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“It’s a cultural thing”:

Excuses used by health professionals on providing inclusive care

by
Zubaidah Mohamed Sharburdin, Lisa Bourke, Olivia Mitchell & Trudie Newman

Abstract: Although health services in Australia have an aim to provide inclusive care
for their patients/clients, this study highlights how barriers to care can lie at the centre
of patient-provider interactions. Racial microaggression is a subtle form of racism that
can occur in health settings, leading to further exclusion for First Nations Australians,
immigrants and refugees. This paper is guided by Derrida’s approach to
deconstructionism by unpacking how language is used by health professionals - as
holders of organisational power - and how they construct “truths” or discourses about
clients that historically have been marginalised by health services and system. Data
comprise 21 interviews with staff from two rural health services. It identified three
racial microaggressions were used to justify the challenges of providing care to people
from First Nations, immigrant and refugee backgrounds: (1) Participants problematised
culture(s) of service users; (2) participants implied cultural superiority in their
conceptualisation of “other” cultures; and (3) participants shared stories of inactions,
discomfort and relegating of responsibility. The findings identified these discourses as
forms of racial microaggression that can potentially lead to further exclusion of people

seeking services and support.
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peoples have had and continue to have a unique role in the life of these lands. We
acknowledge that some findings may be upsetting but we aim to make visible racial
microaggressions in order that health professionals may reflect and change their practice.
Please be aware that this paper contains reference to the name of a deceased Aboriginal

woman and her unborn child.

Introduction

There are many ways health services practise care that excludes and obstructs access for
particular service users including First Nations peoples, immigrants, refugees, people who
identify as gender and/or sexually diverse, and people with disability(ies). From structural
processes, such as cost and strict appointments-only service delivery, to everyday
microaggressions by health professionals, such practices contribute to the increase in the
burden of diseases held by the above-mentioned people (Bastos et al., 2018; Durey &
Thompson, 2012b; Henderson & Kendall, 2011; Sherwood, 2013; Ziersch et al., 2011). They
also risk contributing to preventable deaths, such as that of Wiradjuri woman Naomi Williams
and her unborn child in Tumut hospital in 2016 as a result of the health service’s negligence
and presumptions of her being an illicit drug user. This is a significant reminder that
mainstream health services can be a dangerous and unsafe place for First Nations people
(State Coroner's Court of New South Wales, 2019). While already a difficult space to
navigate, accessing health services becomes more challenging when specific groups of people
are treated as non-compliant or problematic when their behaviours do not fit into categories
determined by the dominant group (i.e white, heterosexual, able-bodied, middle-upper class)
(Anderson et al., 2012; Mitchell et al., 2018). As a result, they are deemed “difficult” due to
their difference(s). Once stereotyped, they can be regularly excluded, particularly through the
use of language and the discourses surrounding them.

Although race is widely understood to be a social construct that perpetuates myths of
superiority/inferiority and domination/subordination (Akintunde, 1999; Case, 2017; Paradies,
2006; Wadham, 2004), it can at times be used to justify in/actions of racism. First Nations
scholar Yin Paradies defines racism as ‘a societal system in which actors are divided into
“races”, with power unevenly distributed (or produced) based on these racial classifications’
(Paradies, 2006, p.144). Racism as a societal system is expressed — overtly and subtly —
through beliefs and attitudes in interpersonal and/or systemic interactions perpetuating

inequalities in the distribution of power, resources and opportunities (Australian Human



Rights Commission, 2019; Walton et al., 2013). Racisms and exclusions are thought to be
subtler now than in previous decades (Nelson, 2014; Sue, 2010). The occurrence of racial
microaggressions in health services is one form of subtle exclusion. Racial microaggression,
sometimes referred to as everyday racism, can be defined as a subtle form of racism that
occurs verbally or non-verbally without the intention to cause harm to those that occupy
marginal identities (Almond, 2019; Ballinas, 2017; Sue, 2013). It is an assault that is based on
race and can at times be layered and intersected with other cultural and social identifiers, such
as gender, class, sexuality, accent, immigration status, phenotype or language (Pérez Huber &
Solorzano, 2015). Microaggressions are manifested in various contexts at interpersonal,
organisational, institutional and societal levels. They are often used by those who belong to
the dominant group in a given society to subtly assert dominance and superiority through
language (Almond, 2019; Essed, 1991; Sue, 2010). Essed defines everyday racism to be:

systematic, recurrent, familiar practices...the fact that it concerns repetitive practices

indicates that everyday racism consists of practices that can be generalised. Because

everyday racism is infused into familiar practices, it involves socialised attitudes and

behaviour. Finally, its systematic nature indicates that everyday racism includes

cumulative instantiation (Essed, 1991, p. 3).

As ‘systematic, recurrent, (and) familiar’ (Essed, 1991, p.3), it can be difficult to identify
racial microaggressions when they occur. This form of racism often transpires briefly but
frequently, allowing the impact on the receiver to compound over time that ultimately results
in harmful effects (Levchak, 2018).

While studies have linked poorer health outcomes to institutional racism (Henry et al.,
2004; Larson et al., 2007; Nadal et al., 2014), research on racial microaggressions or everyday
racism in health settings is limited. Some studies have explored how interpersonal or
everyday racism can impact on how people engage and access health services (Durey et al.,
2012a; Larson et al., 2007; Paradies et al., 2013), identifying that microaggressions lead to
exclusion, disempowerment and prevent a service from genuinely practising inclusive care.
Inclusive care is understood to be care that is accessible to everyone but more so for those
who have historically been excluded from receiving safe, accessible and welcoming care
(Levesque et al., 2013; Malatzky et al., 2018). Racial microaggressions and the lack of
culturally inclusive practice in Australian mainstream health services are inextricably linked
to service user’s experience of cultural safety. To explore this further, this paper analyses

various ways language is used by staff in health services to describe First Nations Australians,



immigrants and refugees, and how these staff make sense of service users’ access to rural

mainstream health services.

Background

Language plays a strong role in the way societies build their social processes, systems and
discourses. It is dynamic, constantly moving and changing. Derrida approached language
from a deconstructionist perspective, deeming it an unstable medium of communication
through subjective meaning-making and interpretations that are never fixed (Derrida &
Spivak, 2016). By calling all certainties, binary oppositions, dichotomies, appearances and
realities into question, deconstructionism argues that a singular interpretation or absolute truth
is untenable (Whitehead, 2011, p. 118). This paper is guided by Derrida’s approach to
deconstructionism to understand and uncover perceptions and assumptions made by health
professionals when caring for service users from First Nations, immigrant and refugee
backgrounds.

For Derrida, language can reveal a culture’s norms, values, beliefs and attitudes, and
as such, language itself is political. He argues that ‘mastery begins, as we know, through the
power of naming, of imposing and legitimating appellations’ (Derrida, 1998, p. 39). There is
power in the naming, especially when those doing the naming belong to a powerful
organisation such as a health service (Larner, 2015, p. 437). This paper focuses on the
language used by those with organisational power, that is, staff from two small rural
mainstream health services. It explores how staff construct “truths™ or racialised discourses
about service users who are of different cultural backgrounds to the perceived norm. These
discourses or ways of talking about service users further perpetuate and reinforce racialised
stereotypes and established assumptions surrounding those very same groups. Historically,
these discourses have sustained colonial practices and more recently are manifested through
language in the form of racial microaggressions. The use of microagression uses language to
assert power, intimidate and portray that particular groups are unwelcome by restating
discourses and stereotypes in a way that puts down an individual.

Mainstream Australian society struggles to unpack issues concerning race and socio-
cultural differences. The current political climate allows overt racism to occupy powerful
platforms in the media (Bond, 2016; Noonan, 2019) and parliament (Worthington & Doran,
2019). It is important to note that reforms in policy have attempted to address racism by

adopting a human rights informed cultural competence framework. This is evidenced in the



Victorian Government’s Aboriginal Health, Wellbeing and Cultural Safety initiatives
(Victorian Government, 2012, 2017, 2019) and more so in the recent edition of accreditation
standards for mainstream health services where cultural safety and a culturally secure
environment specifically for First Nations peoples is prioritised in the Clinical Governance
Standard (Australian Commission on Safety and Quality in Health Care, 2017). However,
these reforms can often take time to be implemented within services and some initiatives,
such as the Australian Government’s Closing the Gap framework, are failing to meet targets
(Commonwealth of Australia, 2020; Bond & Singh, 2020). Such top-down approaches
perpetuate the deficit discourse about First Nations Australians as failing, and contribute to
racial microaggressions, and to them not being addressed or challenged within health services
and more broadly in society.

Derrida has observed that ‘all racisms have their basis in culture and in institutions’
(1985, p. 294). In other words, racism in its many forms is created and perpetuated within the
culture and the institutions that we live and participate in. As a result, racialised language
evolves within these settings. Rather than self-reflecting on how they practise inclusive care,
health professionals often place the problem with service users (Durey & Thompson, 2012b).
The challenge to self-reflect on their exclusive practices within a powerful organisation, such
as a health service, is a product of institutional racism (Durey, 2010). By highlighting the
ways in which racial microaggressions manifest in everyday healthcare discourse, we may
better understand how systemic racism is continually maintained and reproduced in broader
society. While this is generally acknowledged, few papers have demonstrated how language is
used to exclude certain individuals and groups in health services. This paper will identify
examples of everyday racial microaggressions within these settings and how they work to
exclude service users in healthcare practice.

Because this study specifically examines how health professionals speak about First
Nations peoples, immigrants and refugees, it is important to note that the authors of this
paper, one of whom is a First Nations Australian researcher, does not condone the views of
the participants. At times, the paper will refer to First Nations peoples, immigrants and
refugees as marginalised but only within the context that the marginalisation is purposefully
caused — and continues today — through systemic socio-structural inequities (Anderson et al.,
2009; Arabena, 2016; Bond et al., 2019; Malatzky et al., 2018; Sherwod & Edwards, 2006).
As researchers from diverse cultural and social backgrounds that intentionally work in the

pursuit of social justice, the authors acknowledge that the term ‘marginalised’ can be jarring.



However, this paper is about highlighting how health professionals — many of whom are
white Anglo-Saxons — construct racialised “truths and further perpetuate myths and
stereotypes which maintains that oppressive position of marginality. This paper uses the term
“white” as a racially constructed category in which power relations are instilled based on
privilege (Moreton-Robinson, 2000). The authors also note the complexities and fluid nature
of cultural and social identities and that these markers of identities overlap and move

according to context, time and space (Evans, 2019).

Methods

The present study analyses 21 interviews with staff from two small, rural Government-funded
health services. Data were gathered as part of a larger Australian Research Council funded
project which explores increasing inclusion in rural, generalist health services in the state of
Victoria, Australia (Malatzky et al., 2018; Mitchell et al., 2018). Importantly, the team
comprises diverse sociocultural backgrounds, including a woman of colour born in Asia, a
Barkindji woman and two white researchers raised in privileged families in rural areas. The
study was approved by The University of Melbourne Human Research Ethics Committee.

The health services differ in the type of health care provided, their responsiveness to
diverse client groups and in their governance and funding structures. These services were
selected based upon their rural location, the significant cultural diversity of the local
population, the relationships each service have with service users, and that each service had
self-initiated a process to improve their inclusivity. Additionally, the team has been gathering
the perspectives of service users from the same rural town as the health services to understand
their experiences accessing health services; this data will be submitted for publication
separately. One service was an age-specific ‘walk-in’ service while the other was available for
all in a specific life-stage. Both had teams of 10-20 health professionals who provided both
in-service and outreach support. They include clinicians (nurses, social workers,
psychologists and others), reception staff and community engagement officers with the
majority of staff from white Anglo backgrounds. Participants had worked in these services
between four months to nine years. Data from both services have been de-identified and
pooled to protect the confidentiality of staff.

Initially, researchers met with all staff from the two services to introduce the research
project. Following, managers from the services disseminated the Plain Language Statement
and Consent Form to all staff which included contact details of researchers. Staff were then



invited to an interview via email from researchers and those who wished to participate
contacted researchers. Recruitment and interviewing of staff occurred in the period between
November 2017 to April 2018.

A semi-structured interview protocol was used to capture health professionals’
perspectives on working in rural mainstream health services, ways to improve inclusion in
health care broadly, challenges of providing inclusive care, and issues surrounding engaging
groups of service users which the specific service struggles to engage. Three researchers, one
of whom is First Nation Australian, conducted the interviews separately as participants’
availability was prioritised. Researchers took notes during the interviews and all consented to
being audio-recorded with the exception of one participant. Recorded interviews were
transcribed verbatim. Handwritten notes of the non-recorded interview were typed and added
to the pool of data.

Researchers read all interview transcripts and discussed the common themes identified
throughout project meetings. It was agreed that language in the transcripts reflected prejudice,
microaggressions and power relations. Drawing on Derrida’s approach to deconstruction, the
first author then coded each interview to identify microaggressions, the context of the use of
these microaggressions and how this language creates power imbalances (Whitehead, 2011).
From these codes, three types of microaggressions were identified. The team, made up of
researchers from different training and disciplines, discussed the types of microaggressions
over multiple meetings and challenged the specific examples of each type. Following this
iterative process, the three microaggressions were agreed to and are presented here (Braun &
Clarke, 2013; Finlay, 2006; Liamputtong, 2013).

Findings

During interviews discussing inclusive care with 21 health professionals, it was noted that
participants asserted their power through using language that reflected three types of
microaggressions, namely problematising the culture(s) of service users, expression of
superiority and inaction.

Problematising the Culture(s) of Service Users

When asked about factors that shaped the service users’ access to services, thirteen health
professionals across the two services dismissed and assumed that it is ‘the culture(s)’ of First
Nations, immigrants and refugees that prevent them from coming into their service. Here,

“culture” is used as a racial microaggression implying its association with a set of different



and undesirable behaviours as perceived by the health professionals. Some stated that
‘culturally they do prefer home visits’ and that ‘some of the cultural views within the CALD
[Culturally and Linguistically Diverse] background could prevent people from coming in.’
There were other ways that racial microaggressions were utilised where excuses of “culture”
manifested in phrases such as ‘it’s cultural...’, ‘these cultures’ and ‘it’s a cultural thing’ to
dismiss the problem of accessing services for some clients. Another participant spoke with
strong racial overtone assuming that, ‘a lot of our CALD families that refuse to come to the
service, have perfectly good access to transport but demand home visits.” Here racial
microaggressions are used subtly as well as overtly with “culture” being problematised and
framed as dictating behaviours that differ from the perceived norm. It was clear from the
transcripts that genuine engagement with service users had not occurred and an attempt to
understand the service user’s perspective of what prevents them from engaging or accessing
the service had not been established.

One participant reflected on the need to recruit a First Nations worker but implicitly
added without finishing their sentence that the cultural background is also part of the problem:

we literally need to have an Indigenous worker... working amongst the team that [clients]

can come and see. I feel like we’re making steps towards that direction but there’s still

the whole culture that needs to be a bit, well.... (emphasis added)

These comments indicate how some health professionals perceive and problematise the
culture of their clients while also suggesting it is not their responsibility. When asked whether
First Nations users ever disengage from the service, another participant said that ‘yes they do
disengage, I think because a lot of that, it’s that shame-shy thing that gets in the way.” Rather
than the service genuinely engaging with the perceived ‘shame-shy thing’, health
professionals problematised the culture(s) of service users by excusing the disengagement as
culturally and by default racially-contingent. It may be that there is an element of the service
user’s disengagement that is culturally related, yet health professionals labelled it as the only
reason. One participant found it difficult and uncomfortable to articulate the reason for the
disengagement of First Nations, immigrant and refugee service users from health services and
explored how their culture(s) can be an impediment to them accessing the service: ‘their
concept of mental illness is quite different, it’s a very different culture.’

Problematising culture and dismissing it as a barrier to a user’s access to a service
places blame, lack of utilisation of service and ultimately poor health outcomes on the user

and their “culture”. The term “culture”, as used by health professionals, replaces the term



“race” to evade the negative historical and political connotations attached (Bond & Brough
2007). This further contradicts notions of client-centred care widely propagated in policies
and frameworks and detracts health professionals from meaningfully engaging and adapting
their model of care to be inclusive and accessible to all. When models of care are
implemented, they are often formed without evidence or the input or perspectives of service
users (Fraser et al., 2018). Language that repeatedly labels the culture(s) of service users as
‘Other’ (Bhabha, 1983) through phrases such as ‘it’s cultural’, reinforces the difficulties of
working with such groups and individuals and dismisses the professional’s responsibility to
provide care to everyone in the community.

Expression of cultural superiority

When talking about service users, health professionals continued speaking with strong racial
overtones by expressing the cultural inferiority of certain groups. One of the ways this
microaggression occurred was through assumptions about the lack of or non-existence of
specialist health services and the barrier this creates for overseas-born users and their
understanding of what Australian health services provide. One health professional commented
that ‘they haven’t had this service in their own country’ and assumed that ‘they don’t
understand a ‘well” model of healthcare.” Another assumed ‘sometimes culturally they
haven’t experienced a [certain type of] health service before because in their culture there
isn’t anything like that.” It was clear throughout the interview transcripts that these statements
were not based on discussions they have had with their clients, but on assumptions made
about the limitations of many non-Australian health care systems. In doing so, health
professionals deny how their own practice is itself culturally constructed and privileged
(Malatzky et al., 2020). This microaggression reinforces an assumption of a user’s lack of
knowledge of the service by blaming the lack of services in a client’s country of origin.
Further, there is a perceived superiority implied in these statements that suggest groups of
users who were born overseas are a homogenous group who ‘don’t understand’ and need
health professionals ‘to get to them (to understand) what we do.” There is a lack of
negotiation, adaptability and input in discussions of practice with service users.

In one service, a health professional emphasised how the stigma of a particular health
issue for First Nations, immigrants and refugees ‘is massively ingrained’ and that this stigma
experienced by the above-mentioned groups was assumed to be ‘more entrenched than what
European stigma might be.” Another commented how particular health conditions ‘are a

weakness in some cultures.” These perceptions potentially conceal the stigma of this



particular health issue (and others) that exists in dominant white culture in Australia and thus
inherently reinforce the inferior nature of “other” cultures. By conceptualising the approach to
health within a Western paradigm (Brown et al., 2016a), health professionals inadvertently
used language of superiority that privileges biomedical approaches (Durey & Thompson,
2012b). Similarly, previous studies have also demonstrated racialised discourse through
expressions of cultural superiority (Anderson et al., 2009; Essed, 1991, p. 45; Mapedzahama
etal., 2012).

The notion of cultural superiority was further demonstrated in language used by health
professionals regarding the disempowerment of women from immigrant and refugee
backgrounds with some stating that there is a need ‘to empower these women’. Dismissing
gender relations in their white culture, one participant commented that ‘there’s a lot of gender
bias, not necessarily within our culture, but definitely within some of our CALD families, it’s
very patriarchal.” Similarly, another participant commented that ‘one of the big issues we’re
finding in people from the CALD community is the tension around particularly women being
more empowered...which is not a traditional role.” This highlights the assumption by health
professionals about the lack of agency that immigrant and refugee women have and a
perceived inferiority of women'’s status in other cultures but not their own culture. It
reinforces and perpetuates the victim discourse about immigrant and refugee women among
health professionals and implies a role to intervene. These microaggressions from health
professionals not only reinforce white cultural superiority but also undermine, or in this case,
deny the misogyny that exists in white culture (Volpp, 2001). The focus here is on culture and
how those who do not reflect nor belong to the dominant white culture are perceived as
inherently inferior.

The inaction, discomfort and relegating of responsibility

When discussing engagement with clients of First Nations, immigrant and refugee
backgrounds, the health professionals shared stories that suggest inaction, discomfort and at
times relegating the “difficult’ client to a culturally-specific specialist service. Using phrases
such as ‘we don’t have expertise in that (a client’s culture),” they dismiss the service user’s
needs by suggesting that the generalist service could not assist those identified from a non-
dominant cultural background. Health professionals also shared instances in training where
they felt they were being blamed for past historical injustices, thus excusing themselves for
the lack of engagement with First Nations service users: ‘there was still lots of blame put on

me for past (Australian) history and there was no sort of helpful hints on how to engage that
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population.” Another spoke dismissively by framing certain user groups as complex with
severe issues, ‘I mean some of the things like family violence and stuff like that within those
communities are quite severe and it’s got a lot of complexity about that (emphasis added)’,
while another expressed their frustration and difficulty in working with specialist service
providers from First Nations, immigrant and refugee backgrounds: ‘we try so hard to engage
all families and work with, you know, these groups that need it, but we’re not getting that
back from their providers as well too, so it is quite frustrating.’

These racialised statements or ‘excuses’ suggest that staff find engaging and working
with such clients as “difficult”. There is a reluctance of health professionals to self-reflect on
the way they talk about particular service users as shaping these interactions, responses and
models of care. In expressing these microaggressions, deficit discourses are reproduced about
these groups that lead to inaction and inadvertently ‘maintains status quo’ and exclusive
organisational practice (Durey & Thompson, 2012b, p. 9). Essed also noted that ‘a main
problem today is inaction among the dominant group and, more specifically, passive tolerance
for racism” (1991, p. 42).

Furthermore, there were multiple examples of stories about actions that were trialled
with specific groups of people and, when not fully successful, were abandoned. Embedded in
these stories is an expectation of service users to willingly participate in Western frameworks
regardless of prior experiences. Further, when not well attended, activities were withdrawn
rather than improved, evaluated or redeveloped through a consultation process. For example,
at one service, a mobile unit was developed to take the service to a targeted group. When it
was not well attended by both genders, the service was ceased. In another service, sessions for
those speaking a specific language were developed but when the first few sessions were not
well attended, it was disbanded. In these stories, health professionals conveyed a sense of
‘we’ve tried and given up’ rather than we consulted, we engaged, we reviewed, and we
persisted. There was little discussion of the development of relationships or service user need;
rather the focus was on the efforts of the practitioners and their language of program
development using Western healthcare language. In clinging to their service delivery
frameworks, their language pushes the interests, voices and needs of service users who have
differing cultural perspectives to the periphery. The blame on the under-utilisation of a
supposedly tailored program clearly sat with the users of the service.
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Another health professional recalled a time where they sought a service assumed to be
available from a specialist community organisation for a service user from an
immigrant/refugee background:

So I did call the... cultural [specialist service] and a worker there and she basically just

threw her hand up and said I don’t know what to do. And I thought it’s not really our job

to do it when there’s already a service there that could come and do some sort of groups

or something like that... coming from a cultural like community development model, I

think it would need the ethnic community or the Muslim or spiritual leader or an

Indigenous spiritual leader to come into our service. (emphasis added)

This example of relegating practice is problematic in rural areas where specialist services are
lacking. The language of relegating a service user to culturally specific services place a
greater burden on an already-stretched and under-resourced community organisation and
denies the user the choice of a mainstream service. These examples illustrate how health
professionals make assumptions about who provides services rather than working together
with the specialist service to achieve genuine and meaningful engagement with First Nations,
immigrant and refugee users. This language negates the responsibility that mainstream health

services must provide care for everyone.

Discussion

This paper identified that when discussing cross-cultural health practice, three types of racial
microaggressions were commonly expressed by staff from two small rural mainstream health
services. Adopting a Derridean deconstruction lens, the health professionals’ perception that
the culture of service users can be a barrier to their access to health services reveals the
everyday interpersonal racism. This then maintains structural racism as this perspective
becomes embedded within organisations, health practitioner training and practices as well as
the broader Australian society. This perception stems from a racist history whereby the
approach to First Nations research, policies and programs often attributed culture with
problematic behaviours (Bond & Brough, 2007). Through their language, the health
professionals positioned culture in the form of the ‘other’ and as a result takes the attention
away from the Western-centric culture of health services (Downing & Kowal, 2011). The
language used by health professionals laid bare the dominant attitudes about particular groups
of clients that are held, reproduced and sustained within the cultures of the health services
(Bond & Brough, 2007; Durey, 2010; Grant & Luxford, 2011; Levesque & Li, 2014; Mitchell

et al., 2018). The excuse of cultural difference by health professionals further perpetuates the

12



lack of accountability on the part of services to provide appropriate and inclusive client-
centred care to service users, thus perpetuating a culturally unsafe environment for accessing
care. By turning the focus on the exclusive language and racialised assumptions used by
health professionals, this study shifts the attention to those in power (Durey & Thompson,
2012b; Fredericks, 2010) and how they contribute to the barriers that service users face when
accessing health services.

Like institutional racism, everyday racism or racial microaggression is subtle and less
overt. It reinforces cultural practices, language and understandings. In using racial
microaggressions, health professionals are consequently practising and delivering care that
excludes and disempowers their clients. Grant has argued that there are relations of ‘power
within language and culture, taking language to be constitutive of culture and of culture as
shaping discourses expressed through language’ (2011, p. 20). The cultural practices of
mainstream health services have historically been exclusive to those who occupy the
dominant cultural and social position — that is white, heterosexual, able-bodied, middle class
population. This is because policies, procedures, service delivery frameworks, practitioner
training and other forms of structural processes were produced by the very same dominant
group (Anderson et al., 2012; Brown et al., 2016b; Malatzky et al., 2018; Mitchell et al.,
2018; Sherwod & Edwards, 2006). While current policies call for all health services to be
culturally safe, competent and accountable (Australian Commission on Safety and Quality in
Health Care, 2017; NSW Health, 2017; Victorian Government, 2019), health services reflect
the values and attitudes of a perceived “dominant” culture in health care and these are
normalised and reinforced through a subtle form of racism — everyday language — as well
as through policies, management and organisational culture. In applying Derrida’s approach
to deconstruction, this study brings to the surface the way microaggressions function to
construct “truths” about clients that then justify the actions and inactions of health
professionals during service delivery.

The voices of the health professionals included in this analysis are used as examples of
potentially unconscious racial microaggressions (Essed, 1991; Levchak, 2018; Sue, 2019).
Many of the professionals indicated they were trying to meet the needs of service users
known to be marginalised by the health care system, but in doing so actively excluded their
voices, engagement and culture in representing them. The dominant cultural blinkers of health
professionals appeared to stereotype the “other” rather than racialised language being
reflected on (Jennings, Bond, & Hill, 2018). This highlights the cultural nature of health care
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and the position of power held by health professionals (Malatzky & Bourke, 2017).
Furthermore, mainstream health services are still yet to address other institutional barriers that
prevent access to their services including achieving First Nations workforce targets and lack
of accountability to policy frameworks (Arabena, 2016; Bond et al., 2019; Kendall &
Marshall, 2004; McGough et al., 2018; Mitchell et al., 2020).

This study presents findings that explored how racial microaggressions manifest in
healthcare discourse through 21 interviews conducted with health professionals working in
only two small rural mainstream health services. While small, the qualitative constructivist
approach enables detailed analysis for learnings around the use of language in healthcare.
Consistency with the literature adds credibility to these findings. While the findings are not
directly transferable to other mainstream health services in other regions, the types of
microaggressions identified are likely to occur in other settings that comprise a majority of
white professionals working with non-dominant service users, as found in other studies
(Almond, 2019; Ballinas, 2017; Grant, 2018; Nadal, 2014; Sue, 2013). Another limitation was
that all coding was undertaken by one author, a non-First Nations woman of colour with a
particular settler and privilege lens. To broaden the perspective of this analysis, all authors
read the transcripts and engaged in a critical process reflecting on the types of
microaggressions and the meanings expressed by participants including a First Nations
researcher and interviewer. A further limitation was the lack of inclusion of service user
perspectives. Understanding how racial microaggressions operate and their impact from the
perspectives of service users accessing health services would add greater evidence to the
study’s findings. It is important to note that the authors’ intention is not to be critical of
individual practitioners and those who willingly participated in the interviews, but to highlight
how Western language and discourses work to marginalise and exclude those who do not
identify with the dominant culture. The need for training and continuous self-reflection in
cross-cultural practice in healthcare and meaningful change in models of cross-cultural
healthcare is overdue (Sjoberg & McDermott, 2016).

Conclusion

To genuinely engage and change the health outcomes of service users who have historically
and continue to be marginalised, health services and practitioners must redirect the cultural
gaze towards themselves (Durey & Thompson, 2012b, p. 9). ‘Given the everyday, automatic

nature of racial microaggressions, they can easily occur within cross-racial patient-provider
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interactions’ (Almond, 2019, p. 590). Although difficult and to a certain extent confronting,
challenging racism and racial microaggressions with staff and changing structural processes
with an inclusive lens can improve health outcomes but also create a fairer, more equitable
health system. Furthermore, the ambiguity of everyday racism means that more research is
needed to name how it manifests in interpersonal experiences and operate within
organisations. By making everyday racism visible to what has historically been invisible in
organisational, institutional and social structures, we can generate solutions that are inclusive

and safe for everyone in the community.

Acknowledgements

The authors thank the staff from the two health services who generously gave up their time to
participate in this study and shared their experiences openly and honestly. The authors also
acknowledge the Australian Research Council for funding this research (DP170101187) and support
of the Australian Government Department of Health Rural Health Multidisciplinary Training

Programme.

References

Akintunde, O. (1999). White racism, white supremacy, white privilege, & the social
construction of race: Moving from modernist to postmodernist multiculturalism.
Multicultural Education, 7(2), 2-8.

Almond, A. L. (2019). Measuring racial microaggression in medical practice. Ethnicity and
Health, 24(6), 589-606.

Anderson, J., Rodney, P., Reimer-Kirkham, S., Browne, A. J., Khan, K. B., & Lynam, M. J.
(2009). Inequities in Health and Healthcare Viewed Through the Ethical Lens of
Critical Social Justice: Contextual Knowledge for the Global Priorities Ahead.
Advances in Nursing Science, 32(4), 282-294.

Anderson, K., Devitt, J., Cunningham, J., Preece, C., Jardine, M., & Cass, A. (2012). If you
can't comply with dialysis, how do you expect me to trust you with transplantation?
Australian nephrologists' views on indigenous Australians' ‘'non-compliance’ and their
suitability for kidney transplantation. Int J Equity Health, 11(1).

Arabena, K. (2016). Addressing structural challenges for the sexual health and well-being of
Indigenous women in Australia. Sexually Transmitted Infections, 92(2), 88-89.

Australian Commission on Safety and Quality in Health Care. (2017). National Safety and
Quality Health Service Standards. Sydney: ACSQHC

Australian Human Rights Commission. (2019). Let’s talk race: a guide on how to conduct a
conversation about racism.

15



Ballinas, J. (2017). Where Are You From and Why Are You Here? Microaggressions,
Racialization, and Mexican College Students in a New Destination. Sociological
Inquiry, 87(2), 385-410.

Bastos, J. L., Harnois, C. E., & Paradies, Y. C. (2018). Health care barriers, racism, and
intersectionality in Australia. Social Science & Medicine, 199, 209-218.

Bhabha, H. K. (1983). The Other Question. ... Screen, 24(6), 18-36.

Bond, C. (2016, 5 August 2016). The white man’s burden: Bill Leak and telling ‘the truth’
about Aboriginal lives. The Conversation. Retrieved from
https://theconversation.com/the-white-mans-burden-bill-leak-and-telling-the-truth-
about-aboriginal-lives-63524

Bond, C., Brough, M., Willis, J., Stajic, J., Mukandi, B., Canuto, C., Springer, S., Askew, D.,
Angus, L., Lewis, T. (2019). Beyond the pipeline: a critique of the discourse
surrounding the development of an Indigenous primary healthcare workforce in
Australia. Australian Journal of Primary Health, 25(5), 389-394.

Bond, C., & Brough, M. K. (2007). The Meaning of Culture within Public Health Practice -
Implications for the study of Aboriginal and Torres Strait Islander Health. In
Proceedings Social Determinants of Aboriginal Health Workshop (pp. 229-239).
Adelaide.

Braun, V., & Clarke, V. (2013). Successful qualitative research : a practical guide for
beginners: SAGE.

Brown, A. E., Fereday, J. A., Middleton, P. F., & Pincombe, J. I. (2016a). Aboriginal and
Torres Strait Islander women's experiences accessing standard hospital care for birth
in South Australia — A phenomenological study. Women and Birth, 29(4), 350-358.

Brown, A. E., Middleton, P. F., Fereday, J. A., & Pincombe, J. I. (2016b). Cultural safety and
midwifery care for Aboriginal women - A phenomenological study. Women and Birth,
29(2), 196-202.

Case, K. (2017). Intersectional pedagogy : complicating identity and social justice: New
York, NY : Routledge, ©2017.

Commonwealth of Australia. (2020). Closing the Gap Report 2020. Retrieved from
https://ctgreport.niaa.gov.au/sites/default/files/pdf/closing-the-gap-report-2020.pdf

Derrida, J. (1998). Monolingualism of the other, or, The prosthesis of origin: Stanford
University Press.

Derrida, J., & Kamuf, P. (1985). Racism's Last Word. Critical Inquiry, 12(1), 290-299.

Derrida, J., & Spivak, G. C. (2016). Of grammatology (Fortieth Anniversary Edition. ed.):
Johns Hopkins University Press.

Downing, R., & Kowal, E. (2011). A postcolonial analysis of Indigenous cultural awareness
training for health workers. Health Sociology Review, 20(1), 5-15.

Durey, A. (2010). Reducing racism in Aboriginal health care in Australia: where does cultural
education fit? Australian & New Zealand Journal of Public Health, 34, S87-S92.

Durey, A., & Thompson, S. C. (2012b). Reducing the health disparities of Indigenous
Australians: time to change focus. BMC Health Services Research, 12, 151-151.

16


https://theconversation.com/the-white-mans-burden-bill-leak-and-telling-the-truth-about-aboriginal-lives-63524
https://theconversation.com/the-white-mans-burden-bill-leak-and-telling-the-truth-about-aboriginal-lives-63524

Durey, A., Wynaden, D., Thompson, S. C., Davidson, P. M., Bessarab, D., &
Katzenellenbogen, J. M. (2012a). Owning solutions: a collaborative model to improve
quality in hospital care for Aboriginal Australians. Nursing Inquiry, 19(2), 144-152.

Essed, P. (1991). Understanding everyday racism : an interdisciplinary theory: Sage
Publications.

Evans, C. R. (2019). Modeling the intersectionality of processes in the social production of
health inequalities. Social Science & Medicine, 226, 249-253.

Finlay, L. (2006). 'Rigour’, 'ethical integrity' or ‘artistry'? Reflexively reviewing criteria for
evaluating qualitative research. British Journal of Occupational Therapy, 69(7), 319-
326.

Fraser, S., Grant, J., Mackean, T., Hunter, K., Holland, A. J. A., Clapham, K., . . . Ivers, R. Q.
(2018). Burn injury models of care: A review of quality and cultural safety for care of
Indigenous children. Burns, 44(3), 665-677.

Fredericks, B. (2010). What Health Services within Rural Communities Tell Us about
Aboriginal People and Aboriginal Health. Rural Society, 20(1), 10-20.

Grant, J., & Guerin, P. B. (2018). Mixed and misunderstandings: An exploration of the
meaning of racism with maternal, child, and family health nurses in South Australia.
Journal Of Advanced Nursing, 74(12), 2831-2839.

Grant, J., & Luxford, Y. (2011). 'Culture It's a Big Term Isn't 1t"?: An Analysis of Child and
Family Health Nurses' Understandings of Culture and Intercultural Communication.
Health Sociology Review: The Journal of the Health Section of the Australian
Sociological Association, 20(1), 16-27.

Henderson, S., & Kendall, E. (2011). Culturally and linguistically diverse peoples' knowledge
of accessibility and utilisation of health services: exploring the need for improvement
in health service delivery. Australian Journal of Primary Health, 17(2), 195-201.

Henry, B. R., Houston, S., & Mooney, G. H. (2004). Institutional racism in Australian
healthcare: a plea for decency. MEDICAL JOURNAL OF AUSTRALIA, 180(10), 517-
520.

Jennings, W., Bond, C., & Hill, P. S. (2018). The power of talk and power in talk: a
systematic review of Indigenous narratives of culturally safe healthcare
communication. Australian Journal of Primary Health, 24(2), 109-115.

Kendall, E., & Marshall, C. A. (2004). Factors That Prevent Equitable Access to
Rehabilitation for Aboriginal Australians With Disabilities: The Need for Culturally
Safe Rehabilitation. Rehabilitation Psychology, 49(1), 5-13.

Larner, G. (2015). Ethical Family Therapy: Speaking the Language of the Other. Australian
& New Zealand Journal of Family Therapy, 36(4), 434-449.

Larson, A., Gillies, M., Howard, P. J., & Coffin, J. (2007). It's enough to make you sick: The
impact of racism on the health of Aboriginal Australians. Australian and New Zealand
Journal of Public Health, 31(4), 322-329.

Levchak, C. C. (2018). Microaggressions and modern racism : endurance and evolution:
Palgrave Macmillan.

17



Levesque, A., & Li, H. Z. (2014). The Relationship Between Culture, Health Conceptions,
and Health Practices A Qualitative-Quantitative Approach. Journal Of Cross-Cultural
Psychology, 45(4), 628-645.

Levesque, J. F., Harris, M. F., & Russell, G. (2013). Patient-centred access to health care:
conceptualising access at the interface of health systems and populations. Int J Equity

Health, 12.
Liamputtong, P. (2013). Qualitative research methods (Fourth edition ed.): Oxford University
Press.

Malatzky, C., Mitchell, O., & Bourke, L. (2018). Improving inclusion in rural health services
for marginalised community members: Developing a process for change. Journal of
Social Inclusion, 9(1), 21-36.

Malatzky, C., Mohamed Shaburdin, Z., & Bourke, L. (2020). Exploring the role-based
challenges of providing culturally inclusive health care for maternal and child health
nurses: Qualitative findings. Nursing Open, 7(3), 822-831.

Malatzky, C., Nixon, R., Mitchell, O., & Bourke, L. (2018). Prioritising the cultural
inclusivity of a rural mainstream health service for First Nation Australians: an
analysis of discourse and power. Health Sociology Review, 1-15.

Mapedzahama, V., Trudy, R., Sandra, W., & Amelie, P. (2012). Black nurse in white space?
Rethinking the in/visibility of race within the Australian nursing workplace. Nursing
Inquiry, 19(2), 153-164.

McGough, S., Wynaden, D., & Wright, M. (2018). Experience of providing cultural safety in
mental health to Aboriginal patients: A grounded theory study. International Journal
of Mental Health Nursing, 27(1), 204-213.

Mitchell, O., Bourke, L., & Mohamed Shaburdin, Z. (2020). A qualitative evaluation of the
implementation of a cultural competence project in rural Victoria. Australian & New
Zealand Journal of Public Health. (submitted)

Mitchell, O., Malatzky, C., Bourke, L., & Farmer, J. (2018). A modified Continuous Quality
Improvement approach to improve culturally and socially inclusive care within rural
health services. Aust J Rural Health, 26(3), 206-210.

Moreton-Robinson, A. (2000). Talkin' up to the white woman: Aboriginal women and
feminism: University of Queensland Press.

Nadal, K. L., Griffin, K. E., Wong, Y., Hamit, S., & Rasmus, M. (2014). The Impact of Racial
Microaggressions on Mental Health: Counseling Implications for Clients of Color.
Journal of Counseling & Development, 92(1), 57-66.

Nelson, J. K. (2014). ‘Speaking’ racism and anti-racism: perspectives of local anti-racism
actors. Ethnic and Racial Studies, 38(2), 342-358.

Noonan, A. (2019, 26 August 2019). Adut Akech says Who magazine's use of image of
wrong model should be ‘wake-up call' to industry. ABC News. Retrieved from
https://www.abc.net.au/news/2019-08-26/adut-akech-says-who-magazines-use-of-
wrong-image-is-wake-up-call/11449516

Paradies, Y., Priest, N., Ben, J., Truong, M., Gupta, A., Pieterse, A., Kelaher, M., Gee, G.
(2013). Racism as a determinant of health: a protocol for conducting a systematic
review and meta-analysis. Systematic Reviews, 2(1).

18



Paradies, Y. C. (2006). Defining, conceptualizing and characterizing racism in health
research. Critical Public Health, 16(2), 143-157.

Pérez Huber, L., & Solorzano, D. G. (2015). Racial Microaggressions as a Tool for Critical
Race Research. Race, Ethnicity and Education, 18(3), 297-320.

Sherwod, J., & Edwards, T. (2006). Decolonisation: a critical step for improving Aboriginal
health. Contemporary Nurse: A Journal for the Australian Nursing Profession(2),
178-190.

Sherwood, J. (2013). Colonisation - It's bad for your health: The context of Aboriginal health.
Contemporary Nurse: A Journal for the Australian Nursing Profession, 46(1), 28-40.

Sjoberg, D., & McDermott, D. (2016). The deconstruction exercise : An assessment tool for
enhancing critical thinking in cultural safety education. International Journal of
Critical Indigenous Studies, 9(1), 28-48.

State Coroner's Court of New South Wales. (2019). Inquest into the death of Naomi Williams.
Coroners Court Retrieved from
https://coroners.nsw.gov.au/documents/findings/2019/Naomi%20Williams%20finding

s.pdf

Sue, D. W. (2010). Microaggressions in everyday life: race, gender, and sexual orientation:
Wiley.

Sue, D. W. (2013). Race Talk: The Psychology of Racial Dialogues. American Psychologist,
68(8), 663-672.

Victorian Government. (2012). Koolin Balit: Victorian Government strategic directions for
Aboriginal health 2012-2022. Melbourne: Victorian Government Retrieved from
https://www?2.health.vic.gov.au/Api/downloadmedia/%7B002CF79E-E84B-427A-
BE25-6B068E7019C2%7D

Victorian Government. (2017). Korin Korin Balik-Djak: Aboriginal health, wellbeing and
safety strategic plan 2017-2027. Retrieved from
https://www?2.health.vic.gov.au/about/health-strategies/aboriginal-health/korin-korin-

balit-djak
Victorian Government. (2019). Aboriginal and Torres Strait Islander cultural safety

framework: For the Victorian health, human and community services sector.
Retrieved from https://dhhs.vic.gov.au/ publications/frameworks

Volpp, L. (2001). Feminism versus Multiculturalism. Columbia Law Review, 101(5), 1181-
1218.

Wadham, B. (2004). Differentiating Whiteness: White Australia, White Masculinities and
Aboriginal Reconciliation. In A. Moreton-Robinson (Ed.), Whitening Race: Essays in
Social and Cultural Criticism (pp. 192-207). Canberra: Aboriginal Studies Press.

Walton, J., Priest, N., & Paradies, Y. (2013). “It Depends How You’re Saying It”: The
Complexities of Everyday Racism. International Journal of Conflict and Violence,
7(1), 74-90.

Whitehead, D. (2011). Health promotion in nursing: a Derridean discourse analysis. Health
Promotion International, 26(1), 117-127.

Worthington, B., & Doran, M. (2019, 3 April 2019). Senate censures controversial politician
Fraser Anning over Christchurch shooting comments. ABC News. Retrieved from

19


https://coroners.nsw.gov.au/documents/findings/2019/Naomi%20Williams%20findings.pdf
https://coroners.nsw.gov.au/documents/findings/2019/Naomi%20Williams%20findings.pdf
https://www2.health.vic.gov.au/Api/downloadmedia/%7B002CF79E-E84B-427A-BE25-6B068E7019C2%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7B002CF79E-E84B-427A-BE25-6B068E7019C2%7D
https://www2.health.vic.gov.au/about/health-strategies/aboriginal-health/korin-korin-balit-djak
https://www2.health.vic.gov.au/about/health-strategies/aboriginal-health/korin-korin-balit-djak
https://dhhs.vic.gov.au/

https://www.abc.net.au/news/2019-04-03/fraser-anning-faces-censure-following-
christchurch-massacre/10965708

Ziersch, A. M., Gallaher, G., Baum, F., & Bentley, M. (2011). Responding to racism: insights
on how racism can damage health from an urban study of Australian Aboriginal
people. Social Science & Medicine, 73(7), 1045-1053.

20


https://www.abc.net.au/news/2019-04-03/fraser-anning-faces-censure-following-christchurch-massacre/10965708
https://www.abc.net.au/news/2019-04-03/fraser-anning-faces-censure-following-christchurch-massacre/10965708

