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Abstract 

Background: Quality and safety in Australian healthcare is inequitably distributed, highlighted by gaps in the 
provision of quality care for Aboriginal and Torres Strait Islander children. Burns have potential for long-term adverse 
outcomes, and quality care, including culturally safe care, is critical to recovery. This study aimed to develop and apply 
an Aboriginal Patient Journey Mapping (APJM) tool to investigate the quality of healthcare systems for burn care with 
Aboriginal and Torres Strait Islander children.

Study design: Interface research methodology, using biomedical and cultural evidence, informed the modification 
of an existing APJM tool. The tool was then applied to the journey of one family accessing a paediatric tertiary burn 
care site. Data were collected through yarning with the family, case note review and clinician interviews. Data were 
analysed using Emden’s core story and thematic analysis methods. Reflexivity informed consideration of the implica-
tions of the APJM tool, including its effectiveness and efficiency in eliciting information about quality and cultural 
safety.

Results: Through application of a modified APJM tool, gaps in quality care for Aboriginal and Torres Strait Islander 
children and families were identified at the individual, service and system levels. Engagement in innovative methodol-
ogy incorporating more than biomedical standards of care, uncovered critical information about the experiences of 
culturally safe care in complex patient journeys.

Conclusion: Based on our application of the tool, APJM can identify and evaluate specific aspects of culturally safe 
care as experienced by Aboriginal and Torres Strait Islander peoples and be used for quality improvement.

Keywords: Patient journey mapping, Aboriginal and Torres Strait Islander, Indigenous, Burn care, Quality, Cultural 
safety, Disparities
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Background
Significant focus and effort are being directed towards 
ensuring quality healthcare worldwide [1]. In Aus-
tralia quality standards and accreditation measures [2] 
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influence care provision and regulate healthcare effi-
ciency and effectiveness. Engagement in quality improve-
ment (QI) supports healthcare services and providers to 
constructively critique the healthcare they provide and 
implement improvement activities [1]. Often, improve-
ment is focused on performance and limitations of 
healthcare services, with process mapping and clinical 
redesign as QI methods [3, 4]. These methods often lack 
inclusion of patient experiences, with efficiency processes 
not always enhancing patient experiences or improving 
health outcomes.

In Australia, quality healthcare for Aboriginal and Tor-
res Strait Islander peoples has increasingly been linked to 
cultural safety [5] and competency of healthcare services 
[6, 7]. The revised National Safety and Quality Health 
Service Standards  (2nd edn) [8] for health services now 
include six actions specific to the health of Aboriginal 
and Torres Strait Islander peoples’ and the cultural com-
petency of tertiary healthcare services. This is the result 
of an increasing recognition that quality healthcare must 
consider both cultural [9, 10] and clinical safety, ensur-
ing that all needs of an individual and family are met. 
This concept is supported by the Australian Safety and 
Quality Framework for Health Care [11] which positions 
consumer-centeredness as one of three key indicators of 
quality.

Many Aboriginal and Torres Strait Islander peoples 
have a holistic model of health and healing that is not 
fully responded to or always understood by Australia’s 
dominant biomedical health system [10]. The multi-
dimensional holistic model includes considerations of 
physical, psychological, social health and wellbeing, spir-
ituality, and cultural integrity aspects [12]. When cultural 
and spiritual aspects of health and healing are considered 
in the context of healthcare, health outcomes for Abo-
riginal and Torres Strait Islander peoples are improved, 
and an experience of culturally safe care can be achieved 
[5]. The theory of cultural safety, originally developed in 
New Zealand [13], has since been applied to healthcare 
in Australia [5, 9]. The principles of culturally responsive 
and respectful care have been adapted further, and have 
been used both in assessing quality in standards [14] and 
in Australian healthcare policy [15]. The cultural safety 
principles (reflexivity, dialogue, power imbalances, decol-
onisation and regardful care) are developed from First 
Nations knowledges and generations of lived experience 
[16].The principle of decolonisation sets cultural safety 
apart from other cultural frameworks as it is focussed on 
peoples who have been impacted by colonisation [16], 
and is different from cultural competency which takes 
an individualised perspective, and focusses on minority 
populations more broadly [6]. While many providers in 
the Australian mainstream healthcare system endeavour 

to provide culturally competent healthcare [6], it is 
unclear as to whether this leads to an experience of cul-
turally safe care for consumers.

Reliably accessible patient-centred healthcare is a 
health inequity Aboriginal and Torres Strait Islander peo-
ples face [17, 18], suggesting racism (in all forms), or at 
the very least, deficits in quality. Racism can be systemic, 
interpersonal or internalised [19]. Aboriginal and Tor-
res Strait Islander peoples experiences of being judged, 
misunderstood, and stereotyped by healthcare providers 
in Australia’s mainstream healthcare system causes dis-
tress and disengagement of both individuals and families 
[20]. Further, communication breakdown in healthcare 
environments results in difficulty assessing symptoms, 
eliciting signs, reaching accurate diagnoses and providing 
effective care [21]. Institutional racism in health systems 
creates structural barriers and impacts at a population 
level. Together, these quality deficits contribute to ineq-
uitable health outcomes for Aboriginal and Torres Strait 
Islander peoples.

Aboriginal and Torres Strait Islander children experi-
ence burn injury at disproportionally higher rates than 
non-Indigenous children, and have in longer lengths of 
inpatient care [22]. Such disparities are one example of 
the many multifaceted and complex disparities experi-
enced by Aboriginal and Torres Strait Islander families 
more broadly. Further, these disparities are intergenera-
tional and need to be understood in the context of the 
family and community. So, while accreditation processes 
seek to ensure quality healthcare in tertiary settings [2], 
including those with specific cultural competency [8] and 
burn care [23] components, a single tool that specifically 
assesses both the clinical and cultural quality of burn care 
for Aboriginal and Torres Strait Islander children and 
families is lacking.

Patient Journey Mapping (PJM) is a quality assess-
ment method used to better understand and provide a 
detailed account of patient healthcare journeys [24]. PJM 
has previously described the journey stages in which the 
healthcare system fails or succeeds to provide quality 
and responsive care to patients, and is therefore a useful 
method to appraise and guide organisations’ approaches 
to care [3, 4]. It highlights barriers and enablers to care 
from the perspective of both the recipient and provider 
of healthcare [3] and enables comparisons of critical 
points in time with existing best practice models and 
guidelines. Aboriginal PJM (APJM) can provide mecha-
nisms for identifying gaps and facilitating improvements 
in Aboriginal patient journeys by depicting the complexi-
ties inherent in healthcare, with a focus on QI [25]. APJM 
may therefore provide an opportunity to investigate the 
lived experience of families of children with a burn injury 
within and across the health system and enable a proper 
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exploration of disparities that are not simple in nature. 
This paper aims to examine the critical components rel-
evant to, and modification of an existing APJM tool [26], 
specifically for Aboriginal and Torres Strait Islander chil-
dren to assess quality and cultural safety in the burn care 
journey of Aboriginal and Torres Strait Islander families 
for the purpose of QI.

Methods
Ethical considerations
Ethics approval for this study was received from the: 
Aboriginal Health Research Ethics Committee; Women’s 
& Children’s Health Network Human Research Ethics 
Committee; Flinders University SBREC; Central Austral-
ian Human Research Ethics Committee; Human Research 
Ethics Committee of Northern Territory; Department of 
Health and Menzies School of Health; and the Depart-
ment of Health Human Research Ethics Committee. All 
participants received a participant information sheet and 
provided written informed consent.

The research was guided by the National Health and 
Medical Research Council’s values and ethics for doing 
research with Aboriginal communities. These strate-
gies were upheld throughout the research. The primary 
researcher (SF) worked in partnership with Waljen 
woman, mentor, PhD supervisor and author (TM) to 
design and undertake the project. Furthermore, this 
research forms part of a larger study [27] which is guided 
by an Aboriginal and Torres Strait Islander reference 
group.

Theoretical framework
Cultural safety and knowledge interface research 
informs the methodological constructs underpinning 
this research and provides a space to bring together the 
health and healing constructs of Aboriginal and Tor-
res Strait Islander peoples and key indicators for west-
ern biomedical burn care quality [28–30]. This is a space 
without notions of dominance or superiority, within 
which mutual respect, shared benefits, human dignity 
and discovery provide an opportunity for new and rela-
tive knowledge production [28, 29, 31]. This research 
engages a qualitative study design [32] with Indigenous 
ways of knowing, being and doing [33] in the context of 
evaluating the quality and cultural safety of healthcare 
systems and services for burn care with Aboriginal and 
Torres Strait Islander children and families using APJM 
[25, 26].

Modifying the APJM Tool
To modify the APJM tool, we looked at the documented 
biomedical evidence informing burn care currently in 
Australia and found that acute burns, including those 

involving joints or young children, typically require spe-
cialist tertiary healthcare [34]. In Australia, these special-
ist tertiary services are metropolitan. We also found that 
burn care is best delivered by multi-disciplinary teams 
[35] comprising many healthcare professionals, who each 
bring a unique skill set, focus and contribution to care. 
Key professions in these teams include: nursing, occupa-
tional therapy, physiotherapy, medical, dietetics, psychol-
ogy, and social work [35–38]. We also found that burn 
care can be separated into distinct critical points in time 
from a biomedical perspective, evident in the existing 
models that guide burn care [36] and research evidence 
[34]. These critical points, whilst referred to differently, 
include: the injury; emergency care; ambulatory care; 
admission; in-patient care; discharge; and rehabilitation. 
We found the evidence base for the models of burn care 
used in Australia [36–40] varied, however commonali-
ties in treatment existed across the models. All evidence 
was incorporated into the APJM tool, and to consolidate 
and gain consensus on inclusion, input from clinicians 
and policy makers was sought through roundtables and 
review of the tool.

Consideration of the health and healing constructs of 
Aboriginal and Torres Strait Islander peoples for inclu-
sion in the APJM tool was through use of the theoretical 
constructs [13, 29, 41] and engagement of the Aboriginal 
co-researchers who contributed to knowledge of how 
these could be applied. We found it was important for 
holistic philosophies and Indigenous knowledges [41] 
to be incorporated throughout the APJM tool. We also 
determined that the critical time points of burn care 
for families were less rigid points than those associated 
with biomedical burns care and were reflective of family 
needs.

The biomedical and cultural evidence was brought 
together at the knowledge interface, in order to take 
account different influences at different levels in complex 
health systems, all of which are interrelated and not inde-
pendent of one another [29] and are especially important 
given factors informing burn care in Australia [Fraser]. 
We found that by developing the APJM tool at the knowl-
edge interface, we were able to bring together, the experi-
ence of the recipient of care, the perspective of healthcare 
service, and the influence of the healthcare system in a 
manner which encompassed mutual respect, shared ben-
efit, discovery, and dignity [29, 30, 41].

The compilation of this information into a single APJM 
tool was facilitated by use of a single spreadsheet file with 
two components: one to assess the provision of qual-
ity care compared with the biomedical evidence (Sup-
plementary Material 1); and a second to record the burn 
care journey in-line with Aboriginal and Torres Strait 
Islander constructs of health and healing (Supplementary 
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Material 2). A roundtable of researchers, clinicians and 
Aboriginal healthcare professionals critically refined the 
tool after which endorsement for application of the tool 
was sought.

Application of the APJM tool
The mapping process, through application of the APJM 
tool to investigate the quality of healthcare systems and 
services for burn care with Aboriginal and Torres Strait 
Islander families included two phases: recruitment, and 
data collection and analysis.

Recruitment
An outer metropolitan family was recruited to partici-
pate in the application of the APJM tool. The participant, 
an Aboriginal child whose family (n = 6) accessed ter-
tiary burn care, was chosen from an overarching study 
investigating burn injury in Aboriginal and Torres Strait 
Islander children [27]. The role of the main researcher 
in applying the tool (author SF), was a PhD candidate, 
external to the tertiary healthcare site, yet linked to the 

site through their participation in the overarching study 
[27]. Clinicians identified through case note review and 
involved in the provision of care were also invited to 
participate.

Data collection and analysis
Data collection and analysis for the mapping process 
entailed four main stages, which were completed itera-
tively, but not sequentially (Fig.  1). These included 
yarning with the family, case note review, structured 
interviews with key burn care clinicians, and collabora-
tive data analysis. In line with interface research [28, 29], 
Indigenous knowledges and understandings informed 
research yarning with authors TM and CR. Both of 
whom are Aboriginal woman and health researchers, 
linked closely through a cultural mentorship role to the 
main researcher (Author SF).

For the yarning with family, author SF was accom-
panied by author CR into the family’s home. Yarning 
[42] is an Indigenous cultural form of conversation 
and data gathering tool in research. This yarn was 

Fig. 1 Data collection and data analysis mapping process
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transcribed verbatim and analysis of this interview 
was through use of Emden’s core story analysis [26, 43] 
whereby a series of processes led to the creation of a 
de-identified core story that the participant confirmed 
for accuracy. This method of analysis provided a space 
to articulate the families’ journey holistically. These 
data were also analysed thematically using deductive 
methods [32] and input into the APJM tool spread 
sheets. Further synthesis of the yarning data provided 
the means to assess cultural safety and associated risk 
for the participating family. Consistent with the com-
ing together of Indigenous and western knowledge, 
these processes contribute to reliability of data analysis 
and demonstrate our application of interface research.

The case note review and structured interviews with 
key burn care clinicians captured the quality compo-
nents of the approaches to burn care, and the perspec-
tives of healthcare providers. These data were also 
input into the APJM tool spreadsheets.

Results
Effectiveness of the modified APJM tool in identifying gaps 
in quality and cultural safety
Experience of the individual child and family
The APJM tool enabled the assessment of quality 
regarding the individual family’s experience of care in 
the healthcare system (Table  1). The family perceived 
that they experienced disrespectful care; they felt iso-
lated and helpless during their child’s inpatient stay 
and vulnerable on discharge. The family also identified 
significant gaps relating to follow-up care and ease of 
access to rehabilitation. Synthesis of the yarning data 
(Supplementary Material 3) informed by the princi-
ples of cultural safety identified that care was most 
likely poorly experienced at the ‘sustained interface’ 
and ‘going home’ phase (Table 2). Such gaps in quality 
acknowledge the family’s experience of care as a result 
of fundamental differences in knowledge and under-
standing as reflected in the burn care health system.

Perspective of health care providers
Mapping data identified that healthcare providers were 
neither resourced nor supported to provide best care 
following patient discharge, and there were limited 
options for referral to community based social work-
ers (Table 1). APJM also showed healthcare providers 
mostly conform to the evidence underpinning medical 
aspects of burn care. There was no Aboriginal Health 
Worker AHW employed at the site, nor was any input 
from a psychologist involved in the care (Table 3).

Assessment of the health system
The APJM tool was able to identify where there are gaps 
in the healthcare system regarding quality of burn care 
for Aboriginal and Torres Strait Islander children and 
families. Burn care was mostly delivered in line with 
the prescribed indicators of biomedical quality; e.g. first 
aid was given, burn specialist assessment was within 
the stipulated time-frame and multi-disciplinary care 
was provided. However, contribution by the Aboriginal/
Indigenous liaison officer (A/ILO) was both late in the 
timeline of clinical care, and limited. Access to rehabili-
tation services outside of the tertiary healthcare environ-
ment was reduced and did not meet standards (Table 3).

Discussion
Implications of the APJM tool
The innovation in using the knowledge interface and 
Indigenous research methods, combined with the prin-
ciples of cultural safety and guided specifically by the 
principle of reflexivity [44] as it relates to researchers and 
health care with Aboriginal and Torres Strait Islander 
people, enabled the implications of developing and apply-
ing the APJM to be considered. Engagement in reflexive 
practice provided a space to inform this process from a 
culturally safe and holistic health standpoint.

Through application of the APJM tool, we have shown 
feasibility of its use in the burn care journeys of Aborigi-
nal and Torres Strait Islander families such that it enables 
an exploration of the multiple layers of experience in the 
health care system. This includes the system, service and 
individual with a holistic model. With the engagement of 
Indigenous knowledge, we have been able to capture gaps 
in quality that relate to more than biomedical quality evi-
dence. This APJM research has shown that while complex 
disparities being experienced by Aboriginal and Torres 
Strait Islander children and families, quality is able to be 
explored thoroughly when using tools that address all 
aspects of quality. With these aspects considered, APJM 
is time intensive and challenging to engage clinicians.

Application of the APJM tool was undertaken over 
four months (approximately 120 h) in 2018. The tool was 
lengthy and could be reduced by the inclusion of only 
those standards specific to the jurisdiction where the tool 
is being used. Testing of the tool with regional/remote 
families and with older children is required. Recruit-
ment and engagement of family members in mapping 
was enhanced by existing relationships with the mother. 
Having the grandparents present at the family interview 
contributed to a deeper understanding. The family inter-
view was facilitated with an Aboriginal woman as a co-
researcher, supporting ethical research. The interview 
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was conducted in the family home, on the basis the fam-
ily were more likely to feel secure in their own space, and 
dinner was supplied though study funds.

APJM for use in complex quality investigations
Results from this study show existing APJM tools [26] 
are able to be modified to investigate quality and cul-
tural safety in burn care for Aboriginal and Torres 
Strait Islander children and families in a tertiary setting. 
Through application of the tool, new levels of under-
standings and recommendations for changes in practice 
which can alter the experience of those receiving the care 
were able to be identified. The implications of engaging 
an innovative approach through interface research show 
quality improvement is able to be considered from more 
than regulation or performance perspective. An explora-
tion of complex disparities was enabled that incorporated 
patient experiences at the individual, service and system 
level. This study was limited due to being only one case 
with no control, and a similar study with a non-Indige-
nous family may have generated similar issues.

These findings confirm that retrospective data is use-
ful in assessing healthcare quality in patient journeys, 
as well as interactions between various components of 
quality in this setting. The APJM tool enabled assessment 
of performance, regulatory constraints and patient expe-
rience in tandem. Analysis of these data, using Emden’s 
analysis method [43, 45] and thematic analysis [32] gave 
insight into the families’ journey of quality in burn care. 
The tool also gave burn healthcare providers the oppor-
tunity to externalise and reflect on their capabilities and 
the care they provide. As a result, use of APJM provided 

a space for healthcare providers to consider how to 
improve and innovate within their own practice through 
reflexivity. While existing professional relationships with 
the lead burns nurse made access to relevant clinicians 
more successful due to this nurse’s influence on facili-
tating clinician availability, it was sometimes difficult to 
engage busy clinicians with the mapping process when 
seeking to clarify and understand key points and interac-
tions within the journey. This reflects the findings of the 
Managing Two World Together Project where clinician 
engagement was promoted by collaborative involvement 
in the research and development of tools, as compared 
with externally-developed tools imposed upon them 
[26]. Therefore provision of more information on the 
processes and aims of APJM may enhance participation 
by busy clinicians.

This preliminary analysis did not include respond-
ing to the findings to improve communication, reduce 
perceived differential treatment or enhance access 
to post-discharge care. Further considerations need 
to be made to determine how best to work with mul-
tidisciplinary burns teams and healthcare services to 
effectively plan and implement improvements in burn 
care for Aboriginal and Torres Strait Islander children 
and families. Existing QI frameworks and engagement 
in reflexivity by healthcare practitioners may be key 
aspects of future approaches, however there does exist 
opportunities for immediate QI considerations. This 
includes the employment of Aboriginal Liaison Officers 
as part of burn teams, appropriate resource allocations 
and increased focus on Aboriginal and Torres Strait 
Islander aspects to burn care in team meetings (clinical 
and research).

Table 2 Yarning data synthesis of caregivers’ experience of culturally safe care and associated risk

Cultural safety Principle Definition In-Practice examples Caregiver’s experience at holistic time 
points and associated level of risk

crisis help confront sustain home

Reflexivity Reflect on practice, mutual respect Respectful interactions low low med med med

Dialogue True engagement and consultation Build rapport and dialogue with family 
alongside consideration of kinship 
arrangements and decision-making 
structures, particularly as they relate 
to children

low low med med med

Power imbalances Minimise power differentials and 
maintain human dignity

Including Indigenous health workers 
in multidisciplinary teams

low med med med med

Decolonisation Acknowledging the key role of colonis-
ing history in contemporary health 
outcomes for Aboriginal and Torres 
Strait Islander peoples

Ensuring equity in healthcare to 
achieve equity in health outcomes

low med med high high

Regardful care Provide care that is regardful of culture 
and challenges the status quo of pro-
viding care that is regardless of culture

Patient-centred care; where the 
context for the child and their family 
drives care decisions

low low high high high
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Conclusions
The APJM tool aims to facilitate the exploration of 
complex patient journeys following a burn injury, the 
increase in knowledge of what works well and what needs 
improvement in the healthcare system for Aboriginal and 
Torres Strait Islander children and families. Whilst many 
methods and methodological approaches to improve the 
quality and safety of healthcare exist, very few address 
the knowledge interface of Indigenous and western 
health knowledges, nor provide opportunity for children 
to have a voice. In undertaking this study, we have devel-
oped a tool enabling research of burn care quality at the 
knowledge interface, with explicit consideration of more 
holistic, fluid and culturally safe models of healthcare.
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