Summary of relevant literature on communication in Indigenous health care: extract from Sharing the True Stories Stage 1 Interim Project Report.

Effective communication is widely recognised as crucial to achieving a high standard of health care.  Extensive research has been carried out in other countries, particularly in the area of doctor-patient communication (Ong et al. 1995) and a number of studies have shown a clear correlation between effective communication and improved health outcomes such as emotional health, resolution of symptoms, function, pain control, and physiological measures such as blood pressure and blood sugar concentration (Stewart, 1995).   

The importance of achieving effective communication between Aboriginal and non-Aboriginal people is also recognised in many reports and policies related to health care in the Australian context.  For example, The Royal Commission 

into Aboriginal Deaths in Custody Recommendation 247 e) states that: 

Effective communication between non-Aboriginal health professionals and patients in mainstream services is essential for the successful management of the patients' health problems.  Non-Aboriginal staff should receive special training to sensitise them to the communication barriers most likely to interfere with the optimal health professional/patient relationship; (Johnson, 1991:87) 

However, achieving effective communication is highly problematic when the differences between the cultural and linguistic backgrounds of the service providers and the users range from minor to extreme. English is not the first language of many Aboriginal users of health services in the Northern Territory, and their ideology and socialisation may have little in common with those of the service providers.  Even when Aboriginal people speak English or a dialect of English as a first language, serious communication difficulties can still occur as a result of the complex sociolinguistic, cultural and political factors which influence communication between different cultural groups (e.g. Eades, 1991).

2.1 The consequences of miscommunication 

The health care implications of language and cultural differences between service providers and their patients who speak languages other than English have been widely recognised in Australia.  For example. the National Health Strategy Issues Paper (1993) stated:

The lack of a common language between patient and health professional can have serious implications for their communication, for diagnostic accuracy and overall quality of care.  It can inhibit describing symptoms effectively, asking questions and talking about fears and anxieties, leading to further distress, dissatisfaction with care and to adverse health outcomes for patients and their families. Likewise, health  providers' limitations in talking with their patients lead to frustration with treatment regimes, perceived problems with compliance and negative attitudes toward people from non-English speaking backgrounds. (p.19) 

Anecdotal reports of such incidents in Aboriginal health care are common. In his book about health issues for Aboriginal people from north-east Arnhmen Land (who are also the patient group in this study). Trudgen (2000) suggests that most Yol\u are intellectually marginalised in the dominant culture’s world because, for most Yol\u, English is their fifth or sixth language.  Trudgen identifies differences in cultural knowledge and world view in addition to language differences as the sources of communication difficulty between Yol\u and the dominant culture. He suggests that the resulting communication failure creates immense suffering and that Yol\u can wait years to understand what is making them sick and some never find out (Trudgen, 2000).  According to Trudgen, these communication barriers prevent (non-Yol\u) health service providers from being able to:

· ‘diagnose patients' complaints in the normal question and answer way

· inform Yol\u patients of their condition (sometimes life threatening) and obtain proper consent before carrying out medical procedures;

· deliver health education and prevention information to patients in a time and cost-effective way;

· accurately diagnose the overall problem and develop programs that are culturally sensitive and appropriate;

· evaluate these programs and modify them so they become more effective.’    (Trudgen, 2000, p.73)

2.2  The nature and extent of miscommunication in Aboriginal health care

Linguistic, cultural, social and political factors all impact on communication and differences between participants in any of these areas are a potential source of communication difficulty.  Differences in perspectives, expectations, understanding and interpretations (phenomenological differences) are one source of communication failure.  As well, differences between Standard Australian English (SAE) and Aboriginal languages, and between SAE and Aboriginal English are extensive in linguistic terms, and also in terms of rules of language use (Christie & Harris,1985).  Social and attitudinal factors (including power relationships and motivation) as well as the individual’s specific intercultural communication skills (such as knowledge of potential areas of difficulty, ability to recognise communication breakdown when it occurs and to employ repair strategies) also influence the effectiveness of communication (e.g. Clyne, 1994; Scollon & Scollon,1995; Pauwels, 1995).

Some of the these factors have been identified in the few studies which have investigated communication in health care in the Indigenous Australian context, and all of the studies have found evidence of extensive and serious communication problems  (eg. Mobbs, 1986;  Watson,1987; Edis,1998; Amery, 1999; Kemp, 2001).   Watson’s study of communication with Aboriginal patients in the maternity ward of RDH, for example, reported extensive communication problems resulting from both cultural and language differences between staff and patients, inadequate use of interpreters and the staff’s inadequate sociolinguistic knowledge (Watson, 1987).  Extensive communication difficulties between medical staff and their Aboriginal patients were also found to be a source of distress and frustration by Mobbs (1986) and in a more recent study of communication in Intensive Care in Alice Springs and Darwin (Kemp, 2001). 

In 1997 a survey of patients conducted in Nhulunbuy for THS (ARDS, 1997) reported the following:

· Aboriginal patients felt that, although they were generally treated with respect, most staff where very ignorant of key cultural understandings

· most Aboriginal patients were dissatisfied with the level of explanations about diagnosis and treatment - this was the area in which linguistic and cultural barriers to good communication were most apparent during the survey

· most Aboriginal patients were totally unaware of what their medication was for.    

Anecdotal evidence about communication problems in Aboriginal health care is also abundant, some of which has been documented (eg. Brennan, 1979; Hill, 1994; Shannon, 1994; O’Connor, 1994; Campbell, 1995, Lowell, 1998, Trudgen, 2000) and studies focusing on other Aboriginal health issues have also identified serious concerns related to communication between health staff and their Aboriginal patients (e.g. Devitt & McMasters, 1998; Humphery, Weeramanthri & Fitz, 2001).  

In their study of the social and cultural dimensions of end stage renal disease among Aboriginal people of Central Australia Devitt and McMasters (1998) described communication - or the absence of it - between Aboriginal patients and their non-Aboriginal carers as a core issue.  The extent of verbal interaction was minimal and even when it did occur, there was a lack of effective communication; as a result communication associated with renal patient care was found to be ‘seriously fragmented and deficient’ (p.164).

Another study, which was not directly concerned with communication, provided important insights into the broader context in which intercultural encounters in health care are situated.   Humphery et al. (2001) argue in their investigation into health professionals' perceptions of Aboriginal non-uptake of biomedical advice and treatments, that the issue is not a medical one but a socio-cultural, economic and political one. Their report implicates a complex interaction of factors including the cultural and communicative along with ideological and institutional factors, including the impact of colonisation, and with it, dispossession, poverty and institutional racism. 

The extent to which the conditions for effective communication of health information are met, and the problems inherent in achieving this, vary from context to context.  Lowell (1998) found widespread concern about the effectiveness of communication between Aboriginal patients and staff members who did not share the patient's cultural and linguistic background.  Such communication problems - as well as communication problems between Aboriginal and non-Aboriginal staff – were often identified as a source of great frustration, as well as concern.  Despite this concern, the extent of miscommunication and the potential seriousness of the consequences for their Aboriginal patients is often not well understood by either the service providers or their patients.   One of the specific suggestions which emerged from this review was for a research project to identify and clearly document the extent, nature and consequences of miscommunication in health service interactions which could inform cultural education program development and encourage improvements in current practice. The study reported here is a direct response to these concerns. 

An understanding of the range of factors influencing intercultural communication is necessary if service providers are to take appropriate action to address the serious and pervasive nature of communication difficulties in Aboriginal health care.  Although assumptions about likely sources of communication difficulty can be made from research in other fields these assumptions need to be tested within the context of health services for Indigenous Australians.

Previous studies have relied on indirect methods such as interviews with service providers, and sometimes with Aboriginal patients, about their perceptions related to communication.  This reliance on indirect methods for obtaining information about communication is likely to understate the extent of the problem, however, as studies in other contexts (e.g. Cooke, 1998) have demonstrated miscommunication often goes unrecognised by the participants. 


Studies of interactions in Aboriginal health care, such as those undertaken in the context of the criminal justice system (e.g. Eades,1992; Cooke 1998) and education (e.g. Lowell & Devlin, 1998) which utilise more direct methods such as participant observation and videotaping of interactions have not been undertaken with the exception of one study in which simulated interactions between health staff and Aboriginal patients were videotaped (Edis, 1998).  This study identified linguistic, pragmatic and cultural sources of miscommunication and concluded that training in intercultural communication and use of interpreters were crucial for improving communication between Aboriginal and no-Aboriginal people in health care.  Edis (1998) found that participants were often unaware of instances of miscommunication.

The study conducted by Edis provided useful indicators for the development of this study.  A crucial difference is that in the current study the interactions are not simulated but are authentic encounters occurring within one health care setting.  Even a single study, which informs practitioners about miscommunication in their field, can result in improved practice.  For example, Cooke’s study of communication in the criminal justice system (Cooke, 1998) has directly influenced practice in NT courts (Mildren, 1999).  However, it is intended that this project goes beyond merely another description of the problem to both identify strategies to improve communication and facilitate their implementation. 

