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Abstract
Background: Providing cultural education to health professionals is essential in improving the quality of
care and outcomes for Aboriginal and Torres Strait Islander patients. This study reports the evaluation of a
novel training workshop used as an intervention to improve communication with Aboriginal and Torres
Strait Islander patients of persistent pain services.
Methods: In this single-arm intervention study, health professionals undertook a one-day workshop, which
included cultural capability and communication skills training based on a clinical yarning framework. The
workshop was delivered across three adult persistent pain clinics in Queensland. At the end of the training,
participants completed a retrospective pre/post evaluation questionnaire (5 points Likert scale, 1 = very low
to 5 = very high), to rate their perceived importance of communication training, their knowledge, ability and
confidence to communicate effectively. Participants also rated their satisfaction with the training and
suggested improvements for future trainings.
Results: Fifty-seven health professionals were trained (N = 57/111; 51% participation rate), 51 completed
an evaluation questionnaire (n = 51/57; 90% response rate). Significant improvements in the perceived
importance of communication training, knowledge, ability and confidence to effectively communicate with
Aboriginal and Torres Strait Islander patients were identified (p < 0.001). The greatest increase was in the
perceived confidence pre-training mean of 2.96 (SE = 0.11) to the post-training mean of 4.02 (SE = 0.09).
Conclusion: This patient-centred communication training, delivered through a novel model that combines
cultural capability and the clinical yarning framework applied to the pain management setting, was highly
acceptable and significantly improved participants’perceived competence. Thismethod is transferrable to other
health system sectors seeking to train their clinical workforce with culturally sensitive communication skills.
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Introduction
The ability to communicate effectively with patients,
their families, and other health professionals is an es-
sential competency for clinical practice.1 Ineffective
communication between health professionals and Ab-
original and Torres Strait Islander people living with
chronic diseases and other health conditions is a sig-
nificant barrier to optimal care.2–5

Communication during a clinical consultation re-
quires both a cognitive understanding of the content to
be addressed and process skills to explain the required
information. Consequently, the ability to integrate these
two domains is critical. Interventions aiming to improve
clinical communication skills must consider both do-
mains and how these apply to diverse clinical settings.6

Pain is one of the most common reasons people seek
healthcare.7–9 Pain is a significant public health prob-
lem, as one in five Australians aged 45 and over are
living with persistent pain that causes suffering, reduced
quality of life and disability.10 Aboriginal Australians
experience a greater burden of persistent pain com-
pared with non-Indigenous Australians11–13 little is
known about the burden of persistent pain among
Torres Strait Islander Australians (but is likely to be
significant), and therefore persistent pain services
need to consider how to address this need. Pain is a
complex experience, involving physical, psychologi-
cal, and social distress with characteristics that are
particularly challenging to describe.14,15 As pain is
subjective, and the expression of pain can be framed by
culture,16 successful pain management depends upon
effective communication for clinicians to understand
the multidimensional patient experience.17 If com-
munication between health professionals and patients
is ineffective, uncertainty, doubt, and mutual mistrust
can occur, negatively affecting the quality of care
received.18

Communication has been identified as the most
significant barrier for Aboriginal people when they seek
to manage their musculoskeletal pain.12 Findings from
a recent review16 demonstrated that in pain manage-
ment, Aboriginal and Torres Strait Islander patients
may hold beliefs about the underlying cause of pain
which can differ from health professionals. For exam-
ple, a patient may decide not to share the origins of their
pain because they attribute their pain to a consequence
of breaking traditional laws and protocols. Aboriginal
and Torres Strait Islander patients were also found to

be reluctant to report their pain when they perceived
they were not listened to or were not respected.13,16

Further, given the limited knowledge of health pro-
fessionals about cultural safety and how they apply this
concept during pain assessment within an intercultural
context, has the potential to negatively impact pain
management and aggravate the suffering among Ab-
original and Torres Strait Islander patients.19 Health
professionals supporting Aboriginal and Torres Strait
Islander patients managing pain therefore require
communication skills that are suitable for intercultural
interactions, with awareness of the different under-
standings of and responses to illness.19–21

Ineffective communication may be unrecognized by
health professionals, and some health professionals
believe that communication skills are inherent or ac-
quired through exposure in the workplace.22 Evidence
demonstrates, however, that communication training
of health professionals improves patient experiences
and quality of healthcare. Communication training has
a positive effect on the communication style of health
professionals23 and influences patient outcomes.24

Effective communication has been associated with
improved rates of patient recovery, more effective pain
control, patient adherence to treatment, and improved
psychological functioning.23,25

Reviews on the educational methods for improving
the communication skills of health professionals have
demonstrated that experiential learning methods are
the most effective. Effective teaching strategies include
role play, simulated learning or supervised practical
work.26,27 Pain clinicians have reported that education
to improve care for Aboriginal and Torres Strait Is-
lander patients should include communication skills,
relevant clinical examples, and show how to blend
biomedical knowledge with cultural approaches to
improve clinical practice. Health professionals also
suggested that an interactive and motivating format,
combining activities such as role play, education, video
examples, and individualized feedback and opportu-
nities to apply the learnings would be the preferred
format.28

This study reports outcomes, from the perspective of
health professionals working in persistent pain man-
agement clinics, of a novel education program com-
bining cultural capability and communication skills
based on a clinical yarning approach.
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Methods

Study design and framework

This study is part of a multicentre, single-arm inter-
ventional feasibility study evaluated using mixed
methods, described elsewhere.29 Briefly, the interven-
tion aims to improve cultural capability and commu-
nication between health professionals and Aboriginal
and Torres Strait Islander patients accessing persistent
pain management services in Queensland, Australia.
The communication training component was informed
by qualitative interviews and focus groups with key
stakeholders, and involved adapting a patient-centred
communication framework known as clinical yarning,30

to make this suitable for the Queensland context. For
the cultural capability component, this study used the
cultural capability definition from the Aboriginal and
Torres Strait Islander Cultural Capability framework in
which ‘cultural capability refers to skills, knowledge,
and behaviours that are required to plan, support,
improve and deliver services in a culturally respectful
and appropriate manner’.31 This project also used
experiential and reflective learning approaches to de-
velop the training content and resources aiming to
empower participants to identify and challenge the
validity of their embedded assumptions and provide the
opportunity for interaction in realistic scenarios.32

The Clinical Yarning training programwas delivered
across the study sites sequentially, commencing at site
1, followed by site 2 (a month after site 1), and con-
cluding at site 3 (a month after site 2). The evaluation of
the effectiveness of the training involved the analysis of
qualitative and quantitative data collected from patients
and health professionals. This study presents the
analysis of the training evaluation data from health
professionals.

Study sites and participants recruitment

This study involved three of the five adult persistent
pain clinics in Queensland. These clinics are publicly
funded, hospital-based and provide a combination of
inpatient and outpatient pain management services.
Aboriginal and Torres Strait Islander patients represent
between 4 and 8% of the total number of patients
supported by the three clinics.

Participants were health professionals (medical
doctors, nursing staff, allied health, and administrative
personnel) working in the three persistent pain man-
agement services (two metropolitan and one regional
service). Local investigators promoted the training
among health professionals during team meetings and
via email.

The communication training program
and resources

The training format involved two components: cultural
capability and clinical yarning and was delivered in a
single day, over 7 hours, combining education and
interactive activities with simulation patients. Aborig-
inal and Torres Strait Islanders patients were involved
in the development of the resources, reviewing and
providing feedback through a Consumers Advisory
Group and helping to write scripts that were used to
develop video vignettes for the training.

For this training four resources were developed: a
standard PowerPoint presentation, a facilitator’s
manual, a learners’ workbook, and video vignettes
demonstrating optimal and suboptimal communica-
tion between clinicians and Aboriginal and Torres
Strait Islander patients with pain (please refer to
Supplementary Tables S1-S4).

ATorres Strait Islander (JI) senior cultural capability
facilitator and research team member led the devel-
opment of the cultural capability content and the
training outline was presented and discussed with the
Cultural Capability Network of Queensland Health,
which is comprised of cultural capability coordinators
and facilitators. The cultural capability component was
facilitated by Aboriginal and Torres Strait Islander
cultural facilitators. The training session started with
the cultural component, in which the cultural facilitator
would describe the historical, social, and emotional
impact of colonisation. In this part of the training
session, the importance of culture, protocols and ways
to communicate effectively with Aboriginal and Torres
Strait Islander people were highlighted.

The clinical yarning component was co-facilitated by
an experienced pain specialist (MB) and research team
member (JI), bringing together clinical and cultural
expertise. (MB) was trained in the clinical yarning
framework by one of the authors of the clinical yarning
framework (IL).

Clinical Yarning is a patient-centred communication
framework that re-conceptualizes clinical communi-
cation as social, diagnostic and management yarns.30

Clinical Yarning is a culturally appropriate and patient-
friendly approach that promotes trust and better rela-
tionships between clinicians and Aboriginal patients. In
this component, participants were introduced to the
three elements of the clinical yarning framework along
with how these can be applied in persistent pain clinics.
Participants were encouraged to recall communication
experiences with Aboriginal and Torres Strait Islander
patients and identify the communication skills they felt
needed to be improved. Next, a video vignettes in-
volving clinicians and Aboriginal and Torres Strait
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Islander patients were presented to participants to
identify the elements of the clinical yarning framework
and effective communication. The final part of the
training involved practising the clinical yarning
framework with actors simulating Aboriginal and
Torres Strait Islander patients.

The resources developed were relevant to persistent
pain management and for the Queensland contexts
(Supplementary Tables S1-S4).

Data collection

At the end of the training session, participants were
asked to complete a custom-designed questionnaire to
evaluate the training. The evaluation questionnaire
combined items in three sections to: (1) describe the
participants demographic characteristics and previous
training; (2) assess the extent to which clinicians
perceived communication training to be important,
their knowledge of, ability and confidence to com-
municate with Aboriginal and Torres Strait Islander
patients (assessment of communication skills and
cultural awareness) and (3) assess satisfaction with
training. The items used to assess satisfaction with
training were derived from the ‘training satisfaction
rating scale’ (Cronbach α coefficient of 0.888)33

(Supplementary Table 7).34 The first section in-
cluded demographic characteristics and location (i.e.,
study site, profession, age, sex, and Indigenous status),
participation in previous cultural training (Yes/No)
and types of training received.

In the second section, communication skills and
cultural awareness, at one point in time, participants
rated pre and post-training their perception of the
importance of communication training, their
knowledge of, ability and confidence to communicate
effectively with Aboriginal and Torres Strait Islander
patients using a five-point Likert scale (1 = very low to
5 = very high).

Satisfaction with training was assessed through
twelve questions rated on a five-point Likert scale (1 =
strongly disagree to 5 = strongly agree), which evalu-
ated the training objectives and content (Q1–Q3);
methods and training context (Q4–Q9); and usefulness
and overall rating (Q10–Q12): (1) if the planned ob-
jectives were met; (2) if the issues were dealt with in-
depth as the length of the course allowed; (3) the length
of the course was adequate for the objectives and
content; (4) if the method was well suited to the ob-
jectives and content; (5) if the method enabled par-
ticipants to take an active part in the training; (6) if the
training enabled the participant to share professional
experiences with colleagues; (7) if the training was

realistic and practical; (8) if the training context was
well suited to the training process; (9) if the training
received was useful for their job; (10) if the training
received was useful for personal development; (11) if
the training merits a good overall rating and (12) if
participants would recommend the program to others.
In addition, two open-ended questions provided the
opportunity for participants to indicate ‘what did
you find most useful?’ and ‘how could the program be
improved?’

Data analysis

Descriptive statistics were used to summarize partici-
pants’ demographic characteristics, location and pre-
vious training. Categorical variables, such as ratings of
the perceived importance of communication training
for working with Aboriginal and Torres Strait Islander
patients; perceived knowledge, ability, confidence and
satisfaction with training were summarized using fre-
quencies and percentages for each categorical variable.
As the goal of the training was to improve the com-
munication skills of participants, and a change to
the highest scores would demonstrate improvements in
the perceived importance of communication training,
the knowledge of, the ability and confidence to com-
municate effectively with Aboriginal and Torres Strait
Islander people. Participant responses were therefore
grouped as ‘highly’ when participants rated statements
with scores of 4–5 (high and very high, respectively).
The training program was described using mean,
standard error (SE) and 95% confidence interval (95%
CI). Change inmean scores of the perceived importance
of communication training for working with Aboriginal
and Torres Strait Islander patients; perceived knowl-
edge, ability, and confidence between pre and post-
training were evaluated with paired samples t-tests.
The difference of pre and post-training means between
study sites was tested using one-wayANOVA andTukey
HSD post hoc test was used to identify the study site
driving the difference. Statistical significance was set at
alpha = 0.05. The Cohen’s effect size35 for the difference
between mean scores was calculated as follows

d ¼ ðM1 �M2Þ
, ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi

SD2
1 þ SD2

2

2

s

The responses to the open-ended questions were
quantified and analysed thematically.36 Two authors
(CMB and KH), an Aboriginal researcher and a non-
Indigenous researcher independently read the re-
sponses and generated initial codes identifying themes.
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Next, the identified themes were reviewed and dis-
cussed, when disagreements were present, the authors
articulated data from relevant literature and discussed
the implications of the directions of the findings. A
summary was provided to the research team for critical
review and questioning until consensus was reached.
Findings were presented as frequencies and further
illustrated with quotes.

Results

Participants’ demographic characteristics
and previous cultural training

Of the 111 health professionals working across the
three clinics at the time of the training, 57 participated
in the training (51% participation rate) and 51 of them
completed a training evaluation questionnaire (90%
response rate). In total 77% of participants were fe-
male, with an average age of 39 years (SD = 9.69) and
98% were of non-Indigenous background. Almost a
third of participants were medical doctors (29%) and
three-quarters of all participants reported having at-
tended previous cultural training (75%). The most
frequent training types reported were the mandatory
cultural awareness training provided by Queensland
Health (55%), and training during university studies
(29%) Table 1.

Training evaluation ratings

As shown in Table 2 and Table 3, there was an increase in
the proportion of clinicians rating higher scores after the
training, and with significant increases in the mean scores
for the four items measured. The perceived importance of
communication training increased from pre-training
(Mean = 4.18; 95% CI = 3.91–4.44) to post-training
(Mean = 4.69; 95% CI = 4.52–4.85) (p < 0.001).
There were also significant improvements of reported by
health professionals in their knowledge (pre-training
Mean = 2.94; 95% CI = 2.74–3.14), ability (pre-training
Mean = 2.96; 95% CI = 2.79–3.13) and confidence (pre-
trainingMean = 2.96; 95%CI = 2.75–3.17) compared
to post-training (Mean = 3.98; 95% CI = 3.81–4.15;
Mean = 3.96; 95%CI = 3.80–4.12;Mean = 4.02; 95%
CI = 3.85–4.19, respectively) (p < 0.001). The most
marked increase was health professionals’ perceived
confidence (Table 3).

Training evaluation and
demographic characteristics

Following training, fewer younger health profes-
sionals (≤40 years) highly rated their perceived

importance of communication training (91% vs.
100%), and their perceived knowledge (76% vs.
86%), and ability (79% vs. 86%) to communicate
effectively with Aboriginal and Torres Strait Islander
people compared to health professionals aged
≥41 years. In turn, younger health professionals more
frequently highly rated their confidence to commu-
nicate effectively with Aboriginal and Torres Strait
Islander patients (85% vs. 71%) (Table 4). A higher
proportion of male health professionals highly rated
their perceived importance of communication train-
ing (100% vs. 92%), their perceived knowledge (92%
vs. 77%), and confidence (92% vs. 80%) to com-
municate with Aboriginal and Torres Strait Islander
people compared to female health professionals.

Medical doctors highly rated their ability and con-
fidence to communicate (93% vs. 85%) more fre-
quently than nursing staff. However, nursing staff
highly rated the perceived importance of communica-
tion training (100% vs. 93%) and their perceived
knowledge (85% vs. 80%) more often than medical
doctors. In comparison to other health professionals, a
lower proportion of psychologists and physiotherapists
highly rated their perceived importance of communi-
cation training (83% for both groups), perceived
knowledge (67% for both groups) and ability (50% and
67%, respectively) to communicate with Aboriginal
and Torres Strait Islander people. Health professionals
who had received previous cultural training gave higher
ratings across all four items: the perceived importance
of training (100% vs. 92%), their perceived knowledge
(82% vs. 77%), ability (87% vs. 69%) and confidence
(84% vs. 77%).

Training evaluation by study site

Comparing study sites, the mean scores were similar for
perceived importance of communication (F(2,48) = 0.448;
p = 0.641) and perceived ability (F(2,48) = 3.645;
p = 0.075) (Figure 1). However, study sites differed
in relation to pre-post training improvements of
perceived knowledge (F(2,48) = 2.731; p = 0.034)
and confidence (F(2,48) = 4.724; p = 0.013). A Tukey
post hoc test showed that the metropolitan site (B) and
the regional site had similar increases in knowledge
(1.21 and 1.17 respectively; p = 0.975). However, when
comparing the perceived knowledge of Metropolitan
site (A) to the Regional site there was a smaller in-
crease (0.62; p = 0.048). The regional site reported a
significant increase in mean score for confidence
to communicate effectively with Aboriginal and
Torres Strait Islander patients (1.29) compared to
metropolitan site A (0.69; p = 0.010) but not for
Metropolitan site B (1.0; p = 0.293).
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Satisfaction with training and suggested
program improvements

Assessment of satisfactionwith training through quantitative
data. Overall, of the 12 items about training satisfaction, a
high proportion of health professionals (range 94%–100%)
(Table 5 and Supplementary Table 5) either agreed or
strongly agreed that the training met the objectives, that
issues were dealt with in depth; the course length was
adequate; the training methods suited the objectives, the
methods enabled participants to take an active part in the
training, the training enabled sharing of professional
experiences, the training was a realist and practical, the
training context was well suited to the training process
the training received was useful for participants’ jobs, the

training was useful for the professional development, the
training merited a good overall rating, and that partic-
ipants would recommend the program to others. The
item with the highest proportion of undecided partici-
pants was the ‘length of the course was adequate’ (n = 3;
6%) and the only item for which a participant disagreed
with the statement was ‘I would recommend this pro-
gram to others’ (n = 1; 2%).

Among the professions, a lower proportion of ad-
ministrative staff either agreed or strongly agreed that
the length of the training was adequate and that the
training received was useful for their job (67%)
compared to the other professions (83–100%). Only
half of the administrative staff either agreed or strongly
agreed that the training enabled sharing professional

Table 1. Health professionals’ demographic characteristics and previous training.

Demographic characteristics and previous training

N = 51

n %

Study site
Metropolitan (A) 13 26
Regional 24 47
Metropolitan (B) 14 28

Agea

21–40 years 33 65
41–60 years 11 22
61–80 years 3 6

Sex
Male 12 24
Female 39 77

Indigenous status
Aboriginal and Torres Strait Islander 1 2
Non-indigenous 50 98

Profession
Medical doctors (pain medicine specialist, registrar and psychiatrist) 15 29
Nursing staff (registered nurse, clinical nurse, nurse navigator, enrolled nurse) 13 26
Physiotherapist 6 12
Psychologist 6 12
Pharmacist 2 4
Occupational therapist 6 12
Administrative staff 3 6

Previous cultural training
Yes 38 75
No 13 26

If previous cultural training—type of trainingb

Hospital based mandatory cultural awareness training/education packages 23 55
Cultural capability and safety lectures during university studies 12 29
Primary school cultural awareness training 1 2
Training for foster care 1 2
Not specified/unknown 5 12

aFour missing values.
bParticipants could indicate more than one option of training.
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experiences compared to 83–100% among the other
professions.

Assessment of satisfaction with training through qual-
itative data. Forty-two health professionals (n = 42/
51; 82%) responded to the open-ended questions
indicating the most useful aspects of the training.
Four themes were identified from the responses
(Supplementary Table 6 – Quotes to illustrate the
themes identified):

(i) Sharing of historical and cultural knowledge
Half of all participants reported that the historical

and cultural knowledge shared by Aboriginal and
Torres Strait Islander cultural facilitators (n = 21;
50%) was the most useful aspect of the training.
These facilitators provided insightful information
about the impact of colonisation on Aboriginal and
Torres Strait Islander health and well-being. Health
professionals reported being able to reflect on the
feelings of Aboriginal and Torres Strait Islanders,
especially in approaching government institutions,
including healthcare and communicating with non-
Indigenous staff.

(ii) Interactive simulation of case scenarios with feedback
provided by the Aboriginal and Torres Strait Islander
simulation patients

The interactive module with role-playing patients
and with feedback provided by the Aboriginal and Torres

Strait Islander simulation patients was rated the most
useful aspect by 16 participants (38%). Participants re-
ported particularly valuing feedback and interpretation of
Aboriginal and Torres Strait Islander people, verbal and
non-verbal cues, and helping to contextualise the infor-
mation provided. These elements were described as
unique opportunities afforded by this training.

(iii) The framework and communication content
The Clinical Yarning framework and the communi-

cation content was rated as the most useful aspects by 9
participants (21%). These participants reported that it was
important to learn how the different components of the
framework could be applied. For example, participants
highlighted the usefulness of the explanation about social
yarning which was viewed as crucial to building rapport
with Aboriginal and Torres Strait Islander patients.

(iv) Pain specific scenarios and having experienced
facilitators

Three participants (7%) rated pain-specific cases
and the experienced facilitators as the most useful as-
pect. These participants highlighted how they felt en-
gaged throughout the training day. They reported that
they could relate to the simulated patients in the pain
setting and the questions arisen were answered and
discussed having the input of an experienced pain
specialist and supported by the cultural facilitator.

Eleven participants (22%) suggested improvements
to the training program by extending the training time (n

Figure 1. Difference between scores pre and post-training by study sites using univariate analysis of variance.
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= 3; 27%); including follow-up and feedback (clinicians
and patients) to enable problem-solving and consolidate
lessons learned (n = 3; 27%); adopting a stronger focus
on the management yarning, more content about the
local history including people from inland as well as
coastal areas (n = 3; 27%) and more opportunities for
yarning and group discussions (n = 2; 18%).

Discussion
To our knowledge, this is the first study to evaluate a
communication skills training program that combines
cultural capability and a clinical yarning framework and
contextualises these to the persistent pain setting.
Ensuring cultural sensitive staff and suitable commu-
nication skills are essential to provide optimal care.37

The findings of this study indicate that the training
improved participants’ perceptions about the impor-
tance of communication training, and their perceived
knowledge, ability, and confidence to communicate
effectively with Aboriginal and Torres Strait Islander
patients. Particularly relevant to the communication
between health professionals and Aboriginal and Torres
Strait Islander patients was the significant increase in
participants’ perceived confidence.While the findings of
improvements in perceived knowledge, ability, and
confidence after communication skills training are not
unique to this study, these findings are relevant because
evidence suggests that achieving improvements across all
three of these domains is required for change in prac-
tice.38 According to Bandura,39 it is not enough for
individuals to possess knowledge and skills to perform a
task, theymust also believe they can successfully perform
that task, even in challenging circumstances.40 The
current study finds the training meets these criteria.

Another important contribution of this study is the
strong endorsement of the experiential and reflective
learning approaches adopted in the training. This is
consistent with the principles of Adult Learning Theory
that underpin continuing professional development
training.32 The experiential component was contex-
tualized to the clinical setting of pain management and
promoted the interaction of Aboriginal and Torres
Strait Islander simulation patients and clinicians, cre-
ating the opportunity for self-reflection through the
feedback from simulation patients.

Health professionals have an important role in influ-
encing patient experiences.41,42 In this study, medical
doctors perceived their ability and confidence to com-
municate effectively with Aboriginal and Torres Strait
Islander people more highly than the other health pro-
fessionals. In contrast, nursing staff perceived the impor-
tance of training and knowledge as high but indicate lower
ability and confidence. These results may demonstrate the

efforts of medical schools to introduce interviewing tech-
niques and communication skills training in school
curricula.43,44 Alternatively, it could reflect an overesti-
mation by doctors of their ability to communicate effec-
tively with these patient groups. Gude et al.45

demonstrated that medical students and young physi-
cians did not realistically and reliably assess their self-
efficacy regarding communication skills. It was found
that there was a significant discrepancy between self-rated
communication ability and the communication experts’
ratings.45 Furthermore, the differences across professional
groups may suggest that it is important to consider dis-
ciplinary norms and needs when planning communication
training. Academic disciplines are communities with their
language, norms, and values. Each discipline develops a
disciplinary communication competence so that its
members share a common understanding of appropriate
ways of communicating and behaving and enabling the
interaction between members of the disciplinary culture
effectively.46

From the qualitative evaluation, participants iden-
tified the need for more cultural local knowledge and
understanding of the different language protocols
used by Aboriginal and Torres Strait Islander pa-
tients. Health professionals appreciated the oppor-
tunity to interrogate cultural questions, in a safe
setting and with Aboriginal and Torres Strait Islander
people providing feedback to them. The training
session was considered very informative and health
professionals suggested further training with a greater
focus on the language and terminology used by Ab-
original and Torres Strait Islander people to describe
and express pain.

Refresher sessions integrated in the professional
development program of services and the collection of
metrics about the Aboriginal and Torres Strait Islander
patients’ experience of communication as part of
quality improvements could be potential opportunities
to consolidate the learnings of this training.

Further work is needed to understand how this
training is embedded in practice and what impact this
has on patient care and outcomes.

Limitations of the study include the small sample
size of clinicians involved in the training, a custom-
designed questionnaire that used self-reported mea-
sures of knowledge, ability, and confidence. The
Metropolitan site A was the first site to receive the
training and this perhaps has affected the delivery of
training and the reported improvements. While three of
the five persistent pain services in Queensland were in-
cluded in the study, not all professional categories were
represented (e.g. addiction medicine specialists and
General Practitioners). Although this study indicates that
training participants developed the perceived knowledge,

316 British Journal of Pain 17(3)



ability and confidence to effectively communicate with
Aboriginal and Torres Strait Islander patients, the lon-
gitudinal impact of this one-day workshop in terms of
applying in clinical practice remains unclear and further
research is needed to understand how this training is
translated into practice. A future publication will outline
changes in clinical consultations recorded pre- and post
this training program.

Conclusion
This patient-centred communication training, deliv-
ered through a novel model that combines cultural
capability and the clinical yarning framework applied to
the pain management setting, was highly acceptable
and significantly improved participants’ perceived
competence. The training provided an opportunity for
health professionals to reflect on their intercultural
communication practice stimulated by theoretical el-
ements of the clinical yarning framework and interac-
tion with simulated patients and cultural feedback. The
impact of the training in clinical practice is still to be
demonstrated and reinforcement of the learnings was
suggested by participants. This method is transferrable to
other health system sectors seeking to train their clinical
workforce with culturally sensitive communication skills.
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