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Abstract

Aboriginal and Torres Strait Islander people in Australia continue to experience health inequity within the
Australian health care system. Little research has examined how disparities in surgical care access and
outcomes contribute to Aboriginal health. In this narrative review and call to action, we discuss five care
points along the journey to high quality surgical care; health care seeking, primary health care services,
specialist services, surgery and surgical outcomes. We highlight barriers and disparities that exist along
this journey, drawing examples from the field of joint replacement surgery. Finally, we present
opportunities for change at the health system, health service and clinician level, calling upon researchers,
clinicians and policy makers to confront the surgical disparities experienced by Aboriginal and Torres

Strait Islander people.

Introduction

Aboriginal and Torres Strait Islander people in Australia (respectfully referred to as Aboriginal people
herewith) continue to experience health inequity within the Australian health care system.: 2 Often
Aboriginal people experience systematic barriers to accessing appropriate and affordable high-quality
health care including elective surgery.® * because—health—care—may—be—inappropriate—unaffordable—or
unavailable: With the exception of more recent work,> ° little research has examined disparities in surgical
care and outcomes that include Aboriginal patients. Timely access to equitable, high-quality surgical care
is an integral component of Australia’s universal health care system.” In this narrative review and call to
action, we call upon researchers, clinicians and policy makers to confront the surgical disparities
experienced by Aboriginal people. Surgical disparities experienced by Aboriginal people include
inequitable access to surgical services (including at the nexus of primary and secondary care) as well
experiencing higher rates of post-operative morbidity and mortality. By addressing systemic barriers along
the pathway to surgery, there is the opportunity to improve the health of Aboriginal people and

communities. We will illustrate these opportunities by drawing examples from the field of joint replacement



surgery, a high demand, high volume, clinically effective means of treating disabling osteoarthritis which

over 100,000 Australians access each year.?

The pathway to high quality surgical care

Starting with the recognition of a symptom or health issue that may require surgery, we will discuss five
care points along the surgical journey (see Figure 1).° Barriers to accessing care at each of these points have
been identified and presented alongside a discussion of how these barriers may be addressed. Each step
along the pathway is supported with examples taken from the experience of osteoarthritis patients and the

pathway to total joint replacement.

Step 1: Perception of need and health care seeking

While there is no single 'Aboriginal perception of health',**** many Aboriginal people adopt a more holistic
view of health than a Western biomedical approach.* This holistic view encompasses a person’s physical
wellbeing, spirituality, connection to land and culture; as well as the community’s social, emotional and
cultural wellbeing.*? The first step in the patient’s health care access journey is marked by a recognition
that their health or symptoms require care.® Not only the perception of 'health' and 'ill-health’, but also the
need for care and health seeking behaviour is influenced by social and cultural determinants especially
expectations and trust.> While few studies have explored Aboriginal peoples’ perception of the need for
health care, delays in seeking care have been associated with a lack of trust in the health care system.> *®
Many Aboriginal peoples’ experience is that \Western health services do not understand, nor incorporate an
understanding of Aboriginal values and beliefs.* These cultural factors, an ageing population and
socioeconomic circumstances often lead to Aboriginal people presenting to care as a last resort or when

needs become urgent.** *°

Perception of need and health care seeking in relation to osteoarthritis



It has been estimated that half of non-Aboriginal patients do not seek medical help even when their knee
pain from osteoarthritis is severely debilitating,’®*” This may be due, in part, to patients not prioritising a
discussion about their joint pain in their medical consultations when they have a diagnosis of other
comorbid conditions.'® Such relegating of joint pain may be particularly relevant in an Aboriginal context
where approximately 90% of Aboriginal peoples over the age of 55 report at least one chronic disease™® and
38% of Aboriginal adults have two or more of heart disease, diabetes or chronic kidney disease.” It is
important to note that not only do Aboriginal people experience rates of osteoarthritis 1.2 to 1.5 higher than
non-Aboriginal Australians®, their burden of disease is greater (31 Disability-Adjusted Life Years per 1000
people for Aboriginal people versus 22 per 1000 people for non-Aboriginal Australians).?! Despite this,
Aboriginal people and their health care practitioners may not prioritise joint pain in the presence of multiple
chronic diseases nor be aware of effective treatments that are available. Furthermore, unconscious
practitioner bias may contribute to underestimating Aboriginal people’s experience of joint pain, leading to
less comprehensive musculoskeletal pain assessments, underdiagnosis and therefore treatment and
management of osteoarthritis'® ??. Pain, stiffness and impaired movement mean that osteoarthritis of the hip
and knee are the most common causes of physical activity limitation® and this impacts on quality of life,
participation in work, sport, family, daily function, emotional wellbeing, cultural participation and one’s
ability to self-mange co-morbid chronic conditions. In this regard, osteoarthritis contributes indirectly to
disparities in life expectancy and the ‘health gap’ and more importantly, people with osteoarthritis also die
younger than those without osteoarthritis?*. There is a need to view osteoarthritis and mobility limitations

as the missing piece in the chronic disease puzzle and therefore chronic joint pain should not go unnoticed.

Step 2: Access to primary health care

The 2014-15 National Aboriginal and Torres Strait Islander Social Survey found that 22% of Aboriginal
people over the age of 15 living in non-remote areas experienced difficulty accessing health care services'®
which was almost 10 times higher than the wider population (2.6%).% Primary health care services are

accessible when they are available and geographically accessible, affordable, known and acceptable to the



community which they aim to serve.?® #" Concepts such as cultural security are often poorly understood or
ignored by health care providers, despite being an essential component of health services for Aboriginal
people.? Cultural security in health care occurs when services are offered by the health system in a way
that will not compromise the cultural rights, values, beliefs, knowledge systems and expectations of
Aboriginal people.®?° Such values must be embedded in the structures, policies and workforce of services.
Improving the cultural security of care is widely understood to improve Aboriginal health care access.? 2
Disparities in health care utilisation and access by Aboriginal people are underscored by a history of
negative health care experiences, mistrust and suspicion of the health care system and practitioners.*®*
Cultural differences between Aboriginal people and non-Aboriginal health care providers have been
recognised since the 1970s* but little appears to have changed in terms of ensuring cultural safety, reducing
racism or promoting better understanding by health providers over the ensuing five decades.?”** Aboriginal
communities in Australia have long argued for the vital role that Aboriginal Community Controlled Health
Services (ACCHS) play in improving the health of Aboriginal people.*® ACCHS contribute to improving
health through ensuring community-controlled governance and the provision of comprehensive Aboriginal-

specific primary health care services.

Access to primary health care for osteoarthritis

Treatment guidelines for osteoarthritis currently recommend self-management and non-surgical
interventions such as exercise, nutritional education and physical therapy, as a first step which also is
beneficial for managing other chronic health conditions.® 3" Aboriginal people experience barriers to
accessing preventative self-management and first line therapies for osteoarthritis which are also influenced
by the social determinants of health, for example food security and nutrition, social stigma of participating
in exercise, and having the financial means access to healthy choices.”’ Despite experiencing a greater
burden of osteoarthritis, Aboriginal people are half as likely to access primary care for osteoarthritis.®® A
national study of Australian General Practice, The Bettering the Evaluation and Care of Health (BEACH)

study, reported that Aboriginal people had substantially lower rates of primary care access compared to



non-Aboriginal Australians for knee osteoarthritis (3.2 vs 6.5 per 1000 encounters), and hip osteoarthritis
(1.2 vs 2.3 per 1000 encounters).®® Aboriginal people seeking care for musculoskeletal pain are often
confronted by ineffective communication with health practitioners, experiences of stigma and lack of trust
in the health system.** An important strategy with the potential to improve health care access would be to
integrate osteoarthritis care into ACCHS. Evidence from Canada suggests that incorporating focused,
musculoskeletal disease assessments into existing Aboriginal health centres can facilitate diagnosis and

access to arthritis care and is acceptable and culturally secure from the perspective of Aboriginal patients.*

Step 3: Access to specialist services

Aboriginal people have lower access to specialist medical care, and hence surgery than non-Aboriginal
people.* *? Accessing specialist services is an essential component to the timely diagnosis and referral of
patients who may benefit from a surgical procedure. In 2015-16, access to specialist services was 43%
lower for Aboriginal people than for non-Aboriginal Australians.* Lower Medicare claim rates for
specialist services have been attributed in part to differences in the relative population of Aboriginal and
non-Aboriginal people across metropolitan, regional and remote areas. In rural and remote areas where the
proportion of Aboriginal people in the population is higher, access to specialist services is lower.** However
79% of Aboriginal people live in metropolitan areas and specialist care access is still low, suggesting
geography is not the primary barrier.”> * Barriers to accessing specialist care include affordability, travel
arrangements, poor communication by-the health professionals, lower satisfaction rates?” and insufficient
numbers of Aboriginal doctors/specialists all of which are exacerbated by many specialist services being
located within hosptials.*”® Conversely, providing specialist health care in primary care settings or ACCHS

is reported to improve patient satisfaction, accessibility and access to these services by Aboriginal people.>®

51

Access to musculoskeletal specialist services



The Victorian Model of Osteoarthritis Care has made a humber of recommendations to improve access to
musculoskeletal specialist services.®” Strategies include establishing multidisciplinary specialist outreach
services to metropolitan Aboriginal medical services and rural and regional areas (including physicians,
rheumatologists, sport and exercise medicine physicians, orthopaedic surgeons and allied health
professionals) and wider implementation of programs shown to be effective, such as the NSW Osteoarthritis
Chronic Care Program® or the Victorian Osteoarthritis Hip and Knee Service (OAHKS) to be delivered in
a variety of community based settings. Although these strategies have been proven in mainstream settings,
they currently lack the cultural lens that is required to facilitate uptake of such services by Aboriginal

people. Specialist outreach services may be better placed within ACCHS, other Aboriginal community

organisations, or within general practice settings, an-appreach-that-fosters-partnerships-between-speciahist
and-Aberiginal-services—and-—one-that-is—alse—an approach which is supported and recommended by

ACCHS.*®

Step 4: Access to surgery

One million Australians and New Zealanders do not have access to adequate surgical care and Aboriginal
people are overrepresented in these subsets of the trans-Tasman population.® Whilst Aboriginal people are
more likely to be hospitalized than non-Aboriginal people, the reverse is true for admission to hospital for
surgical procedures.®>" Aboriginal people are half as likely to be admitted for an elective surgical
procedure compared to non-Aboriginal Australians but twice as likely to be admitted for emergency surgery
and spend longer on surgical waiting lists.> ***"*® This compounds an already overburdened public elective
surgery service.>® Median wait times for Aboriginal people on the wait list for elective surgery are longer
(50 days) compared to other Australians (41 days),”® which may be partly attributed to Aboriginal people
more commonly utilising public health care services over privately insured health care.?” Disparities in
waiting times for elective surgery may also be underestimated, considering that many Aboriginal people
are not offered surgical interventions as a treatment option and therefore do not make it onto the waiting

list.



In public hospitals in Australia, patients who identify as Aboriginal and/or Torres Strait Islander are
significantly less likely than other patients to have a principal procedure recorded.®® This phenomenon
known as ‘the treatment gap’ can be defined by differences in the quality of care received that are not
explained by clinical need, patient preference or the appropriateness of the intervention.?*® Patient
preferences and the prevalence and severity of comorbidities are often cited as reasons for lower rates of
surgical procedures among Aboriginal people.?>*® *" However, even after adjusting for relevant patient
characteristics, such as diagnosis, age, sex and place of residence, research demonstrates that Aboriginal
people in public hospitals still receive less therapeutic procedures than non-Aboriginal patients.> %
Whether this is the result of systemic or decision-making biases remains speculative.?*® However, surgeons
at the coalface are in an ideal position to acknowledge the existence of this discrepancy and therefore, can
and should actively advocate for changes within surgery. Surgeons should be encouraged to exercise

reflective practices to explore their own assumptions and better understand their potential unconscious

biases.

Access to total joint replacement

Current guidelines recommend total joint replacement surgery for the treatment of end stage osteoarthritis
which is no longer responding to non-surgical care. Total joint replacement is considered the gold standard
treatment for end-stage osteoarthritis, as a safe and cost-effective intervention which achieves significant
improvements in symptom control, physical function and quality of life for many people who undergo this
procedure.® Among Aboriginal people, access and utilisation of total joint replacement for osteoarthritis is
low. Total joint replacements are accessed by Aboriginal people at approximately half the expected rate
based on incidence (RR=0.49 for men, RR=0.44 for women).%? For those that do make it to the wait list for
total joint replacement, Aboriginal people wait longer for surgery than non-Aboriginal people. In 2017-18

Aboriginal peoples’ median wait time for total knee replacement was 278 days compared to 196 days for



non-Aboriginal Australians and the median wait time for total hip replacement was 188 days compared 120

for non-Aboriginal Australians respectively.*®

Step 5: Surgical outcomes

Aboriginal people that undergo surgical treatment, are younger, present at more advanced stages of disease
and experience higher rates of post-operative morbidity and mortality.> ¢ 41845 These poor health outcomes
can reinforce distrust in clinicians and services and further hamper a willingness to seek health care.
Although the evidence is limited, Aboriginal surgical patients have higher rates of readmission, longer
length of hospital stays, increased risk of surgical site infection (for caesarian and appendicectomy and
post-operative pneumonia, increased need for prolonged ventilation and poorer long-term survival.®**®The
majority of literature exploring disparities in surgical outcomes come from the field of cardiac surgery® %
67.%8 and there is a lack of studies investigating disparities other surgical specialties. In a recent systematic
review exploring postoperative mortality in Indigenous populations, seven Australian studies were
identified all of which addressed cardiac procedures.® There is an urgent need for a better understanding of
outcomes for Aboriginal people in all surgical specialties, to identify whether such disparities exist, and if

so, how these may be mitigated to allow more effective and efficient deployment of surgery in Aboriginal

communities.

Surgical outcomes for total joint replacement

There is a lack of evidence exploring surgical outcomes for Aboriginal people who undergo total joint
replacement in Australia. To date, no studies have described the demographic and clinical characteristics
of Aboriginal people undergoing total joint replacement or compared preoperative and postoperative
outcome data between Aboriginal and non-Aboriginal patients undergoing total hip or knee replacement
surgery. Data from New Zealand suggests that Maori present with higher prevalence of surgical disease,
have lower access to surgical services and worst post-operative outcomes more broadly after adjusting for

patient factors.®® Maori who undergo joint replacement surgery for osteoarthritis are younger and have
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worse preoperative function and postoperative functional improvements than non-Maori.”® When
comparing surgical outcome data between Aboriginal and non-Aboriginal patients, the influence of
comorbid conditions needs also to be considered. Investigating baseline clinical characteristics of
Aboriginal people undergoing total joint replacement and measuring functional and quality of life

improvements will help us to understand the value of joint replacement within the Aboriginal population.

journeyrequires-furtherexploration—Next steps should include utilising existing clinical registry data such

as the Australian Orthopedic Association National Joint Replacement Registry® to better describe
demographic and clinical characteristics of Aboriginal people undergoing total joint replacement as well as

surgical and postoperative outcomes.

Call to action

The issue of inequity in surgical care for Aboriginal people calls for urgent attention and action. Gaps in
the literature such as the lack of evidence describing the demographic, clinical and surgical outcome data
of Aboriginal people undergoing total joint replacement compromise our ability to understand and, where
present, address disparities in surgical care for Aboriginal people. There is a compelling need to address
these gaps through culturally secure research which engages Aboriginal voices, prioritises Aboriginal
ways of knowing, and addresses community priorities.” For example, by telling the story of the surgical
care journey from the perspective of Aboriginal people through qualitative investigations, we can further
our understanding of the determinants of disparities as they arise along that journey. Identifying and
investigating such determinants will lead to strategies that can improve surgical access and outcomes, and

ultimately help to develop culturally secure models of care for Aboriginal people requiring surgery.

A culturally secure pathway to surgery
A comprehensive approach to improving the pathway to surgery and surgical care for Aboriginal people

requires consideration of opportunities for improvement at the health system, health service and clinician
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level.”

Within these considerations, understanding the sociocultural context of Aboriginal people seeking
care and addressing the social determinants of health and discrimination is key to delivering a culturally

secure pathway to high quality surgical care.

System-level considerations

System-level considerations relate to the broader environment in which health care is delivered. These
include health policy and regulation, financial and payment factors, the health workforce and mechanisms
to optimize service delivery.” ™ An overarching commitment to cultural security is required at the system

level

2728 gueh-and such policies

should ensure that there is Aboriginal representation in health care from leadership to delivery and that
health care is shaped and improved by ongoing Aboriginal consumer input and evaluation.?® The Royal
Australasian Colleges of Surgeons (RACS) have started on this journey, incorporating both equity of

access and Indigenous health into strategic planning*®:*°

and states the vision of ‘building the workforce
and increasing services to better meet the needs of Aboriginal, Torres Strait Islander and Maori
populations’. These systemic changes are underpinned by the RACS Indigenous Health Position Paper

and reinforced by the introduction of cultural competence and cultural safety into the RACS Surgical

Competence and Performance guidelines in February 2020.4™

Addressing the underrepresentation of Aboriginal health professionals in the health workforce is
recognised as an essential component of an integrated response to overcoming Aboriginal health
inequities. Although the enrollment of medical students who identify as Aboriginal and/or Torres Strait
Islander is increasing, significant shortfalls in the health workforce remain. The health workforce should
aim to match the needs of Aboriginal people in every health discipline; mechanisms to support Aboriginal
doctors throughout their training journey with particular focus on specialisation should also be

implemented. Currently, in Australia there is only one Aboriginal specialist surgeon who is a Fellow of
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the RACS.*® Further to expanding the Aboriginal health workforce, greater efforts are required to ensure
adequate cultural curricula is included in our training and education systems, to prepare our future

clinicians to deliver care that is culturally secure.

Health service-level considerations

Health service level considerations should aim to increase access and improve health outcomes for
Aboriginal people. A
are-more-accessible-to-Aberiginal-peeple: Aboriginal specific health services should be expanded and

funded to improve the coordination between primary, secondary and tertiary services, to enable Aborignal

people to access culturally secure referral pathways to surgical care when they are needed. Enabling as
many steps in the surgical care pathway to take place ‘under one roof” may also support Aborignal people
to access specialist services and prevent patients from falling through the transition gaps that exist within
this care pathway.*® If Aboriginal specific health services are unable to provide specialist services within
them, meaningful partnerships should be fostered between Aboriginal health services and mainstream
health services. Barriers to accessing existing mainstream health services should also be addressed
through widespread workforce cultural training. By doing this, mainstream health services may be better

placed to offer care in a way that will not compromise the cultural values of Aboriginal patients.

Clinician-level considerations

Responsibility for reducing Aboriginal disparities in surgery rests primarily with the health system and its
services, yet clinicians must identify opportunities and advocate for change within these structures. While
the priority for surgeons will always be to deliver best practice clinical care, surgeons must also begin to
reflect on and acknowledge the diverging world-views about illness and treatment that Aboriginal patients
and their families may face along the surgical care journey. Surgeons through the RACS, specialist
societies and professional bodies contribute significantly in community and workforce leadership.

Therefore, they have real role beyond the operating theatre in reframing both education and training
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activities and the way that health care is delivered to better meet the needs of Aboriginal patients.
Surgeons must reinforce at the clinician-level that providing culturally secure care must be a best practice
attribute of surgery in Australia.

Practical approaches include encouraging clinicians to learn about the impact of culture on health and
health care and to recognise that clinician biases may contribute to inequities in health care.?>’ Whilst
providing care, clinicians should take the time to develop relationships with patients to learn about their
individual sociocultural context, needs, knowledge, values and goals and engage in effective

communication to do so.”® Developing strong and trusting relationships with Aboriginal patients is one of

the most powerful ways clinicians can facilitate meaningful communication and engagement of

Aboriginal people in health care over time.”” Poor-communication-is-the-most-commonly-reported-barrier
- F I I I F ! I - - I I .18_89 II F I. - - -
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Figure 1: Common challenges experienced by Aboriginal and Torres Strait Islander patients on the journey to elective

surgery
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