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Cultural respect in general
practice: a cluster randomised

controlled trial

Abstract

Objective: To examine whether the Ways of Thinking and Ways of Doing (WoTWoD)
cultural respect framework improves clinically appropriate anticiyatare in general
practice andhe cultural respectlisplayedby medical practice staff

Design: Mixed methods clusterrandomised controlled triakith a particimtory action
research approach.

Setting, participants: Fifty-six general practices in Sydney and Melbou@(4-2017.
I'ntervention: WoTWoD encompasses a toolKiien scenarios illustratg crosscultural
behaviour in clinical practice)one halfday workshop, cultural mentor support for
practices, and a local care partnershijptweenparticipating Medicare locals/primary
health networks and local Aboriginal Community Controlled HealttviSes for guiding
the program and facilitating community engagemditie intervention lasted 12 months
at each practice.

Major outcomes: Rates of claims for MBSitem 715 (health assessmeiffir Aboriginal
and Torres Strait Islander Peopbndrecording of chronic disease risk factors; changes
in cultural quotient (CQ) scorgof practice staff

Results: Complete results were available 8 intervention (135 GPs, 807 Indigenous
patients)and 25 control practice@10 GPs, 1554 Indigenous patients2-Month rates of
MBS item 715 claims andrecording of risk factors for the two groupsere not
statistically significarly different nor weremean changes in CQ scoyeegardless of
staff categoryandpractice attributes.

Conclusion: The WoTWoDprogram did not increagte rate ofindigenous health checks
or improve cultural resped@ general practiceConceptual, methodologiand contextual
factors that influence cultural mentorshipulturally respectful clinical practiceand
Indigenous healtleare require further investigation

Irial registration:  Australia New Zealand Clinical Trials Registry
ACTRN12614000797673.
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Summary box

The known: The gap in life expectancy between Indigenous and non-Indigenous
Australians remains large. Urban Indigenous Australian-controlled health services are
under-resourced, and mainstream primary care services are often not culturally sensitive.
The new: A practice-based cultural respect program — including a workshop and toolkit of
scenarios, with advice from a cultural mentor, and guided by a care partnership of
Indigenous and'general practice organisations — did not significantly influence Indigenous
health check rates. or cultural respect levels.

Thegmplications: Cultural respect programs may require more than 12 months to increase
Indigenous health check rates and the cultural quotient scores of general practice clinic
staff.

Closing the health and care gapetween Aboriginal andTorres Strait Islander
(Indigenous) Australians and nonlndigenous Australianshas beena longstanding
challengt-:-l’2 In" 2018, a decade aft&ustralian @vernments comitted themselvesto
Closing the Gap mortality and life expectancyor Indigenous Australiandiad not
markedlysimproved and nearly 80% of thedifference in mortality betweenadult
Indigenousrand neindigenous Australianwas attributable to chronic diseade

The Practice Incentives Prograimdigenous Health leenive (PIP-IHI), introduced in
May 2010,assistsgeneral practitionerandertakechronic disease care planning for their
Indigenous patientdnitial uptakewas poor. only 64% of general practicegexpected to
register(1275 0f 2000)did soduring 2010-11.* However, the proportionhad increased
by May. 2012° Therebate for health assessments for Aboriginal and Torres Sttaitdier
People Wedicare Benefits Schedu[MBS] item 715,° constitutes an additional strategy
for improvingsthe accessof Indigenous Astralians to primary health care matched to
their needs GPs can engage suitably qualifigdactice nurser Aboriginal Health
Workers to assist with the assessment, including patient histgityg, clinical
examination and investigations, amith providing patients witheducation and resources
for managng their own health The proportion of Indigenous Australians for whom
paymentyforMBS item 715 was claimedncreased frommearly11% in 201611 to nearly
29% in 201647 (New South Wales268%: Victoria, 17.1%).” However, the ratés still
low and,access to comprehensive care planfingndigenous Australians is paor

Aboriginal Community Controlled Health Services (ACCHSSs) areairtgnt providers
of primary health care to Indigenous commwrfi However, most Indigenous
Australiansliving in urban areas also useandardprimary care and GP services. In 2016,
Indigenous-Australiangompried 3% of the Australian populatiofY44 956 people)f3
38% lived”in New South Waleg229951) or Victoria (53 663)9 About onethird of
IndigenousAustralianslive in major cities but anly 16 of 138 ACCHSs are in major
cities, urban ACCHSs have lower staff/client ratios than regional and reA@eHSs®

Indigenous Australians frequently encounter cultaliatespect in mainstream primary

care service®™ The 201213 Australian Aboriginal and Torres Strait Islander Health

Surve)iL reported that 16%f Indigenous Australians had experienced racisnhealth
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settings 20% of these respondenteported that dctors, nurses and other hospital or
clinic staff were discriminatoryand 7% statedavoided seeking health care because of
unfair treatment. Of 755 adult Indigenous Victorians surveyed201l, 29% had
experienced racism in health settiriLésLack of cultural respect in healttare restricts
access to anthe quality of care for Indigenous Australiahs

We have previouslydentified trust, access, flexibility, time, support, outreach, and
working togetheras key aspects of cultural respé%AIthough the Indigenous Chronic
Disease Package (20€@014) supported increased cultural awareness training for health
workers, it did not change attitudes or behaviosufficiently to bridge the cultural gap
between health professionals and Indigenounsplcoae14

We developed the Ways of Thinking and Ways of Do{idpTWoD) cultural respect
program with a transtheoretical approach, harmonising many similar conceptual
frameworks andthe terminology applied to Indigenous and crasdtural health in
Australia The theoretical underpinningsf WoTWoD were described inthe article
describing our pilot study15 The WoTWoD framework translates the systemic,
organisationaland clinical elements of the Australian Health Ministédvisory Council
Cultural Competety Framework® into routine clinical practice. Cultural respect reflects
the attitudes and behaviour of tleatire medical practice, from reception to consulting
room. In addition, general practice organisations must work inneeship with
Indigenous communitgontrolled organisationt® reducehealthcaredisparities address
social determinantsf poor health,andincreaseaccess to safe, effective and culturally
respectful card’ This is fundamental to Indigenous Australians’ right to the highest
standard of health"*®

We undertooka cluster randomised controlled trial to examivieetherthe WoTWoD
program improve clinically appropriate anticipatory care in general practice #rel

cultural respect ofmedical practicestaff.

Methods

Study design

We conducteda mixed methods clusteandomised controlled trialvith a participatory
action research approachhe investigéors and Indigenous cultural mentoe®operated
with communities, general practices, Medicare Locasd ACCHSs to optiise

engagement with the trial.

Participants and setting

The trial was conducted in Sydney and Melbourne dudpgil 2014 — May 2017. The
Sydney recruitment area comprisefive Medicare Localswith about 1400 general
practices and 4000 Indigenous peopleéhe Melbournerecruitment areancluded four

Medicare Localswith about 500 general practicesd 000 Indigenous peopl’t? The

Medicare Localsvere restructured into largerimary health networks (PHNS) in 201%
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General practices were recruited through khedicare LocaPHN; the principal GPRor

practice managegrovidedinformed consent on behalf of tipeactice

Outcomes

Outcane measures reflecting the key dimensions of access to care and cultueak resp

were measured for each practice:

m the rateof MBS item 715claims andof documentation of chronic disease risk factors
per activer Indigenous patient during tHe months preceding the intervention
(baseline)sand during the 12 months of the interventol

m thechange ifTmeanCQ score®f clinic staff assessed at baseline and 12 months.

Sample size

To detect'a 30% difference in the proportions of patients for whom MB# 715 was
claimed ¢ =0.80; o =0.05 [2sided]), we calculated that 144 patients per group were
needed. "Assuming each practice would identify at least five Indigepatients, we
aimed to recruit 58 general practid@® intervention, 29 control praces)

Randomisation

Practiceswere randomisetb the intervention or control groupsvithout stratification or
matching with_the online tool Sealed Envelopéttps://sealedenvelope.com/simple
randomiser/vl, Randomisation was undertaken by an independand party, but he

investigatorsswere not blinded to allocation.

The intervention

WoTWeD"identifies four dimensions for embedding cultural respect inrgépeactice:
the community, interface with the community, consultargd clinical environmentand
professional organisationdNoTWoD encompasss atoolkit, one half-day workshop,
cultural ‘mentor support for the practicend a local care partnershgd participating
Medicare-locall®HNs and local ACCHS for guiding the program and facilitatg
communty engagement’

The toolkit includes ten scenarioshat illustrate crosscultural behaviour in clinical
practice. Based omventsdescribed duringomprehensive community consultations, the
scenarios‘underpin the practical guidaf@eembedling cultural respect in policies and
service delivery. The workshogducaed intervention practice stafboutcultural respect
principlessandusing the WoTWoD cultural respect toolkit fotranslatng principles into
practice. Practice staff met the Indigesaultural mentor who supported theuringthe
study periodn_personandby phone(monthly scheduled support calls)

Forsthe| intervention group, anoderated closed online discussion groupwas
established taliscuss theoolkit scenariosonce a monthbu was hardly used A public
WoTWoD website was available totervention and contrgbarticipants and was visited
mainly by GPs interested in the WoTWoD as a Royal Australian Colidg@eneral
Practitioners (RACGP) Quality Improvement and Continuing €sibnal Development
activity andby people in organisations interested in the WoTWoD program andttoolk
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The cultural mentor visiteceach practicat leastonce Additional visits wereusually
requesed becausgractice manager or other key staff membead left the practiceso
that newpractice staffneeded to be introducei the study.The support soughtby
participaing practicegypically concernedocating approgate local Indigenous services
ways toengage witHocal Indigenousommunities andfurthertraining for staff

While the fidelity — that is, the degree to whichthe interventionwas delivered as
planne&l — was consistent and acceptable at the practice level,pé#récipating
Medicare Localsand PHNs differed in how theyorgani®ed and prioritised Indigenous
health care partnership®©ne Sydney PHN incorporated the WoTWoD program as a
standing item ito the agenda of ité\boriginal Health Committeethe membershipf
which included the PHN Closing the Gaptean, local Indigenous elders, and
representatives from local Aboriginalommunitycontrolled organisationsA second
Sydney PHNtreaed the WoTWoD as an external project. In Melbourne, practices dealt
directly with the research team withit formal involvemen of the PHNs.

Data collection

The following data were extracted from the practice informatiobtesyofeach practice
the numbers of Indigenous Australia$ claims for MBS item 71%ndadministratively
related MBS items (GPnanagement plafiMBS item 721] andteam care arrangement
[MBS item 723]) and ofinstances oflocumentation of chronidisease risk factors

At baseline and 12 monthsygetice staff completed a Zfuestioncultural quotient
(CQ) questionnairg(7-point Likert scales CQ score range20-140) that measurd the
capacity of the practice staff to deal wiflour dimensions ofcultural diversity
metacognition (strategy)cognition, motivation and behaviout® The instrumenthad
been tested and validated by general practices in preliminary siildies(Supporting

Information).15

Data analysis

The rats of claims forMBS items 715, 721 and 723and of documentation othronic
disease risk factorper active Indigenous patient mecalculatedat baseline and at 12
months for each pradte. Active patientsare defined by the RACGRas those who
attended the practice at leabtree times during the precedingtwo years. We did not
distinguish between existing and newly identified Indigenous patig¥esomparedhe
rates ofclaims forMBS items 715, 721 and 72and of risk factor documentatiofor the
two groupsover 12 monthsThemultivariateanalysisof the changes irmean practic€Q
scorebetween baseline and 12 montinsthe two groupsncorporateda within-cluster
effect andwas adjusted for practice size, being a GP registrar training pradtiee
proportion of staff who had had cultural awareness trgirandbaselineCQ score.
Statistical analyses were completeddRSS 25.0 (IBM) and SAS 9.4 (SAS Institute).

Ethics approval

The Human Research Ethics Committexfsthe Aboriginal Healthand Medical Research
Council of NSW (reference,1005/14),the RACGP (reference, 14/009), UNSW Sydney
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(reference,HC14036 andthe University of Melbourne reference,1441978) approved
this study.

Results

Recruitment

Recruitment started in June 2014 and data collectias completed in May 2017.
Twenty-eight practices eacWere allocated to the intervention (135 GPs, 603 Indigenous
patients at baseline) and control groups (199 GPs, 1828 Indigenoustpatidaseline);
three contrelgpracticesofein Sydney two in Melbourne) were lost to followp at 12
monthsdut ngyintevention practicesBox 1).

At baseline/ 20 of 28 intervention and 22 of 28 control practices werg gnactices.
Eachpracticehad at leasbne practice nurse or practice manager. Cong@herally had
more GPs' angbatientsthan interventionpractices;at baseline 40 control practice staff
(15%) and 56 intervention practice staff (27%) had recetudtural awareness training
in the past 12 month3wenty-three intervention and 17 control practicesre accredited
and registered for the PIIPII, and all practiceshad systemsgor identifying Indigenous
patient$ 21 intervention practices and 23 control practices had systems fowifodjap
IndigenouspatientsAt baseline, 0.49% of active intervention practice patients were

Indigenous.Australians, as weber 1% of active control practice patierfBox 2).

Claims for MBS items 715, 721 and 723, and recording of chronic disease risk

factors

By the 12maonth followup, 275 of 801 current active Indigenous patients (34.3%)
attendingintervention practices hacceived an MBS item 715 health check, as had 348
of 1255 (27.7%)active Indigenous patients attendimgntrol practice. The ates of
recording of chronic disease factorenealsosimilar for both groupsBox 3).

There"were no significant differencbstween intervention and control practices in the
rates of claims for MBS items 715, 721 and 723 or in the documentafi specific
chronic disease risk factoefter adjusng for practice attributes (practice size, being a
GP registrar training practicestaff cultural awareness training) and mdzaselineCQ
scores(Box 4).

Culturalrquotient assessment of practice staff

Because of significant staff turnover, only 132 practice staffigleted the CQ at both
baseline_and 12 months. The difference in haeeCQ score between thestaff and the
131 who completel only the baseline assessmemfis not statistically significant
(independent two sampteest;P = 0.60).

In the adjusted multivariate analysis ofchange inCQ scoresthe changes for the
intervention group were natatisticallysignificantly different from those for the control
group (Box 5. Further, here were no significant differencésetweencategories of
practice staffGP, practice manager, practice nym&eeptionisy in changes in CQ scores
(data not shown)
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Discussion

Our clusterrandomised controlled triaf an Indigenous cultural respect program did not
find any statistically significantifferences betweenontrol and intervention groupgsy

12 montts in therate of claims foMBS items 715, 721 and 723therates of recording of
risk factors,or in changs in meanCQ scoresThe lack of effect of the interventiomay

be attributableto study design limitationgomplex and indirect relationshipgtwesnthe
interventionand the outcome measuyes contextual factors that influenced the fidelity
of the interventiorat the Medicare Local/PHN levahdits ability to achieve measurable
changsin the target behaviours.

We need tobetter understand the werlying nature and the relative effets of the
WoTWoD elements— the Indigenous cultural mentdt the olkit and workshop}5 —
individually andtogethey on the outcome measure3ualitative data collected as part of
the mixed methods study desigmt reportedin this article)will assist understandintpe
conceptual, methodologi@and contextual reasons four negative findings. Changes in
the rateof Indigenous health checks (MBi&m 715) arean appropriateneasure for
assessinghe state ofindigerous health carebut the clinical and organisational reasons
for their low usage rat wereprobablyalso reasons foour negativefindings, and require
further investigation.

The length of the trial12 month$ may nothave beersufficientto detect significant
changes in professional practice dependent on organisational shiwagieequire time to
formulateand implement. In addition, theumber ofindigenous patientwas smallin the
mainstream general practiceswhich the trialwas condated

Randomisation was not stratified by practice sa&lthe number of large practices in
the control groupvas greater than in the intervention grotdowever,practice size was
not a significantfactorin our multivariate analyss.

The study was catucted during theestructuring oMedicare LocalasPHNSs in 2015,

a period of significant change in general practice, primary, caréd Indigenous health
care The associated high turnover of staff in general prestiaad Medicare
LocaldPHNs may havenfluened the intensity and fidelity of the interventien the
Medicare LocdPHN level More importantly, many PHNs were implementing
interventions for culturally respectful chronic diseasenanagement liidigenous
community engagement, local knowledgeosg local leadership, shared responsibilities,
Sustainable resourceand integrated data and syster?n%zf’ reducing the potential impact
of our programlLocal and regional coordination is recommend@davoidng duplicated
and fragmente€lose the Gapctivities, particularly ifarobust evaluatiomf outcomes is
planned.

The conceptual, methodologiand contextual lessord our study will inform the next
phase of the WoTWoD research and development program. mhagylso inform other
initiatives for embedling and evaluahg multidimensional cultural respect programs in

other settings.

This article is protected by copyright. All rights reserved



Conclusion

Further collaborative and participatory mixegtthods research is requiredebcaminethe
complexities of cecreating, implementingand evaluating programshat integrate
“thinking and doing cultural respect in the context of the changing needs and priorities

of general practice and Indigenous communities.
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Box 1. CONSORT flow diagram of the Ways of Thinking and Ways of Doing

Expressions of interest
via Medicare Locals.
Assessed for eligibility:
56 general practices

rolment |

Randomised:
56 general practices with
2431 active Indigenous patients

v

Allocation
Y
ated to intervention: Allocated to control:
» 28 practices with 199 GPs,
28 PMs, 51 PNs
« 1828 Indigenous patients
(1307 at least 15 years old)
tice staff completed CQ » 130 practice staff completed
CQ at baseline
Follow-up*
A Y
st to follow-up: Lost to follow-up:
Mo practices One solo Sydney practice closed,
two Melbourne practices
discontinued
Analysis
A
tices with 135 GPs, « 25 practices with 210 GPs,
28 PMs, 42 PNs 24 PMs, 53 PNs
igenous patients « 1554 Indigenous patients
(613 at least 15 years old) (1097 at least 15 years old)
ctice staff completed = 97 practice staff completed
months CQ at 12 menths

(WoTWoD) cluster randomised controlled trial

aF

CQ = cul
highin b

nt assessment; PM = practice manager; PN = practice nurse. * Staff turnover was

G
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Box 2. Characteristics of the practices included in the Ways of Thinking and

Ways of Doing (WoTWoD) program

Intervention practices Control practices

Characteristics Baseline At 12 months Baseline At 12 mo|
Number of practices 28 28 28 25
Active patients (attended at least three times in
past 2 years) 122 111 124 780 255 811 227 4f
Indigenous active patients (proportion of all 603 (0.49%) 807 (0.65%) 1828 (0.71%) 1554 (0.€
active patients)

0—14 years old 127 (21.0%) 188 (23.3%) 512 (28.5%) 419 (27.

15-54 years old 363 (60.2%) 483 (59.9%) 1088 (59.5%) 912 (58.

55 or more years old 113 (18.8%) 130 (16.1%) 219 (12.0% 185 (11.!

Missing data 0 6 (0.7%) 0 0
Solo practices 8 6 6 6
Number of GPs, mean (SD) 4.8 (2.9) 5.2 (3.9) 7.1 (6.2) 8.4 (7.
Number of practice managers (FTEs), mean (SD) 1.0 (0.3) 1.0 (0.4) 1.0 (0.5) 0.9 (0.
Number of practice nurses (FTEs), mean (SD) 1.5(1.5) 1.8 (1.5) 1.6 (1.6) 2.1 (2.
On-site allied health services 19 17 17 15
Accredited as a general practice 27 28 23 23
Registered for PIP-IHI 23 24 17 18
First year GP registrar employed 12 11 9 13
Identification of new Indigenous patients

Registration form 27 26 22 18

Asked by staff 4 9 12 14
Identification of existing Indigenous patients

Medical records 15 10 9 10

Asked by GPs 12 14 18 15
System for following up Indigenous patients b
Ieilter or phone o ’ i ' 2 28 23 2
Number of staff who received cultural awareness

56 (27%) 91 (36%) 40 (15%) 37 (13

training” in past 12 months (proportion of staff)

FTE = full-time equivalent position; PIP-IHI = Practice Incentives Program—Indigenous Health Incentive;

SD = standard deviation.

*Including WoTWoD training.

[Production: redline marks place for rule break.]
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Box 3. Aboriginal health checks, management plans, team care arrangements,

and risk factor assessments during the 12 months of the Ways of Thinking and

Ways of Doing (WoTWoD) program*

Characteristics

Intervention practices

Control practices

Number ofjpractices
Active patients
All active patients

Indigenousractivempatients (proportion of active
patients)

MBS services provided to Indigenous patients
Aboriginal health check (item 715)
GP managementplan (item 721)
Team care'arrangement (item 723)

Chronic diseaserrisksfactors recorded
Body mass index
Waist circumference
Blood pressure
Smoking
Alcohol intake
Cardiovascular risk factors
Blood lipid levels

Fasting bleod glucose level

28

124 780

807 (0.65%)

275/801 (34.3%)
146/787 (18.6%)
137/787 (17.4%)

505/801 (63.0%)
135/801 (16.8%)
505/801 (63.0%)
594/801 (74.2%)
380/750 (50.7%)
183/801 (22.8%)
337/801 (42.0%)
228/801 (28.5%)

25

227 455

1554 (0.68%)

348/1255 (27.7%)
167/907 (18.4%)
149/898 (16.6%)

765/1293 (59.1%)
283/1239 (22.8%)
770/1293 (59.6%)
726/1289 (56.3%)
543/1254 (43.3%)
293/1239 (23.6%)
408/1254 (32.5%)
264/1258 (21.0%)

MBS = Medical Benefits Schedule.

* Denominators vary because of missing data.
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Box 4. Mean clinic rates of claims for MBS items 715, 721 and 723, and of

recording of chronic disease risk factors over 12 months: multivariate analysis

of group effect

Intervention Control P
Characteristics practices practices (adjusted)*
Number of practices 28 25
Claim rate (per Indigenous active patient), mean (SD)
MBS item 715 0.23 (0.25) 0.15 (0.18) 0.56
MBS item 721 0.18 (0.19) 0.24 (0.25) 0.12
MBS item 723 0.17 (0.18) 0.22 (0.23) 0.14
Clinic rate of documentation of risk factors (per Indigenous active
patient), mean (SD)
Body mass index 0.51 (0.31) 0.50 (0.29) 0.42
Waist circumference 0.14 (0.16) 0.19 (0.24) 0.39
Blood pressure 0.52 (0.26) 0.64 (0.25) 0.20
Smoking 0.66 (0.30) 0.65 (0.34) 0.95
Alcohol intake 0.46 (0.29) 0.50 (0.36) 0.34
Cardiovascular risk factors 0.19 (0.15) 0.20 (0.17) 0.67
Blood lipid levels 0.34 (0.18) 0.40 (0.27) 0.82
Fasting blood glucose level 0.22 (0.17) 0.29 (0.28) 0.84

MBS = Medical Benefits Schedule; SD= standard deviation.

*'Adjusted for the baseline mean cultural quotient score of the practice staff, practice size, being a GP
registrar training practice, the proportion of staff who had had cultural awareness training, and the

baseline value of the assessed characteristic.

Box 5. Cultural quotient (CQ) score: multivariate analysis of group effect

Change in CQ score from baseline,

points (standard error)

P
CQ dimensions Intervention practices Control practices (adjusted)*
Metacognition 1.67 (0.51) 1.40 (0.54) 0.72
Cognition 3.69 (0.97) 0.99 (1.05) 0.06
Motivation 2.15(0.72) 1.52 (0.75) 0.55
Behaviour 2.21 (0.72) 1.14 (0.75) 0.31
Total 9.49 (2.29) 4.94 (2.46) 0.18

* Adjusted for the mean baseline cultural quotient score of the practice staff, practice size, being a GP

registrar training practice, and the proportion of staff who had had cultural awareness training.
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