuy blood tests ordered? 

5.13 Were :my scripts ordered? 

5.14 Were auy refet•t•nls macle? 

5.15 How long did you spend with the GP? 
5.16 Did the GP explain things to you in n way you 
uuderstood? 

ExplAin 

y 

hours 
y 

y 

y 

y 

y 

y 

y 

y 

y 

y 

y 

y 

y 

hours 

y 
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5.17 Did you feel ~·ou could tnlk \\ith nud lle understood 
by tile GP? 

Explnin 

5.18 Were you told to make n follow-up nppoiutmeut? 

6. Other 11ealrll m•ofessionnl 

6.1 Dlcl anyone eL~e see you? 

6.2 \;'\1ho nud what did they do? 

6.3 How long did you spend with them? 
6.4 Did they explnln things to rou in n wny you 
understood? 

Explnin 

6.5 Did you feel you could engnge \dth them? 

Explain 

7. Indigenous PIP 

7.1 Were you asl\ecl to register for the 

y 

Indigenous PIP? Y 

7.2 Was it explained to you in a way you understood? 

7.3 DJcl you feel forced info signing? 

7.4 Comments 

8. PBS Co-J):l\'ment 

8.1 Were you asked to register for the PBS Co
payment? y 

8.2 Wns it explnined to you in a way you understood? 

8.3 Were you nble to register once you asked for it? 

8.4 Comments 

y 

y 

y 

y 

y 

y 

y 

N 

---

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

(go to 7) 

(go to 8) 

(go to 9) 
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9. How comfot·tnble \'Oil felt 

9.1 :\Inking the 
npJloiuunent 

(OIIII/Ifi/(S 

9.1 Wnlklug in 

(0/11//Il'I/(S 

9.3 At reception 

(0/11//Il'/I(S 

)1ot ar all ~liuimally Some\\'hm J\Ioderntely \'ery 

--------------------------------------------------

}Jot at nll 1\Iinimally Somewhat :Moderately \'ery 

--------------------------------------------

Not at nll Minimally Somewhat Moderately \iety 

--------------------------------------------

9.4 In wniting room Not at all Minimally Some\\'hfll Modemtely Vety 

Comments --------------------------------------------------

9.5 Willi the GP )lot at all Minimally Some\\·hat Moderately Vety 

Commeufs --------------------------------------------------

9.6 With tlle nurse Not at all Millimally Somewhat Modemtely Vety N/A 

(0/11//Il'llfS 

9. 7 With other 
ltenlth professionnl 

(0/11//Il'llfS 

--------------------------------------------------

Not at all Minimally Somewhat Moderately Vety NIA 

--------------------------------------------------

9.8 :\1nkillg follow-up Not at all Minimally Somewhat Moderately Vety N/A 
nppoiutment 

(0/11/1/fiiiS --------------------------------------------------
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10. Continuing rare 

10.1 Would you retum to this prartire if you had the choice? 

Explnin 

11. Genernl comments 

11.1 

y 
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Appendix 6: Practice Summary and Patient Audit 

Practice Summan & Patient Audit 

Practice ID 

Timepoint 
---------------------
Baseline 

PR<\CTICE SUM1VL<\RY 
1. Practice Demogrnpllic~ 

GP 
FIT (M) 

PIT (M) 

PN 
FIT (M) 

PIT (M ) 

Practice Smff 
FIT (M) 

PIT (M) 

2. Practice Software 

----------

Y (name) 

3. Practice registere<l for Indigenous PIP 

Andit Date 

Post 1ntervention 

FiT (F) 

PIT (F) 

FlT (F) 

Pfr (F) 

FIT (F) 

P/T (F) 

y N X 

4. Ko. of staff having undergone cultural nwareness trniuing in the last 12 months? 

(n) GP 

(b) Practice Nurse 

(c) Other medical /allied health staff 

(d) Practice M anager 

(t') Receptionist 

NIA ---------

NIA 
---------

KIA 
---------

N/A ----

Name of tile progmm :mel org:misntion that deliYere<l the training? 

PATIENT RECORD AUDIT 

N 

Note: Data on Aboriginal and Ton·es Stmit Islander patients and MBS Item No. data can be 
obtained from clinical sojfll'are such ns Medical Director. Pracsoft and/or ji·om the PEN Clinical 
Audit Tool. 

s. P:ttientlndigenous status recording 

Total no. of patients agecl18 or over 100 o/o 

% ~o. identified ns Aboriginnl -----------------=--=
No. identified as Torres Strait Islandel' 1!'0 

---------------~~ 

% ~o. identified both Aboriginal and Torres Strait Isl:m<ler ------------------=-~ 

No. identified as ueithet• o/o -----------------=--=-
1'i o. refused % 

---------------~~ 
~o. unidentified % --------
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6. :\"o of Indigenous-identified patients aged 18 or oYer 

7. :\"o ofrousultations (between audit dates) 

8. Xo of health rherks in the past 6 mouths 
701 Brief Health Assessmrot ofless than 30 minutes duration 
703 Standard Health Assessment lasting more than 30 miuntes but less than 45 llllll\lte~ 
705 Long Health Assessruem lastlng more than45 llilllutes bm less than 60 minutes 
707 Prolonged Health Asse~mem lasting more than 60 minntes 
715 Aborigi.n.'\1 aud Torres Strait Islander people Health Assessment 
10986 Healthy Kids Check provided by a prnctice m•rse or registered Aborigu1.1l Health Worker 
10987 Follow np St>rvice provided by a practice nurse or registered Aboriginal Henlth Worker, on behalf of a Medical 

Practitioner. for "patient who has recei\·ed a he<~lth assessment 
SB OO Pntients referred by a GP for health services provided by an elig.ible Aboriginal health worker 

MBS Item No. No. uudel'taJ{ell 

18-19 20-29 30-39 40-49 50-59 60-65 65+ 

1\1 F M F ~~ F i\1 F M F 1\1 F l\1 F 

701 

703 

705 

707 

715 

10986 

10987 

81300 

9. How many (if anv) patients iu the JH':lrtire have registered for: 

!\1easure No. undel'taken 

18-19 20-29 30-39 40-49 50-59 60-65 65+ 

l\II F :.\1 F .i\1 F l\I F l\1 F .M F M F 

Indigenous 
Healtll Incentin 

PBS Co-payment 
measure 

Both 
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Appendix 7: 

questionnaire 

GP and practice staff self-complete 

UNSW research centre for p 1rn l)' •·aealth care and e•.lUil> 

I · 'J Hl: UNIVJ:KSITY OF 
NFW SOUTH WALES 

~ S\' l)i\'[' )· · ~ OH·t\ l 1 $1 R .·\lt t\ 

Self-complete questionnaire (Pra rtices) 

1. Demogt·apliics 

1.1 Gender: [J Female lJ Male 

1.2 Age: . <15 L 25-34 L:c 35-44 .. , 45-54 55-64 65-t 

1.3 Working status: r Full-time 0 Part-time (ifpm'f-lime, specify hours pel' week _ _ 

1.4 Role: C GP r: Practice Nurse C C Practice Manager Ll Practice Staff 

1.5 Etbnirity (speci,jjr): 

2. Identification 

2.1 At rt>gistmtion, :we new patients asked if they ut>ed help filling in registration form? 

Y N Don' t Know 

2.2 How at·e patients identified as being of Alloriginal :uul Torres Stmit lsl:mdet· 
backgt·ounds in yom· pJ•actire? Tick nil that apply 

NEW patirnts 
Indigenous status question 
is on registration f01m 

ASked by reception 

AskedbyGP 

Asked by Nurse 

Other (specify) 
Patients are not asked their 
Indigenous status 

EXISTING patients 
lndigeuous status question 
is on registration fonn 

Asked by reception 

AskedbyGP 

Asked by Nurse 
Other 
(spec-ify) 
Patients m'e not asked U1eir 
Indigenous stahls 

Don' t Know (< o to 2.5) Don't Know 
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2.3 How well do you think your current identifir:Hion proem works in i<leutif)ing :\t:W 
Aboriginal a net Torre~ Strait Islandet· patient!>? Please circle one response 

Kot llt all \"ery Poor Poor Good \"ery Well Don't know 
(ldeuttfies O~o) (l<knttfie.s JS0 o) (Ideu!tfi~ 50° o) (Identifies 75~o) (ldenttfies I 00%) 

How could this l>e imprond? ----------------------

2.4 How well do you think your cmTent iclentifirafion prore~s work5 in ideutifying 
EXISTI:'\G Al>origiual mul Tone~ Strait l~lauder p:ltients? Please circle one response 

Not ar all Very Poor Poor Good Very Well Don't know 
(Identities 0%) (Identifies 25%) (Identifies 50%) (Id~tltlfies 75%) (Identifies I 00%) 

How could this ue ilnprond'? 

:!.5 Is the pntient's Indigenous stnttt~ recorded on the patient medical record? 

y Dou'tKnow 

3. CommunitY Engagement 

3.1 Does your prnctice currently engage with the local AbOt'iginnl and Torres Strnit 

Islander org:misations? Y N (go to 3.2) Don't Know (go to 3.2) 

If 'Yes', describe the OI'ganisntions nnd tile engagement -------------

3.2 In tile last 12 months, hns youl' prnctice lind nn~· contnct with Aboriglnnl-specific 
health orgnuisations or staff about the medicnl cnre of Aboriginal and TotTes Stmit lsJandeJ' 
pntients nt your practice (t>.g. Aboriginal Mecllcnl Sen'ice (A:., IS), DMsion of Genernl Practice 
outrencll worker)? 

y N (go to 3.5) Don't Know __ _,(J..._go_r_o_3_.5,;_) 

If 'Yes', describe the orgnnisntious and the engngement ------------ -

3.3 How often has this contact been, with 0 being H l'Y l'lll'ely :md 5 being quite often.? 
Please circle one response 

2 3 4 5 Don't know (go to 3.5) 
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3.4 How ndequate clo yon feel this is? Please circle 011e respons·e 

Not at all 
adequate 

A little 
adequate 

Some\\'hat 
adeqttate 

Adequate Very 
adequare 

Don't know 

3.!\ In the last 12 mouths, have you uudertnken Aborigiunl and Torre.~ St1·nit Islnucler 
culturalnwareuess n·aiJling for this practice? 

y N (go to 4) 

3.6 How meful do you think this wn~ to your worl\? Please circle one response 

Not at all A little Somewhat Useful \ ·ery Don't know 
useful useful useful useful (go to 4.0) 

Explain how you we1·e or were not nble to nse this training 

-4. Your views 

4.1 Thinking nbout IH'OYiding culturnlly :t}lproprinte cm·e to Aboriginal and Torres Strait 
Ishmder pntients this practice, what do ~·on think the 

a) enablm :ne? 

b) b:wriers are? 

4.2 Are you aware of the Aboriginal-specific iVIBS item numbers avnilnble for Aboriginal 
ru1d Torres Strait lsl:mdel' pntients for health checks, allied henltb Yisits and chronic disease 

management'? y N (go to 4. 3) 

What nre yom· views on this? 

4.3 Are you aware of the PBS cO-}lllytnent mensm·e :waiJable for Aboriginal and Torres 
Strnit Islnuder patients which enables patients with or at-risk of cltrouic disease to receive 
their medications at a reduced rnte if they clo not bold a Henltll Care Cnrcl or for fl•ee if they 
do bold one? 

y N (go to 4.4) 

Wbnt are yom ' riews on this? 
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4.4 I~ your practice registuecl for the PIP Indigenous Henlth Incentive? 

y (go to 4.6) N 

If ·~o', wllnt are the rensous for not ngistering for tile PIP Indigenous Health Incentive? 

4.5 Would you be interested in appl~ing for the PIP Indigenous Health Incentive so thai 
you coulclprovide the PBS co-payment measures to Aboriginal nncl Torres Stmit Islander 
patients nud receive the PIP iurentiw if acCl'editlltion was not required? 

y N Don't know 

4.6 Wllnt are your views on the PBS co-pn)IDent measm·es available to Aboriginal and 
Torres Stt·nit Islnnder plltients being tied to p1·nctices registering for n PIP payment? 

t>xftwo questions for folloW-lJll only-: 
4.7 In what ways has this study improwd tbe acceptability of your prncUce to Aboriginnl 
and Torres Strnit Islander pntients, if nny? 

4.8 How hnve your own nttihtdes, unclerst:mding nnd skills changed regarding appropriate 
health care set'Vice delivery for Aboriginal and Torre~ sn·ait Islander peoples, if at all? 

[Both Baseline and Follow-up:1 
4.9 Whnt other comments would you Jil<e to make? 

THANK YOU FOR TAKING THE TIME TO COMPLETE THE SURVEY. 
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Appendix 8: Example of a baseline Practice Feedback 

Report 

T.NSW research centre for 1 iman IH alrh f<tn ;nHI 'qUl1~ 

I THE UNIVERSITY Of
NEW SOUTH WALES 

, SVDNI'Y· }(lr, ~ • t'd IS 'riM I I I\ 

Practice F eedbacl( 
Report 

Practice: 
GP: 

[suppressed] 
[suppressed] 

for 

18/09/1013 

This is a report of the outcomes of the Unannounced Standardised Patient (USP) 
visit to yolll' practice, as 'veil as a clinical audit of your Indigenous ideutificnrjon 
and recording systems aud Aboriginal and Torres Strait Islander patient health 
assessments. 
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I~TRODl.CTIO~ 

Thi'l repmt contain5 results of tbe unrulliounced 5randardised patiem risit to your practice a:, 
well as feedback on your recording system:. and the clinical audit of Abotiginal and Tones 
Strair l~l11nder patiem health asse~sments. 

The report aims to proYide you with feedback about: 

• The completeness of your patient Indigenous identification method~ and record keeping. 
Where possible. yonr results are compared to the aver<1ge result of all patticiparing 
practice ~. 

• The current le,·el of culnmu appropriateuess of your practice as assessed by a member of 
the local Abotiginal Community. 

l:LIGIBILITY CRITERIA 
Only records of patients who met the inclusion criteli:1 where audited. The critetia were; 

- Aged 18 years or m·er 
- H.1d attended the practice within the past two years 

Total no. of eligible patients in rom· practiee u = 1S,146 

ASIQNG A:\"D RI.CORDlliG Th"DIGEJ\OUS STAT{jS 

The best practice guidelines for collecting Indigenous status iu he:11th dnta sets are: 

• Australian Iustitute for Health nnd Welfare. Nntional best practice guidelines for 
collecting Indigenous status in healtl1 dnta sets. Cat. no. IHW 29. Canbetrn: AlliW: 2010 

• RACGP. RACGP Stnndar<l<; for general prnctices 4th edition. Melboume: The Royal 
Austrnliau College of General Prnctitiouers: 20 l 0. 

Cmreut guidelines recommend that nllnew and existing patienrs nre asked their Indigenous 
stnms. Infonuntion systems should record Aboliginal nudlor Ton-es Strnit Islander or non· 
Indigenous stantS infonnation using the national categories for recordiug Indigenous stants as 
set out below. 

L Abotiginal but not Tones Strait l5lnnder 01igin 
2. ToU"es Strait Islander but not Abotiginnl migin 
3. Both Abotiginal nnd Ton·es Strnit Islander otigiu 
4. Neither Aboriginal nor Tones Strait Islander origiu 
9. Not statedlinn<lequntely described 

The following tnble shO\r the number nnd percentage of pntieuts in your pmctice with tbe 
Indigenous status recorded. 
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Your pr:lrtict' 
A \'erage all 

lncligt'nous Identification status practices (n=6) 
% OAJ 

Aboriginal 0.1 0.3 
Ton·es Strait Islander 0 0 

Both Ab01i2inal and Torres Strait Islander 0.1 0.1 

Neither 54 .3 30.4 

Refused I Inadequately stated 0 9.8 
Unidentified 45.5 59.3 

Points For Reflection 

Asking tmd l'ecording Indigenous Stntus 
• Although yom· new patient registration fonn asks patients "Are you an Abmiginal or 

Torres Strait Islander? YIN," tltis does not allo'vv differentiation between cultural groups. 
Some people who are both Abmiginal and Torres Strait Islanders will not be confined to 
answering that they are either Aboriginal or Torres Strait I.slnnder. Similarly, some 
Aboriginals do not being "lumped in" with Torres Strait Islanders and visa versa as they 
are both very different and distinct ethnic groups. 

• Some Aboriginal or T01res Sll-ait Islander patients do not feel safe identifying on a fonn 
at reception. Some do not understand why they are being asked their etbnicity. It is 
reconmtended that all patients who do not answer the question are asked discreetly by 
reception. Additionally. some patients will only ever want to identify to the doctor and it 
is recommended that doctot'S also check the Indigenous status of all their patients. 

• TI1e unannounced standardised patient (USP) did not fill in the Indigenous status 

1 
question at reception to see if reception or the doc for would check. Tite USP was not 
asked her Indigenous status and her Indigenous status was incon·ectly recorded on the 
medical record as "Non ATSI." 

Literacy 
• No~ all patients who reside in tu·ban areas are literate. Many illiterate patients are· too 

ashamed or embatrassed to· disclose their illiteracy. Literacy should never be 'assumed. 
Reception should discreetly offer all patients if they need help with any pape1work. After 

1

' being presented with the New Patient Registration Fonn, the USP made an excuse that 
she bad forgotten her glasses and tlien fidgeted for a wltile to see if she would be offered 
any assistance. She was not offered assistance. 

PBS CO-PAYMEKT MEASURE 
The Closing the Gap (CtG) Pham1aceutical Benefits Scheme (PBS) Co-payment Measure 
aims to impro\·e access to PBS medicines for Aboriginal and Ton-es Strait I.slandei'S lh·ing 
with. or at risk of. chronic disease by providing PBS medicines at lower prices or free of 
charge. Aboriginal and Ton·es Strait Islander patients of any age are eligible if they IHtYe. "an 
existing chr01tic disease or are at risk of chronic disease and in the opiltion oftbe presctiber: 

• would experience setbacks in the prevention or ongoing numagement of clu·onic disease if 
they did not take the presc1ibed medicine and 

• are unlikely to adhere to their medicines regimen wit110ut assistance tlu·ouglt the 
measure.'' 
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[Sotlfce: Austrnlinn Go\·c-nunem Departmem ofHnUUUl SerYices. Clo~ing the Gap-PBS Co·paymeut Measure. 
Available from http://www.medicareau~tralia.goY.au.lpro\·ider/pbsfprescriberfclosiug -the-gap.j~p [Accessed 21 
Jtme 2012]. 

The following table shows the munber of patients registered for the Indigenous Henlth PIP 
all(Vor the CIG Co-Payment Measure. 

Your practice 
Average aU 

pr:~ctices (n=3) 

Indigenous Health Incentive 0 0 

PBS Co-payment measure 0 0 

Both 0 4 (range 0·6) 

Points For Reflection 

• Your practice is able to provide CtG scripts as it is registered for the Indigenous Health 
Practice Incentive Payment. This service could greatly benefit your Aboliginal and 
Ton·es Strait Islander patients by removing any financial barriers that may impede 
medication compliance. 

THE PRACTICE ENVffiOI\,.ME~T 

The following table shows an assessment of\'isual symbols of welcome. 

Your practice % au practices (n=6) 
Brochm·esJposrers encom'aging 

No YesO% No 100% 
self identification 

Abotiginal artwork/flag No Yes 17% No 83% 

Acknowledgement to counhy No Yes Oo/o No 100% 

POTh"TS FOR REFLECTION 

1 ~ • Many Aboriginal and Toues Stmit Islander peoples feel ill at ease when presenting to 
Western organisations as such as mainstream health services. Feedback from tbe USP 
and focus groups with Aboriginal and Ton·es Strait Islander peoples from the local 
community and bas highlighted the imp01tance of visual symbols to Abotiginal and 
Torres Strait Islander patients to demonstrate that they are welcome at tl1e practice. This 
can be achieved in a munber of way: having "black faces'' (Aboriginal and Ton·es Strait 
Islander slaff members) employed ·at the practicei displaying Aboriginal and Torres Strait 
Islander att work, health posters or the Aboriginal and Torres Strait Islander flag. Many 
practices cannot employ extra staff and do not put up art ~vork on posters. A solution for 
all practices is an acknowledgement to cotmtry in the window, reception area or the 
waiting room. For example, "We acknowledge tile pecp7e of the Eora nation as the 
tradih"onal owners of tllis land and pay our respect to Elders past and present." Tbis is 
usually displayed with the Aboriginal and Torres Strait Islander flags. 
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HOW THE rSP ITL T 
The followi.ug table ~hows the USP~ lc\·el of comfort for nuious; a~pects whil~t at yotu· 
practice. 

Yow· 
pmctice %all practices (u=6) 

- >. - >. 
t: :; ~ ~ c· .. " > :: .. c !i ~ ·~ ~ot at all i\linimally Somfwbat ~IoriPraffly ... ·= - "C :> 
0 ' " § 0 

7.. ::::. IJJ ~ 

Milking initit~l 
X 0 0 33 0 

appointment 
Walldng in X 0 0 67 .B 

At reception X 33 33 0 17 

In waiting room X 33 0 50 17 

POINTS FOR REFLECTION 

Vfry 

67 

0 

17 

0 

• The USP rep01ted that she was put on hold for eight minutes wheu she telephoned to 
make the appointment. The USP repotted that the receptionist had difficulty 
understanding her and she had to spell her name for the receptionist fmu· times and that 
the receptionist still got it wrong although the name used was a simple common name. 

• The USP repo1ted that reception ignore everyone walking in and out. The USP reported 
that patients are required to take a ticket and are treated like a number. The USP rep01ted 
that the ticket machine is not immediately visible when entering the practice and it was 
only when she was standing at the reception desk and being i~tored by reception that she 

1: glanced at a monitor on the wall and saw a ticket nmnber being displayed so realised she 
I I was supposed to get a ticket and went searching for the machine. She reported that she 

felt this process is cold and inlpersonal for a medical practice. 

HEALTH ASSESSMEJ\'TS 
The best practice guidelines for Abotiginal and Ton·es Strait Islander health assessments are: 

• NACC'O/RACGP. National guide to a preventatiYe health assessments for Al>oliginal and 
Toms Strait Islander people. 2nd Edition. South ~vielbolmle: The Royal Australian 
College of General Practitioners; 2012. 

Ctnrent guidelines recommend that Aboriginal and/or Tones Strait Islander patients 
undertake a health assessment (MBS Item 715) ruumally. The minimum time allowed 
between ~en·ices is nine (9) months. Practitioners may perfonn Health Assessments under 
other item munbers. The following table shows the number of health assessmenrs can'ied om 
on Aboriginal and Tones Strait Islrutder patients in the past 2 years. 
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ConsnJtntions :md Health Checks Your pl'nrtice 
Average all 

prnrtires (n=6) 
Iudigenous Patients 34 ll (rnnee 0-22) 

No of consultations past :! years 154 95 (ranee 0-250) 
Aboliginal and Toms Strait Islander 1 1 (range 0-2) Health Check Assessments (MBS llem i 15) 

Health Check Assessments - (MBS item 
0 0 numbers 703. 705. 707, 10986, 10987. 81300) 

Points For Reflection 

• Aboliginal and Ton·es Strait Islander peoples represent about 2.5% percent of the total 
Australian population, yet contribute 3.6% of the total burden of disease. Clu·onic 
diseases account for 80% of the difference in the burdeu of disease obsetved behveen 
the Ab01iginal and ToiTes Strait Islander peoples and other Australians. Due to the 
higher rate and earlier onset of chronic disease, aiUmal health assessments are 
recommended for Ab01iginal or Ton-es Strait Islander patients to detect disease early or 
prevent disease. 

(Pages i and 8 for the participating GP only) 
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I 

THE CO:\Sl 'L TATIO:\ 
(tbe follo\\ing pages are 0:\'LY to be giren to rht> participati ng GP) 

The following table shows the USPs account of rarious areas co\·ered in the consultation. 

Your practict> o/o A U practices (n=6) 

Asked about J)re\'ious medical histotV? Yes Yes 100% No0°o 
Asked about cmrem medications? Yes Yes 100% :--loO% 

Wns blood pressme taken? Yes Yes 100% No0°~ 

Was weight taken? No Yes 0% No 100% 
W<1s a waist measnrement taken? No Yes 0% No 100% 

Asked about smokit1e:? Yes Yes 100% No 0% 
Asked about nuttition? No Yes 17% No83% 
Asked about alcohol? No Yes 0% No 100% 

Asked about exercise/physical activity? Yes Yes 50% No 50% 
Asked if you have had any Aborigilwl 

No Yes 0% No 100% 
health checks? 

Were any blood tests ordered? No Yes 17% No83% 
Were any sctipts ordered? No Yes 33% No 67% 

Were any refenals made? No 
Yes 33% 

No 67% 
(chest x-ray) 

Did the GP explain things to you in a way 
Yes Yes 100% NoO% 

you lmderstood? 
Did you feel you could talk with and be 

Yes Yes 100% NoO% 
under-stood by the GP? 

Your practict> Average nil practices (n=6) 
Time spent waitine: for GP -l7 minutes 20 minutes (rane:e 3·4 7) 

Tilne spent with GP 18 minutes 17 mitmtes (raue:e 7 -40) 

POINTS FOR REFLECTION 

• Smoking and BP were assessed'which are important risk factors. Aboriginal and T01res 
Strait Islander peoples have higher rates of obesity and diabetes related to ovetweight 
and poor diet. with onset af a yOlmger age than other Australians. Thus it is important to 
routinely assess and monitor weight. waist circumference. nutrition, alcohol and physical 
activity. Refetnls to dieticiallS or lifestyle change setvices should be considered. 
Physical activity was assessed. 
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The follO\\·ing table ~hO\\"S the USPs Jerel of comfort during the consultation. 

Your 
% allprnctices (n=<6) 

practice 

- .... .. ~· 
-; :; .: ~ .::: ~ ~. 
; .§ ~ !: t ~ot at all ~linimally Somewhat :\loderately Very• ~ 

- c e .g;;,.. 
0 ·-1'. :E e 0 

Vi ~ 

With the GP X 0 17 17 33 33 

POINTS FOR REFLECTION 

• The USP reported that she felt ve1y comfortable with the doctor and felt that he was nice 
and down to eat1h. The doctor provided her witll a printout of the consultation notes so 
that she could take it another GP. The doctor had written instmctions down for the USP 
regarding her medication change so that she wouldn't forget the instmctions. The doctor 
had also provided his mobile number and offered to make a house call for follow up. 

• The USP reported that if given a choice. she would see the doctor again in another venue 
but would not return to that practice again. 
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Appendix 9: Evaluation of the implementation of the intervention (Practice 101) 

NPT 
Domain 

Q) 
u 
c 
! 
Q) 
.c 
0 
0 

Questions to consider 
within the NPT framework 

Could participants easily 
describe the intervention? 

Could they clearly distinguish 
it from other interventions? 

Did participants think the 
intervention had a clear 
purpose? 

Did participants have a 
shared sense of its purpose? 

What benefits did 
participants think the 
intervention would bring and 
to whom? 

NPT evaluation 

The participants understood that a USP presented as a patient and feedback 
was provided on whether or not the USP had their Indigenous status identified 
and how they rated their experience as a patient in the practice. 
The GP understood that the study aimed to increase his awareness regarding 
the provision of appropriate healthcare to Aboriginal and Torres Strait 
Islanders: "Well/ guess I am a good person for this study because I don 't know 
a'!_ything about this, these people", GP 101102 
The GP was surprised to learn the USPs were the study patients as he felt the 
consultations were straight forward and he was expecting more complex 
scenarios. 
Once participants received the baseline Practice Feedback Report showing 
the results of the clinical audit and the USP visit, and received the CA training 
explaining the health disparities between Indigenous and other Australians, 
they fully understood that they needed to change their Indigenous status 
Identification systems and the practice environment, and to provide targeted 
care. 
The-GP felt that Indigenous status identification and increased awareness 
would lead to targeted care: "/ suppose if the doctor you know have more 
knowledge about this group of population it might help ... and also the, the 
disease pattern .. . and in the management of it", GP 101102. 
The Practice Manager did not see Indigenous health as a priority and believed 
that the practice did not have any Indigenous patients. 
The GP felt that the intervention would increase his knowledge and help him 
provide more targeted care. 
The GP felt that the intervention would benefit him by increasing his 
awareness and enabling targeted care: "Oh that definitely give us the um 
awareness .. .there is this group population that you know that should be look 
after ... as a doctor we should um you know look into that more, more 
thoroughly and be more focused with this population", GP 101102. 

Data 
Source 

FN 

FN 

FN 

FN 

FN 

FN, I 
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NPT I Questions to consider 
Domain within the NPT framework 

c 
0 

i ·a 
t: z. 
CD 
~ -c g-
(J 

c 
0 

~ 
~ 
;; 

i 
0 
(J 

- ' 

Were participants likely to 
value these benefits? 
Did participants believe it 
would fit with the overall 
goals and activity of the 
organisation? 
Did participants think the 
intervention was a good 
idea? 
Did they see the point of the 
intervention easily? - --
Were they prepared to invest 
time, energy and work in it? 

How did the intervention 
affect participants work? 

NPT evaluation 

(No data) 

(No data) 

The GP and reception staff felt they didn't have any or very few Aboriginal 
patients, but thought that the intervention was a good way to learn about giving 
the best possible care to any current ~or future Indigenous patients. 
Once the participants received the Cultural Awareness training they 
understood why l ndigen~us status identification was important. 
The GP was eager to facilitate appointments for interviews and training. During 
the training sessions he took notes, as did the receptionist. 
The receptionist that did receive training as part of the intervention said she 
was going to make a conscious effort to identify patient's Indigenous status. 
The reception staff seemed keen and willing to take to take part in the training 
offered in the intervention but were not able to because the Practice Manager 
would not allow them to, which resulted in them being excluded from the study. 
As part of the intervention, staff were trained to actively ask all new and 
existing patients their Indigenous status. The GP needed to change his work 
by adding this to all his consultations. He remarked that he had been 
remembering to consciously ask patients their Indigenous status but forgot for 
awhile. 
The receptionist that received the training stated that she needed to change 
her work by following up on new patients who did answer the Indigenous 
status question on the New patients Registration Form and by asking all 
existing patients their Indigenous status. The receptionist stated that ever 
since she had received training as part of the intervention, she asked all 
patients their Indigenous status, even though none of the other reception staff 
were doing this. She said she had no control over updating the New Patient 
Registration Form according to Best Practice Guidelines as this was the 
Practice Manager's decision. 

Data 
Source 

FN 

FN 

FN 

FN 

FN 

FN 
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NPT I Questions to consider 
Domain within the NPT framework 

Did it promote or impede their 
work? 

What effect did it have on 
consultations? 

NPT evaluation 

The GP felt overall the study increased knowledge and awareness and 
therefore improved clinical practice: "I think the education of the 
doctors .. .influence the clinical practice, so I think it is a good study because it 
does educate the doctor amj f!1f!ke him aware", GP 101102. 
The GP needed to add Indigenous status identification to the history taking 
and be conscious of providing targeted care. 
Shortly after the Intervention, the GP stated that he had had patients identify 
as Aboriginal but had no yet done their health checks. 

Did staff require extensive I Yes because prior to the intervention they were unaware of why Indigenous 
training before they could status was recorded. 
use it? ----
How compatible was it with 
existing work practices? 

What impact did it have on 
division of labour, resources, 
power, and responsibility 
between different 
professional groups? 

Did the intervention fit with 
the overall goals and activity 
of the organisation? 

~-~-------

New patients were already asked to self-identify their Indigenous status via a 
registration form prior to the Intervention; staff needed to expand on this by 
prompting patients to answer the question if it had not been answered on the 
form and by asking existing patients as well. However, because the reception 
staff were excluded from the study, this could not be performed on a practice 
level. 
The Practice Manager did not allow his reception staff to take part in the 
intervention. As he was not in charge of the GPs, the GP was free to continue. 
Despite not being allowed to receive the full training in the intervention, one 
receptionist who had already received some training continued to ask all 
patients their Indigenous status even though she was the only receptionist in 
the practice who did this, but only did so when so other staff were around. 
The GP learnt that Identification was not just the role of the reception staff but 
was part of his role in providing appropriately targeted care. 
The potential for increased patient numbers was an important factor for the 
Practice Manager. 

Data 
Source 

FN, I 

FN 

I, S, FN 

FN 

FN 

FN 

FN 
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NPT Questions to consider 
NPT evaluation Data 

Domain within the NPT framework Source 

I 
How did participants The GP felt that the strengths of the intervention were, "Personal involvement S(R) 

I 
perceive the intervention of researcher, teaching, communication, USP usage, repeated reflections by 
after it had been in use for a way of reports, audio recording prelposr and that there were no weaknesses, 

I while? GP 101102. 
The receptionist that received some training stated that she tried to ask all FN 

I patients their Indigenous status as a matter of routine. ---- --
Did they perceive it as being Yes, the GP reflected that, "This research is very important to make health s 
advantageous for patients or care equal," GP 101102. 
staff? The GP said, "I think the education of the doctors .. .influence the clinical I 

I 
= practice, so I think it is a good study because it does educate the doctor and 
c make him ~w9re", GP 101102. 

"C -
0 Did participants see what Yes, the GP reflected that he was 11 

••• more directed to A/TS Islander people's s 
I ~ 

c effects the intervention has health need', GP 101102. 
0 
~ had? The GP reflected that the training was very beneficial to the receptionist that I 
CD did receive it: "I think one or two of them has been educated by you Heike and 
> ;c that has been very good", GP 1 011 02. 
CD The GP saw that he had identified some Indigenous patients and should focus I ;: 
CD on targeted care for them: "I do put up the poster, up um in front of the patient a: 

for a while and then I did pick up a few, two or three patients .. .I think I should 

I 
follow that up some more closely now so what illness they would have in 

• Could users/staff contribute 
particular, yeah _their _!leeds", GP 101102 . 

l 
Yes the GP provided feedback during the practice visits and via the follow-up FN, S, 

feedback about the survey and GP Reflection form. S(R) 

I intervention after it had been 
in use? 

I 
Could the intervention be Yes, the GP changed the position of his 'Are you Aboriginal' sign in his office FN 

adapted I improved on the and was trying to work out how to get one up in the reception area and 
basis of experience? bypassing the Practice Manager. 

KEY: A= Audit., FN= field notes, I= interview, S= survey, S(R)= GP Reflection Survey, U= USP 
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Appendix 10: Evaluation of the implementation of the intervention (Practice 1 02) 

NPT 
Domain 

CD u c 
! 
CD 
~ 
0 
0 

Questions to consider 
within the NPT framework 

Could participants easily 
describe the intervention? 

- - ---
Could they clearly distinguish 
it from other interventions? 

Did participants think the 
intervention had a clear 

f-~~ose? 
Did participants have a 
shared sense of its purpose? 

What benefits did 
participants think the 
intervention would bring and 
to whom? 

NPT evaluation 

The GP misunderstood the point of the study. She felt it was just to enhance 
her cultural awareness (although she refused to take part in the CA training 
offered in the study): "I decided to do it when I was appointed to a rural AMS to 
enhance my cultural awareness .. . and my cultural awareness training has been 
minimal (but maybe I misunderstood the purpose of this study)'~ GP 102101 . 
"I guess I didn't fully understand the audit': GP 102101 . 
The GP could not accept that she needed to change anything that she did. 
She realised that there was already an effective Indigenous status 
identification system in place at reception, but would not acknowledge that she 
also had a r:_ole to play in identifying patients and prq~!ding targeted care. 
(No data) 

~ , TheGP felt the intervention would enhance her cultural awareness: "I decided 
to do it when I was appointed to a rural AMS to enhance my cultural 
awareness", GP 102101. _ __ 
The GP felt that the intervention would benefit her by increasing her 
awareness in regards to providing appropriate care to Aboriginal patients: "I've 
been considering doing some remote work up north, so I thought this might be 
good to help me know, you know, know if I should do anything different", GP 

Were participants likely to 
value these benefits? 

• -1 102101 . 
(No data) 

----
Did participants believe it 
would fi t with the overall 
goals and activity of the 
organisation? 

No, the GP felt that the Practice PrinciPal did not see Indigenous health as a 
practice priority. "I have to be honest I think my boss wasn't that keen to go 
after the PIP .. .for Aboriginal care", GP 102101 . 

Data 
Source 

s 

S(R) 
FN 

s 

FN 
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l NPT 
Domain 

c 
0 :w 
ftl a. ·u 
t= 
ftl a. 
~ 
;: 
c 
c:D 
0 
(J 

c 
0 
;: 
() 
ftl 
G) 
> :w 
~ 
0 
(J 

Questions to consider 
within the NPT framework 

Did participants think the 
intervention was a good 
idea? 

Did they see the point of the 

-
NPT evaluation 

The GP was keen to sign up for the study as she had an interest in Aboriginal 
health. Although she felt that the practice did not have any Aboriginal patients 
she did want to know about providing appropriate care to Aboriginal patients 
and felt that the intervention would provide this knowledge. 
No other member of the staff wanted to sign up for the study as they felt they 
did not have any Aboriginal patients and they were not willing to undertake any 
mo~ activi!ies at work if they didn't have _to. 
(No data) 

interventio:..:..n.:-e~a::..:s:;.;.i1Jy_..;..? ____ 
1 
___ _ 

Were they prepared to invest I No. The GP did not want to undertake the Cultural Awareness training or have 
time, energy and work in it? practice facilitation visits. The GP impatiently asked the researcher how long it 

How did the intervention 
affect participants work? 

1--- --
Did it promote or impede 
their work? - ---
What effect did it have on 
consultations? 

- ----
Did staff require extensive 
training before they could 
use it? - --
How compatible was it with 
existing work practices? 

would take at each visit. 
The GP stated: "I also now realise [the study] involved more of my time than I 
was lead to believe" GP 102101 . 
No other member of staff would take part in the intervention. 

As part of the intervention, the GP was trained to actively ask all new and 
existing patients their Indigenous status. The GP needed to change how she 
did her work by following up on patients Indigenous status during the history 
taking and not just relying on reception to identify patients' Indigenous status. 
The GP did not incorporate this change into her work. 
(No data) 

The GP was provided training about the various Aboriginal-specific MBS item 
numbers and demonstrated how to perform an Aboriginal Health Assessment 
on the USP at follow-up. 
Yes because prior to the intervention the GP was unaware of the different 
health care needs of Aboriginal and Torres Strait Islander Australians. 

New and existing patients were already asked to self-identify their Indigenous 
status via a registration form; the GP needed to expand on this by prompting 
patients to answer the question if it had not been answered on the form and by 
asking existing patients. 

Data 
Source 

FN 

FN 

FN 

s 

FN 
FN 

USP 

FN 

FN 
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1 NPT Questions to consider - -
- Data 

Domain within the NPT framework NPT evaluation 
Source 

What impact did it have on There was a very good Indigenous status identification system in place at FN 
division of labour, resources, reception and the practice relied on reception identifying patients. As part of 
power, and responsibility the intervention, the GPs and nurses would have also had to follow up on 
between different patient's Indigenous status, which they did not do. 
professio_!1~ groups? 
Did the intervention fit with No, the Practice Principal did not see Indigenous health as a priority. FN 
the overall goals and activity 
of the organisation? 

' How did participants The GP did not engage with the intervention and felt that it did not benefit her FN, I 
perceive the intervention in any way. 
after it had been in use for a 

I 

while? ----
Did they perceive it as being The GP did not think the intervention had any affect and felt that Indigenous I 
advantageous for patients or status identification was driven was practice accreditation: "We're going 
staff? through all our patients up dating all our records to make sure everything is, 

Q but you know I don't know what's motivated, that's probably um accreditation 
c: 
"t: rather than anything else'', GP 102101 . 
s Did participants see what No. The GP would not recognise that the 'Are you Aboriginal sign' that the FN 
'E effects the intervention has receptionist pointed to in order to explain to the USP why they were being 0 
:E had? asked their Indigenous status was provided as part of the intervention. 
~ The GP said she did not have a change in attitudes, understanding and skills I 
·;c on a local level, only as a result of her rural AMS work. " ... not much locally but 
CD 

I 
I;: um in the country I'm learning all the time working in Aboriginal health, but not 
CD a:: much locally yeah, nothi!!f{_s h~ppened really locally in Sydney", GP 102101. 

I Could users/staff contribute Yes the GP provided feedback via the follow-up survey and GP Reflection S, S(R) 
feedback about the form. 

I intervention after it had been 

! 

in use? --
- Not without the GP acknowledging -that she had a role to play in Indigenous FN, S Could the intervention be 

adapted I improved on the status identification. 
basis of experience? 

- --·- -··-···--

KEY: A= Audit, FN= field notes, I= interview, S= survey, S(R)= GP Reflection Survey, U= USP 
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Appendix 11: Evaluation of the implementation of the intervention (Practice 1 03) 

NPT I Questions to consider 
Domain within the NPT framework 

0 
u c 

Could participants easily 
describe the intervention? 

Could they clearly distinguish 
it from other interventions? 

I Did participants think the 
ii intervention had a clear 
o purpose? 

NPT evaluation 

The participants understood that a USP presented as a patient and feedback 
was provided on whether or not the USP had their Indigenous status identified 
and how they rated their experience as a patient in the practice. 
The GP and reception staff understood that the study aimed to increase their 
awareness regarding providing appropriate healthcare to Aboriginal and Torres 
Strait Islanders: "Oh it will educate me so I know what may be more 
appropriate ... ", G P 1 031 01 . 
It would make us all more aware of what's going on because we've got no idea 
what any, any of that stuff is about. .. I guess it would just make it better 
because then we'd be more aware ofthing_s", Receptionist 1_03503_. __ _ 
After they received the baseline Practice Feedback Report which showed the 
results of the clinical audit and the USP visit, and received the CA training, 
they fully understood that they needed to change their Indigenous status 
Identification systems and the practice environment, and to provide targeted 
care. 
The GP did not think that there were any Aboriginal patients in the practice, but 
felt that the intervention would help her be prepared in case she did get any in 
the future: "I don't think we have any Aboriginal patients, but it is good to know 
what to do just in case I get some·: GP 103101 . 
The receptionists felt it would increase their awareness: u It would make us all 
more aware of what's going on because we've got no idea what any, any of 
that stuff is about... I guess it would just make it better because then we 'd be 

1 
more aware of things", Receptionist 1 03503. __ _ 

Did participants have a The GP felt that the intervention would increase her knowledge so that she 
shared sense of its purpose? could be prepared to provide appropriate care to any Indigenous patients she 

might receive in the future; the receptionists felt it would increase their 
awareness. 

What benefits did 
participants think the 
intervention would bring and 
to whom? ---

The GP and reception staff were initially all keen to sign up for the study, their 
reason being that they wanted to ensure that if they did get an Aboriginal 
patient that the patient would be treated appropriately. 

' -- -

Data 
Source 

FN 

FN 

FN, I 
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I 
r 

I 

NPT 
Domain 

c 
0 

i 
Q. ·u 
t! ra 
Q. 

!f: .. ·s 
Q 
0 
0 

c 
0 
~ 
u ra 
CD 
> ;:; 
..! 
0 
0 

I 

Questions to consider 
within the NPT framework 

Were participants likely to 
value these benefits? 
Did participants believe it 
would fit with the overall 
goals and activity of the 
organisation? 

NPT evaluation 

(No data) 

The GP and reception staff felt that the care provided to patients was an 
important focus of the practice. 

Did participants think the The GP and reception staff felt that they did not have any Aboriginal patients, 
intervention was a good but thought that the intervention was a good way to learn about providing 
idea? appropriate care to any future Indigenous patients. 
Did they see the point of the Once the participants received the Cultural Awareness training they 
!Dt~rv~ntign e0:.sily? understoo_d why lngig~nou~_ ~tatus identification was il)lportant. 
Were they prepared to invest The GP and staff approached the Practice Principals to allow the reception 
time, energy and work in it? staff to undertake the training offered in the intervention because they were 

How did the intervention 
affect participants work? 

Did it promote or impede 
their work? 

keen to participate and felt that it was important for them to participate. They 
willingly undertook all training and facilitated appointments. The Practice 
Principals agreed even though they did not take park in the study themselves. 
The reception staff and GP said that they planned to actively ask all patients 
their Indigenous status. 
The practice staff asked the Practice Principals if they could put up the signage 
and artwork as prompts to facilitate Indigenous status identification. 
As part of the intervention, staff were trained to actively ask all new and 
existing patients their Indigenous status and they needed to incorporate this 
change into their work. The reception staff and the GP remarked that they 
were working towards routinely asking all patients their Indigenous status, 
even though time pressures were sometimes an issue: "Um just remembering 
to do it all the time with, with every, every single person. Sometimes when it's 
really busy, like it's hard to remember ... yeah, just getting into the habit of doing 
it", Receptionist 103501 . 
"We have been remembering to ask and people have been asking about the 
signs': Receptionist 103502. 
(No data) · 

Data 
Source 

FN 

FN, I 

FN 

FN 

FN 

FN 

FN 
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1
1 NPT Questions to consider . Data 

Domain within the NPT framework NPT evaluation Source 
\ What effect did it have on The GP needed to change by adding Indigenous status identification to the FN, 1 

consultations? history taking and be conscious of providing targeted care. However, she did 

l forget to ask p_atients their Indigenous status. _ 
Did staff require extensive Yes because prior to the intervention they were unaware of why Indigenous I, FN, S 

I training before they could status was recorded. 
use it? 
How compatible was it with There was already an existing registration process in place in the practice. The FN 
existing work practices? staff needed to change by adding Indigenous status as· part of the registration 

process and history taking. They placed the 'Are you Aboriginal' sign in the 
waiting room, at reception, and in every consultation room in order to facilitate 

- ·- _ _. _th_i_s _by_h_aving th_e_s_ig_n_s _as _a J:>_ro_m_ J:>_t _for tiJ.emselves and patients._ 
What impact did it have on Prior to the intervention, reception staff believed GPs identified patient's FN, I 
division of labour, resources, Indigenous status, and visa-versa. Both staff and GPs had to learn that both 
power, and responsibility were responsible for carrying out the task. 
between different 
professional groups? _ _ __ 
Did the intervention fit with Yes- the care provided to patients was an important focus of the practice. FN 
the overall goals and activity 
of the organisation? 

I How did participants Overall the staff felt that they had gained knowledge, that more patients were I 
I perceive the intervention being asked their Indigenous status, and that the tools they were provided with 

~ after it had been in use for a in the intervention assisted them to identify patients Indigenous status: "I think 
.§ while? the practice has been welcoming in trying to learn about it so that's good .... Um 
'E and I think more of the doctors and staff have been asking patients if they're 
& Aboriginal and Torres Strait Islander so that's good too'', Receptionist 103502. 

CD "When people ask about the sign on the front desk .. . we know what to tell I 
.; th~m", Receptionist 1 03503. __ 
~ Did they perceive it as being The GP felt that the intervention helped her to provide targeted care: "assist S 
~ advantageous for patients or me/enable me to provide specific A TSI care", GP 103101 . 

staff? "Now we have a better understanding of why it's important to know why} like I 
,___ ___ __E..._eople's AbQJ:igina/ and Torres Strait Islander statu~::. ':_. Receptionist 103501 . 
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NPT 
Domain 

Questions to consider 
within the NPT framework 
Did participants see what 
effects the intervention has 
had? 

-
NPT evaluation 

The GP felt that she had gained awareness: 
11 

••• it's helped me in terms of being aware. I still don't remember to ask actually 
I just don't remember, but this [the 'Are you Aboriginal sign] has been a big 
help because people will read that when they sit down and tell men, GP 
103101 . 
The reception staff realised that patients' Indigenous status was being 
identified: "More patients are being asked if they are Aboriginal and Torres 
Strait Islander'' , Receptionist 1 03502. 

Could users/staff contribute -~ Yes the GP and staff provided feedback during the -practice visits and via the 
feedback about the follow-up survey; the GP also provided feedback via the GP Reflection form. 
intervention after it had been 
in use? ---
Could the intervention be 
adapted I improved on the 
basis of experience? 

Yes- the practice put the 'Are you Aboriginal' sign up in every consulting room 
resulting the in the Practice Principals, who did not participate in the study, 
being prompted to identify patient's Indigenous status. 

KEY: A= Audit, FN= field notes, I= interview, S= survey, S(R)= GP Reflection Survey, U= USP 

Data 
Source 

FN, S, 
S(R) 

FN 
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Appendix 12: Evaluation of the implementation of the intervention (Practice 104) 

NPT 
Domain 

Q) 
u c 
! 
Q) 
.c 
0 
0 

Questions to consider 
within the NPT framework 

Could participants easily 
describe the intervention? 

Could they clearly distinguish 
it from other interventions? 

Did participants think the 
intervention had a clear 
purpose? 

Did participants have a 
shared sense of its purpose? 

NPT evaluation 

The participants understood that a USP presented as a patient and feedback 
was provided on whether or not the USP had their Indigenous status identified 
and how they rated their experience as a patient in the practice: When the GP 
found out after the consultation that the patient was the USP she exclaimed: 
"Was that patient doing my assessment? I had no idea. I would never have 
picked it? Really?': GP 104101 . 
The GP understood that the study aimed to increase her awareness regarding 
providing appropriate healthcare to Aboriginal and Torres Strait Islanders: "I'm 
new to this country so am not familiar with all the benefits available. In 
Canada, our First nations people have special services ... / don't know if you 
have that here': GP 104101. 
Once participants received the baseline Practice Feedback Report showing 
the results of the clinical audit and the USP visit, and received the CA training 
explaining the health disparities between Indigenous and other Australians, 
they fully understood that they needed to change their Indigenous status 
Identification systems and the practice environment, and to provide targeted 
care. The Operations Manager also realised the important role reception had 
to play in Indigenous status identification and making patients feel at ease and 
comfortable within the_eractice. _ _ _ 
The GP and Operations Manager felt that the study would increase their 
awareness regarding providing appropriate healthcare to Aboriginal and Torres 
Strait Islander patients: «Uh I think the elevated awareness and the 
understanding of what is necessary to, to cater to the Aboriginal and Torres 
Strait Islanders um will improve I guess the look and feel of the practice and by 
that um how comfortable Aboriginal and Torres Strait Islanders would feel in 
our practice", Practice Ma~ager 104301 . 
The Practice Manager was, " ... open to doing you know whatever is necessary 
really to ensure that you know any patient of one of our practices has the right 
access to health care and um has the tailored health care that they need", 
Practice Manager 1 04301 . 

Data 
Source 

FN 

FN 
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' NPT I Domain 

~ 

c 
0 

:i:3 
! ·u 
i! 
ca 
~ 
CD 
> 

:i:3 ·c: 
CD 
0 
0 

Questions to consid'r 
within the NPT framework 

What benefits did 
participants think the 
intervention would bring and 
t9 whom? 

Were participants likely to 
value these benefits? 

Did participants believe it 
would fit with the overall 
goals and activity of the 
organisation? 
Did participants think the 
intervention was a good 
idea? 

Did they see the point of the 
intervention easily? 

NPT evaluation 

The GP felt that the intervention would increase her knowledge and help her 
~rovide more targeted care. 
The GP felt that the intervention would increase her -knowledge so that she 
could provide appropriate care to her Indigenous patients. 
The Operations Manager felt that the intervention would help improve the 
practice environment so that Aboriginal and Torres Strait Islander patients 
were more comfortable in the practice. 
The Operations Manager realised that the Cultural Awareness training 
provided in the intervention fulfilled the practices requirements for Cultural 
Awareness trainin.gJor th~lljPJf: _ _ _ 
The GP felt strongly about removing culturally inappropriate care as a barrier 
to health care for Aboriginal and Torres Strait Islander patients: "I think it's 
really, really important um that if there are cultural barriers in providing health 
care that we need to identify what those are and figure out what we can do to 
um to remove them to at least um at least that that as a barrier is gone. Um I 
don 't know why those um those um particularly poor health [out]comes exist, I 
don 't understand enough about it but I think that if it's ... because of culturally 
inappropriate care I think that's at least what we can do to try and fix 
somethif!_g'', GP 104101 . 
The Operations Manager valued Quality Improvement and felt that the 
intervention could help improve the quality of care his practice offered to 
Aboriginal and Torres Strait Islander patients. 

The GP and Operations Manager felt that there were very few Aborig inal 
patients at the practice, but thought that the intervention was a good way to 
learn about giving the best possible care to any current or future Indigenous 

1_patients. 
The GP was already aware of the health disparities between Indigenous and 
other Australians; once the Operations Manager received the Cultural 
Awareness training they understood why Indigenous status identification was 
important. 

Data 
Source 

FN 

I, FN 

FN 

FN 

FN 
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NPT I Questions to consider 
Domain within the NPT framework 

Were they prepared to invest 
time, energy and work in it? 

How did the intervention 
affect participants work? 

f--: --- --
Did it promote or impede 
their work? 
What effect did it have on 
consultations? 

Did staff require extensive 
training before they could 

g use it? 
i How compatible was it with 
• existing work practices? 
~ 
~ 
.!! 
0 
(J 

NPT evaluation 

The GP and Operations Manager readily facilitated appointments for 
interviews and training. 
The GP said that she planned to routinely ask all patients their Indigenous 
status and provide appropriately targeted care. 
The GP and Operations Manager were eager to have a visit from the Medicare 
Local representative to learn more about the various Indigenous-specific MBS 
Items numbers available and the PBS Co-payment measure. 
Although the Operations Manager was happy to facilitate appointments for 
himself, he would not invite the other members of the practice to participate. 
As part of the intervention, staff were trained to actively ask all new and 
existing patients their Indigenous status. The GP remarked that she had been 
remembering to consciously ask patients their Indigenous status but it was not 
yet usual routine: "The posters are up. I am remembering to ask some patients 
about their status but it's a bit variable, depending on how busy things are", GP 
104101 . 
The intervention did not affect the reception staff because the Operations 
Manager did not invite them to take part in the study and said that he would 
relay the training to his staff, although he did not do this by the time the follow-

-'!e data was _collected. 
(No data) 

The GP needed to change by routinely asking all patients their Indigenous 
status and be conscious of providing targeted care. She made a conscious 
effort to do this. 
Yes. Prior to the intervention the Operations Manager was unaware of the 
barriers surrounding Indigenous status identification. The GP was unaware of 
the specific s~ryices available for l ndlg~nous Australians. 
New patients were already asked to self-identify their Indigenous status via a 
registration form; staff needed to change their work by expanding on this by 
prompting patients to answer the question if it had not been answered on the 
form and by asking existing patients as well. This was done by the GP but not 
by reception staff as they did not participate in the study because the 
Operations Manager did not invite them to take part in the intervention. 

Data 
Source 

FN 

FN 

FN 

FN 

FN 

FN 

I, S, FN 

FN 
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NPT 
Domain 

C) 
c 
~.: 

:@ 
c 
0 
:E 
Q) 
> ·;c 
CD 

li:: 

I! 

Questions to consider 
within the_NPT framework 

What impact did it have on 
division of labour, resources, 
power, and responsibility 
between different 
professional groups? 

Did the interventiofl fit with 
the overall goals and activity 
of the organisation? 
How did participants 
perceive the intervention 
after it had been in use for a 
while? 

NPT evaluation 

The Practice Manager would not extend the invitation to participate in the 
study to the other GPs or reception staff as he was aware that only one GP 
and one staff member needed to have Cultural Awareness training to fulfil the 
requirements to register for the IHPIP. He would not put up the 'Are you 
Aboriginal' sign up at reception to serve as a prompt for reception staff and 
patients, although it was displayed in all the consulting rooms. Therefore 
reception staff relied on patient's self-identifying on Patient Registration Form 
or in the consultation room. 
The GP felt that the restriction on staff being involved in the study limited the 
overall level of change within the practice. 
The Operations Manager was focused on Quality Improvement in the Practice. 
It also fulfilled the practices requirements for Cultural Awareness training for 
the IHPIP. 
The GP felt that the strengths and weaknesses of the intervention were: 
"Strengths - identifying how many patients have had their status recorded. 
Weaknesses- none", GP 104101. 

--- -------- ----- --- - -
Did they perceive it as being The Operations Manager reflected: "/ think it's ... been .. . a helpful and 
advantageous for patients or beneficial um you know study that um we've been lucky to be involved in", 
staff? Practice Manager 1 04301 . 

Did participants see what 
effects the intervention has 
had? 

The GP said, "/ think my knowledge has changed um about um language that 
might be considered appropriate .. ./ hope that I've learned how to um make um 
an Aboriginal or Torres Strait Islander person more comfortable um in my 
practice", GP 1 041 01. 
The GP said, "I've had some patients that I've had for a long time actually self
identify as Aboriginal': GP 104101. 
The GP stated that patients were noticing the 'Are you Aboriginal' sign in her 
consulting room and were volunteering their Indigenous status "/ have a sign 
up directly across from where the patient sits .. . and they notice the sign and 
they start talking to me about it. Um so that definitely has gotten some 
response", GP 104101 . 

Data 
Source 

FN 

FN 

S(R) 
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NPT I Questions to consider 
Domain within the NPT framework 

Could users/staff contribute 
feedback about the 
intervention after it had been 
in use? 
Could the intervention be 
adapted I improved on the 
basis of experience? 

NPT evaluation 

The GP also saw the effect that the training had had on another staff member 
in her old practice that was also taking part in this study: " .. .in my old practice 
certainly one of our receptionist[s] undertook Cultural Awareness training and it 
really um it really had an impact on her and I think it was a really positive thing. 
Um she talked to me afterwards about all the things that she had no idea about 
that she didn't know even though she been·sort of educated in this country and 
grown up in this country and, and she'd learned so much", GP 104101 . 
The Operations Manager reflected that the study had "Increased our 
awareness of the issues the A TSI patients encounter when seeking medical 
care" and that "I have a greater understanding of the issues surrounding care 
to this segment of thf!_ community': Practice ~anager. j_Q_1301. 
Yes the GP and Operations Manager provided feedback during the practice 
visits and via the follow-up survey; the GP also provided feedback via the GP 
Reflection form. 

Yes -the Operations Manager put the 'Are you Aboriginal' sign up in every 
consulting room resulting the in the GPs who did not participate in the study, 
being prompted to identify patient's Indigenous status 

Data 
Source 

s 

FN, S, 
S(R) 

KEY: A= Audit, FN= field notes, I= interview, S= survey, S(R)= GP Reflection Survey, U= USP 
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Appendix 13: Evaluation of the implementation of the intervention (Practice 201) 

NPT 
Domain 

CD u c 
! 
CD 
.c 
0 
0 

Questions to consider 
within the NPT framework 

Could participants easily 
describe the intervention? 

Could they clearly distinguish 
it from other interventions? 

Did participants think the 
intervention had a clear 
purpose? 

Did participants have a 
shared sense of its purpose? 

What benefits did 
participants think the 
intervention would bring and 
to whom? 

Were participants likely to 
value these benefits? 

NPT evaluation 

The participants understood that a USP presented as a patient and feedback 
was provided on whether or not the USP had their Indigenous status identified 
and how they rated their ex12erience as a 12atient in th.~J~racti_s:e ._ 
When the receptionist received the baseline Practice Feedback Report 
showing the results of the clinical audit and the USP visit, she saw that she 
was already prompting patients to complete their Indigenous status and felt 
that she did not need to change anything else. The Practice Manager would 
not ask 12atients and felt that this was the GPs res12onsibility. _ 
The GP though the intervention would increase his awareness, highlight areas 
requiring improvement and help implement any changes required regarding 
providing appropriate care to Aboriginal and Torres Strait Islander patients: 
"Well me and my staff might actually learn something and uh, and um identify 
things that needs improvement and implement that", GP 2011 01 . 
The Receptionist and Practice Manager felt that the intervention would help 
the GP provide appropriately targeted care to Aboriginal and Torres Strait 
Islander patients. 
The GP felt that the intervention would help increase his awareness regarding 
the provision of appropriately targeted care to Aboriginal and Torres Strait 
Islander 12atients-
The GP had a keen interest in Indigenous health felt that the intervention 
would help increase his and the staff's awareness and help identify and 
implement any changes needed in the practice to help improve the quality of 
care offered to Aboriginal and Torres Strait Islander patients. 
The Practice Manager and Receptionist felt that all patients were the same at 
the reception level but thought that the intervention would help the GP provide 
more targeted care. 
(No data)-- --

Data 
Source 

FN 

FN 

FN, I 
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NPT I Questions to consider 
Domain within the NPT framework NPT evaluation 

c 
0 

; ... a. ·u 
1:: 
ftl a. 
CD 
> ; 
'E 
01 
0 u 

c 
0 
; 
CJ • CD 
> ;: 

¥ 
0 
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Did participants believe it 
would fit with the overall 
goals and activity of the 
organisation? 

(No data) 

Did participants think the The GP felt that the intervention would raise his and the staff's awareness, and 
intervention was a good help identify and implement any changes required to improve the quality of 
idea? ~are offered to Aboriginal and Torre~_§trC!_it Islander patients. 
Did they see the point of the (No data) 
intervention easily? 
Were they prepared to invest 
time, energy and work in it? 

How did the intervention 
affect participants work? 

Did it promote or impede 
their work? 

The Practice Manager and Receptionist willingly undertook all training and 
facilitated appointments. The GP did not take part in any training sessions 
although both he and the Practice Manager indicated that he had read through 
the Practice Feedback report and they had discussed it together. 
The Receptionist and Practice Manager did not make any changes to their 
usual routines identifying patient's Indigenous status. The receptionist 
understood she had a role to play in identifying patient's Indigenous status; the 
Practice Manger felt it was up to patients to self-identify and that the GP was 
the person responsible for providing the care to the patient. 
The reception was already checking patient's Indigenous status and following 
up with patients who did not answer the Indigenous Identifier question, so the 
intervention did not affect her work. 
The Practice Manager would not make any changes to how she identified 
Indigenous-status identification. As part of the intervention, she would have 
needed to follow up patients who did not answer the Indigenous-status 
identification question on the patient registration form, but she did not 
incorporate this change into her work. 
The GP did not engage in the intervention and hence the intervention did not 
affect his work (he would have needed to routinely ask all patients their 
Indigenous status and then provide the appropriately targeted care 
accordingly). 
(No data) 

Data 
Source 

FN 

FN, I 

FN, I 

FN, I 

FN 
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I "NPT Questions to consider 
NPT evaluation Data 

Domain within the NPT framework Source 

I 
What effect did it have on None because the GP did not engage in the intervention. FN 
consultations? 

- --
Did staff require extensive The staff already hadwell-established identification systems in place so the FN, I, S 

I 
training before they could training they would have needed in that regard was minimal. However, they 

I use it? had little Cultural Awareness training prior to the intervention and felt that 
I provision of culturally appropriate care was the sole responsibility of the GP. 

Prior to the intervention, the GP had completed Cultural Awareness training FN, I, S 
I and had had experience working with Aboriginal and Torres Strait Islander 
I patients; hence he did nE_t r~quire extensive training. 

How compatible was it with The practice had established Indigenous-status identification systems in place FN, I, S 
I existing work practices? and the receptionist did not need to make any changes to her working routine; 

the Practice Manager needed to follow up with patient's who did not complete 

I 
the Indigenous-status question on the registration form but felt that it was up to 

I 
the patient to self-identify because she believed asking patients their ethnicity 

I 
was a very personal question. 

What impact did it have on Had she engaged in the intervention, the Practice Manager would have FN, I 
I division of labour, resources, needed to learn that she had a role to play in identifying patients Indigenous-

power, and responsibility status and that it was not just the responsibility of the GP and the patient. 
between different 
professional 9!Q!PS? ---- - -
Did the intervention fit with (no data) 
the overall goals and activity 
of the organisation? 

Q 
How did participants The GP felt that the strengths of the intervention were: "Strengths - the S(R) 

c perceive the intervention unannounced visits which audited out systems. Weaknesses - none identified", 
'i: after it had been in use for a GP 201101 . 0 
~ while? c 
0 -----

As a result of the Practice Feedback Reports given in the intervention, the GP s 
~ Did they perceive it as being 
Q) advantageous for patients or said: "We tightened up on identification procedures. We are now auditing our 
> staff? care of our A TSI patifints~',_ G£> 201101 . 

1 

";( 
Q) Did participants see what The receptionist and Practice Manager felt that they were "more aware" as a s c;:: 
Q) effects the intervention has result of the intervention, Reception ist 201501 , Practice Manager 201301 . 0::: 

had? 
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NPT Questions to consider 
. 

NPT evaluation Data 
Domain within the NPT framework Source 

The participants felt that they had gained awareness. I, S 

The GP felt that they had improved their identification systems. s 
~ ---- ----

Could users/staff contribute Yes the GP and staff provided feedback via the follow-up survey; the GP also S, S(R) 
feedback about the provided feedback via the GP Reflection form. 
intervention after it had been 
in use? 

--- -- - - --
Could the intervention be Yes - the practice could put up the 'Are you Aboriginal' sign at reception and in FN 
adapted I improved on the the consulting room as a prompt to the staff, GP and patients. 
basis of experience? 

KEY: A= Audit, FN= field notes, I= interview, S= survey, S(R)= GP Reflect ion Survey, U= USP 
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Appendix 14: Evaluation of the implementation of the intervention (Practice 202) 

NPT 
Domain 

4) 
u c 
! 
CD 
.c 
0 
0 

Questions to consider 
within the NPi' framework 

Could participants easily 
describe the intervention? 

~ould they clearly distinguish 
it from other interventions? 

Did participants think the 
intervention had a clear 
purpose? 

Did participants have a 
shared sense of its purpose? 

What benefits did 
participants think the 
intervention would bring and 
to whom? 

NPT evaluation 

The GPs and reception staff understood that the study aimed to increase their 
awareness regarding providing appropriate healthcare to Aboriginal and Torres 
Strait Islanders. They understood that a USP presented as a patient and 
feedback was provided on whether or not the USP had their Indigenous status 
identified and how they rated their experience as a patient in the practice 
Once participants received the baseline Practice Feedback Report showing 
the results of the clinical audit and the USP visit, and received the CA training 
explaining the health disparities between Indigenous and other Australians, 
they fully understood that they needed to change their Indigenous status 
Identification systems and the practice environment, and to provide targeted 
care. ----
The GPs and staff felt that the intervention would increase their awareness, 
highlight areas requiring improvement and help implement any changes 
required regarding providing appropriate care to Aboriginal and Torres Strait 
Islander patients: " ... well it will serve as a prompt for us to think about the 
issue um and uh and to think about what we could do better in terms of 
identification, in terms of making the practice uh, uh friend, friendly to 
Aboriginal people and uh about you know what, what is the kind of Aboriginal 
clientele that we see because I don't think we are really aware of how, how urn 
a big a patt of our work it is'', GP 2021 02. 
"Oh definitely improve the acceptability ... make it a more friendly place to visit", 
Practice Manager 202301. 
The GPs and staff felt that the intervention would help increase their 
awareness regarding the provision of appropriately targeted care to Aboriginal 
and Torres Strait Islander patients. 
The GPs and staff felt that the intervention would help improve the quality of 
care offered to Aboriginal and Torres Strait Islander patients: " .. . to improve us 
in the way that we treat and talk to Aboriginal and Torres Strait Islanders': 
Receptionist 202502. 

Data 
Source 

FN 

FN 

FN 
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Questions to consider 
within the NPT framework 

Were participants likely to 
value these benefits? 
Did participants believe it 
would fit with the overall 
goals and activity of the 
organisation? 
Did participants think the 
intervention was a good 
'd ? 

1 
1 ea . _ 
Did they see the point of the 
intervention easily? 

Were they prepared to invest 
time, energy and work in it? 

How did the intervention 
affect participants work? 

Did it promote or impede 
their work? 
What effect did it have on 
consultations? 

NPT evaluation 

"I guess if people know that we've had training here, I guess ;r we um are 
meeting criteria's that need to meet, it makes it easier for them to come to the 
eractice': Practice Nurse 202401 . 
(No data) 

-- ----
Yes - The new Director had a keen interest in Aboriginal and Torres Strait 
Islander health, and the Practice Manager was focused on quality 
improvement in general. 

The GPs and staff felt that the intervention would raise their awareness and 
help identify and implement any changes required to improve the quality of 
care off~red to Aboriginal and Torres Strait Islander patients. 
Once the participants received the Cultural Awareness training explaining the 
health disparities, they understood why Indigenous status identification and 
approeri_ately t~g~~d care was important. 
The GPs, Practice Manager, Nurses and Receptionists willingly undertook all 
training. The Practice Manager made a concerted effort in order to have the 
staff attend sessions even though coordinating group training during consulting 
hours was a difficult task. 
The Practice Feedback Reports were discussed at the Practice Staff and 
Clinical meetings. 
Aboriginal Artwork was placed on the entrance door and at reception. The 'Are 
you Aboriginal' sign was put up at reception, in the waiting room, in the 
treatment room and in every consulting room as prompts to facilitate 
Indigenous status identification. 
The nurses did not make any changes to Indigenous status identification. 
The Practice Manager highlighted to staff that completing the Indigenous 
status section in the Patient Registration form was a priority area and staff 
were retrained to check that the information had been completed on the form. 
(No data) 

It appears that GPs were able to provide more targeted care to patients 
beca~s_e~ lot_ll]_or~ patients were enrolled into the PBS Co-payment_ scheme. 

Data 
Source 

FN, I 

FN 

FN 

FN 

FN 

FN, I 
FN, I, S 

A 
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t'IPT 
Domain 

C) 
c 
'i: 

~ 
c 
0 

:E 
~ 

= i 
0:: 

Questions to consid'r 
within the NPT framework 

Did staff require extensive 
training before they could 
use it? 

- --
How compatible was it with 
existing work practices? 

1- -

What impact did it have on 
division of labour, resources, 
power, and responsibility 
between different 
professional groups? 
Did the intervention fit with 
the overall goals and activity 
of the organisation? 

How did participants 
perceive the intervention 
after it had been in use for a 
while? 

Did they perceive it as being 
advantageous for patients or 
staff? 

NPT evaluation 

Prior to the intervention, the Practice Manager and one GP had had 
considerable experience working with Aboriginal and Torres Strait Islander 
patients, however, most of the remaining staff were unaware of why 
lndig_enous status was reco~ded . 
There was already an existing registration process in place in the practice. The 
reception staff needed to change by prompting patients that had not answered 
the Indigenous-status question to do so. GPs needed to add Indigenous status 
as part history taking. The 'Are you Aboriginal' signs were placed at reception, 
in the treatment room and in every consultation room in order to facilitate this 
by having the signs as a prompt for themselves and patients. 
Prior to the intervention, the onus to identify patient's Indigenous status lay 
solely with the patient self-identifying at reception. The GPs and staff had to 
learn that they had a role to play in identifying patients Indigenous-status. GPs 
also had to learn that it was not solely up to reception to obtain the information. 

The Results of the Practice Feedback Reports and the recommendations 
provided as part of the intervention were discussed at both the reception and 
clinical staff meetings. 
The new Director had a keen interest in Aboriginal and Torres Strait Islander 
health, and the Practice Manager was focused on quality improvement in 
general. 
One GP felt that the strengths of the intervention was: " ... getting direct 
feedback from the experience of a patient through the USP method" and the 
weakness was that " ... some of the reception staff were upset by the 
feedback", GP 202102. The other GP felt that the intervention was " ... well 
designed and served an important purpose of highlighting current short
comings in looking after patients of Aboriginai/Torres Strait Islander origin at 
the practice level", GP 202101 . 
The GPs- felt that the Practice Feedback Reports " ... made us aware of the 
difficulties in our systems and lack of staff awareness especially in reception 
staff," GP 2021 02 and that, " ... it highlighted the need to improve things at the 
reception level", GP 202101. 

Data 
Source 
FN, I, S 

FN, I 

FN, I 

FN, I 

FN, I 

S(R) 

S(R) 
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NPT Questions to consider 
NPT evaluation 

Data 
Domain within the NPT framework Source 

Did participants see what All participants felt that the staff had gained awareness in regards to patient s 
effects the intervention has Indigenous-status identification. 
had? The Practice Manager felt that, " ... the general awareness has actually assisted I 

all the staff as well and ff's a/so increased the doctors and the clinical staffs 
knowledge of the different items numbers", Practice Manager 202301. 
One GP stated that more people were volunteering their Indigenous status: I 
" .. . certainly the physical changes seems to have, definitely encouraged people 
to, to um volunteer that they're of Aboriginal background, both Aboriginal 
people and Torres Strait Islanders ... so that's, that's [a] very practical real 
thing", GP 2021 0_2. 

Could users/staff contribute Yes the GP and staff provided feedback via the follow-up survey; the GPs also S, S(R) 
feedback about the provided feedback via the GP Reflection form. 
intervention after it had been 
in use? 
Could the intervention be Yes- the practice could put up the 'Are you Aboriginal' sign at reception and in FN 
adapted I improved on the the consulting room as a prompt to the staff, GP and patients. The practice 
basis of experience? also decided to concentrate on ensuring the Indigenous status question was 

completed at reception. 
KEY: A= Audit, FN= field notes, I= interview, S= survey, S(R)= GP Reflection Survey, U= USP 
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Appendix 15: Evaluation of the implementation of the intervention (Practice 203) 

~PT Questions to eonsider 
NPT ~valuati_on 

Data 
Domain within the. NPT framework Source 

Could participants easily The GP and reception staff understood that the study aimed to increase their FN 

I describe the intervention? awareness regarding providing appropriate healthcare to Aboriginal and Torres 

I Strait Islanders. They understood that a USP presented as a patient and 
feedback was provided on whether or not the USP had their Indigenous status 

' identified and how they rated their experience as a patient in the practice. -
Could they clearly distinguish Once participants received the baseline Practice Feedback Report showing FN 

I it from other interventions? the results of the clinical audit and the USP visit, and received the CA training 
I explaining the health disparities between Indigenous and other Australians, 

I they fully understood that they needed to change their Indigenous status 
Identification systems and the practice environment, and to provide targeted 
care. ------

Did participants think the The GP and staff thought that the intervention would increase their awareness I 
intervention had a clear and knowledge to provide appropriate healthcare to Aboriginal and Torres 

CD 
u purpose? Strait Islander patients: "Oh more information for the doctor and uh more 
c awareness for the within the um the receptionists and practice managers'', ! 
CD Receptionist 203501 . 
.c Did participants have a The GP felt that the intervention would help increase his awareness and I 0 
0 shared sense of its purpose? knowledge so that he could provide more appropriately targeted care to his 

~- Aboriginal and Torres Strait Islander JJatients. -- ~-

What benefits did The GP and Practice Manager felt that the intervention could identify areas for FN, I 
participants think the improvement in the practice regarding provision of appropriate healthcare to 
intervention would bring and Aboriginal and Torres Strait Islander patients: "Well it would be good to know 

I to whom? for all of us what, what the outcomes are then we can all/earn from what we 're 
doing wrong and what, how we can improve and so it will be beneficial", 
Practice Manager 203301. 

"By .. . educating us with things we are doing wrong with our Indigenous 
population, whether it's in the waiting room, at the door, in here or in the toilet'', 
GP 203101. 
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[ NPT Questions to consider 
NPT evaluation Data 

Domain within the NPT framework Source 
The GP felt that the intervention would benefit Aboriginal and Torres Strait I 
Islander patients by demonstrating that that there were practices available to 
them, and also that his own skills proving care would be advanced: "To show 

I that there are people out there that don 't discriminate against their, their 
I patients. Patients should be welcome anywhere ..... Um to give me a chance to 

1!_8..!:!P ski/ling me .. ", G.E_?03101 . 
Were participants likely to Yes - The GP knew he had several Indigenous-identified patients and he FN 

I 
value these benefits? ~anted to ensure he ~rovided the best service to_them. __ -
Did participants believe it Yes- The GP has a keen interest in Indigenous health, Aboriginal and Torres FN 

I would fit with the overall Strait Islander health, and in quality improvement in general. 
• goals and activity of the 

organisation? 
Did participants think the The GP and staff felt that the intervention would raise his and the staff's I 

I c 
intervention was a good awareness, and help identify and implement any changes required to improve 

I 0 idea? the .9ualit~ of care offered to Aboriginal and Torres Strait Islander patients. 
;I --

~ ca Did they see the point of the Once the participants received the Cultural Awareness training they FN 
! &:a. intervention easily? understood wh~ Indigenous status identification was imeortant. u 

i! Were they prepared to invest The GP, Practice Manager and receptionists willingly undertook all training and FN 
ca time, energy and work in it? facilitated appointments. The GP and staff said that they planned to make a &:a. 
CD conscious effort to ask patients their Indigenous status. > ·- The GP and reception staff said that they planned to actively ask all patients FN -I ·c: their Indigenous status. ' a 

I 0 The GP and staff put up the signage put up Aboriginal artwork and the 'Are FN 
I 

0 
you Aboriginal' sign at reception, in the waiting room and in the consultations 

I room as prompts to facilitate Indigenous status identification. 

' c How did the intervention As part of the intervention, staff were trained to actively ask all new and FN, I 0 

l 
;I affect participants work? existing patients their Indigenous status and they needed to incorporate this f;) 
ca change into their work. The reception staff and the GP remarked that they 
CD were consciously working towards routinely asking all patients their Indigenous I > :;: 

status. u 
.!! 
0 
0 - ~ -
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I 
I 
I 
I 

NPT I Questions to consider 
Domain within the NPT framework NPT evaluation Data 

Source 

Q 
c 
1: 

~ 
c 
0 
::E 
0 
> 

= ;; 
0::: 

The Practice Manager said that they were actively asking patients their 
Indigenous status because the 'Are you Aboriginal" signs were helped patients 
understand why they were being asked the question and helped reception staff I feel comfortable asking_the question. . 

Did it promote or impede (No data) 
their work? --- --
What effect did it have on The GP was able to provide more targeted care to more of patients. 
consultations? -- -

FN 

Did staff require extensive 
training before they could 
use it? 

Yes because prior to the intervention they were unaware of why Indigenous I FN, I, S 
status was recorded. 

How compatible was it w~~· There was alreadi an existing registration process in place in the practice. The 
existing work practices? staff needed to change by adding Indigenous status as part of the registration 

and history taking processes. They placed the 'Are you Aboriginal' sign in the 
waiting room, at reception, and in the consultation room in order to facilitate 

_ _ _ _ _ __ this byJ!.avingJ~e ~igns as a pro~pt for tbemselves and patie~ts . 

What impact did it have on Prior to the intervention, the onus to identify patient's Indigenous status lay 
division of labour, resources, solely with the GP. Reception had to learn that they had a role to play in 
power, and responsibility identifying patients Indigenous-status and that it was not just the responsibility 
between different of the GP. 

------ --------professional g .... ro_u-L...s_? ___ --+----------
Did the intervention fit with 
the overall goals and activity 

Yes- The practice priorities included providing the best possible health care to 
all patients and quality improvement in general. 

of the organisation? 
How did participants The GP felt that the strengths of the intervention were: ustrengths - Excellent 
perceive the intervention unbiased interviewer, made me very comfortable", GP 203101 . He felt that it 
after it had been in use for a might have benefitted him to be present during the individual staff interviews 
while? __ _ _ so that he ~n~w what their respo_!1se~ ~e.!e~ _ . 
Did they perceive it as being The GP and staff felt that the staff had gained awareness. 
advantageous for patients or The GP saw that more patients were identifying their Indigenous status: "You 
staff? know I have found six new A TS/ patients that I didn't know I had. They said to 

me, 'How come you don't know we are Aboriginal?' and I told them, 'Well I 
guess I didn't ask before.' That's really good isn 't it?", GP 203101 . 

FN, I 

FN, I, S 

FN 

S(R) 

I, S 
I 
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NPT 
Domain 

Questions to consider 
within the NPT framework 

Could users/staff contribute 
feedback about the 
intervention after it had been 
in use? 

NPT evaluation 

The Practice Manager said that they are now asking patients their Indigenous 
status because the 'Are you Aboriginal" signs were up, which was helping 
patients understand why they were being asked the question and was helping 
reception staff feel comfortable asking the question. 
One receptionist commented: uum most patients have actually read the sign 
and given me the information without me even asking': Receptionist 203501 . 
One receptionist remarked that some patients, " .. . haven't taken it seriously 
though", Receptionist 203.§Q1 . 
Yes the GP and staff provided feedback during practice visits and the follow-up 
survey; the GP also provided feedback via the GP Reflection form. 

Data 
Source 

FN 

FN, S, 
S(R) 

Could the intervention be I Yes, the GP decided to put up the 'Welcome' poster on the front door, at I FN 
adapted I improved on the reception, in the hallway and in the consultation room. 
basis of experience? 

KEY: FN =field notes, I:= interview, S =survey, S(R) = GP Reflection Survey, U = USP 
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