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Abstract 

Background The Aboriginal health workforce provide responsive, culturally safe health care. We aimed to co‑design 
a culturally safe course with and for the Aboriginal health workforce. We describe the factors which led to the success‑
ful co‑design, delivery, and evaluation of the “Managing hepatitis B” course for the Aboriginal health workforce.

Methods A Participatory Action Research approach was used, involving ongoing consultation to iteratively co‑
design and then develop course content, materials, and evaluation tools. An Aboriginal and Torres Strait Islander 
research and teaching team received education in chronic hepatitis B and teaching methodologies. Pilot courses were 
held, in remote communities of the Northern Territory, using two‑way learning and teach‑back methods to further 
develop the course and assess acceptability and learnings. Data collection involved focus group discussions, in‑class 
observations, reflective analysis, and use of co‑designed and assessed evaluation tools.

Results Twenty‑six participants attended the pilot courses. Aboriginal and Torres Strait Islander facilitators delivered a high 
proportion of the course. Evaluations demonstrated high course acceptability, cultural safety, and learnings. Key elements 
contributing to success and acceptability were acknowledging, respecting, and integrating cultural differences into edu‑
cation, delivering messaging and key concepts through an Aboriginal and Torres Strait Islander lens, using culturally appro‑
priate approaches to learning including storytelling and visual teaching methodologies. Evaluation of culturally safe frame‑
works and findings from the co‑design process led to the creation of a conceptual framework, underpinned by meeting 
people’s basic needs, and offering a safe and comfortable environment to enable productive learning with attention 
to the following: sustenance, financial security, cultural obligations, and gender and kinship relationships.
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Conclusions Co‑designed education for the Aboriginal health workforce must embed principles of cultural safety 
and meaningful community consultation to enable an increase in knowledge and empowerment. The findings of this 
research can be used to guide the design of future health education for First Nations health professionals and to other 
non‑dominant cultures. The course model has been successfully transferred to other health issues in the Northern 
Territory.

Keywords Aboriginal and Torres Strait Islander health, Aboriginal health workforce, Cultural safety, Health education, 
Training, Equity, Co‑design, Hepatitis B

Background
Globally, community health workers have been recog-
nised as essential to enable comprehensive and effective 
primary health care [1]. Across Australia, the Aborigi-
nal health workforce with their unique, diverse skill sets 
are crucial assets within the health system and play a 
vital role in contributing to the wellbeing of Aboriginal 
and Torres Strait Islander Peoples. The Aboriginal health 
workforce are most often located in primary health care 
services and view their role as strength-based, perform-
ing “core functions of health promotion, clinical service 
and cultural brokerage” [2]. Despite their professional 
value and contribution, it has been found that ongoing 
racially discriminatory structures and limited opportuni-
ties and benefits are pervasive for the Aboriginal health 
workforce [3]. In Australia’s Northern Territory (NT), 
health professionals, in general, are affected by high rates 
of staff turnover and burnout [4], including ongoing chal-
lenges to recruitment and retention for the Aboriginal 
health workforce [3]. It has been repeatedly highlighted 
that robust models that better support the Aboriginal 
health workforce [4, 5] are essential to improve chronic 
disease care [6] and reduce health inequities.

The NT covers a large geographic area, is sparsely pop-
ulated and has the highest proportion of Aboriginal and 
Torres Strait Islander Peoples (26.3%, 61,000 people) in 
Australia, of which 76.6% reside in remote or very remote 
areas [7]. The NT has a rich and diverse culture, with 
over 100 Aboriginal and Torres Strait Islander languages 
and dialects spoken [8]. The NT has the lowest life expec-
tancy in Australia [9], with a wide gap between Abo-
riginal and Torres Strait Islander and non-Indigenous 
Peoples, which is largely due to the effects of the social, 
cultural, and commercial determinants of health [10], 
stemming from colonisation and racism. Although the 
gap between Aboriginal and Torres Strait Islander and 
non-Indigenous peoples has recently narrowed by 26% 
for men (from 20.8 to 15.4  years) and 21% for women 
(from 19.5 to 15.4 years), it remains substantial [9] and is 
not on track to achieve the national target of “no gap” by 
2031 [10]. The prevalence of chronic diseases is dispro-
portionally high [10, 11], this unequal burden is reflected 
in chronic hepatitis B (CHB). NT Aboriginal and Torres 

Strait Islander Peoples have an estimated prevalence of 
6.1% (ranging between 3–12%) [12, 13], compared to < 1% 
nationally [14]. If left unmonitored and untreated CHB 
will lead to liver cancer and cirrhosis in 25% of people 
[15, 16]. CHB is a lifelong condition, as such, the primary 
health care workforce, including the Aboriginal health 
workforce, is well placed to provide high-quality care for 
people living with CHB. However, research has found 
that CHB is often misunderstood by those living with 
the condition, their families, and communities, and those 
involved in their care and management [17–19]. CHB-
specific education exists for doctors and nurses but not 
for the Aboriginal health workforce. We aimed to address 
this gap in CHB education and increase equitable access 
to educational opportunities by co-designing, develop-
ing, and delivering a culturally safe training course for the 
Aboriginal health workforce.

Cultural safety
The terms cultural competency and cultural safety are 
often interchanged. However, differentiation between the 
terms is important. Cultural competency is the achieve-
ment of measurable skills, knowledge, and attitudes, 
which theoretically leads one to become aware of their 
own culture whilst providing care to diverse populations 
[20]. Cultural safety was originally described by Māori 
nurse Dr Irihapeti Ramsden who explained that we live 
in a neo-colonial environment that requires a profound 
understanding of the social function of racism and the 
colonial process [21]. Cultural safety extends beyond 
competency, with an emphasis of dignity and respect 
and is only determined by the recipient of the exchange, 
in our context Aboriginal and Torres Strait Islander indi-
viduals, families and communities [22, 23]. An abun-
dance of frameworks exist describing cultural safety and 
cultural safety training for health professionals to guide 
culturally safe health care (for the clinician patient rela-
tionship) [22–28]. While it is recognised as essential that 
Aboriginal and Torres Strait Islander Peoples have access 
to meaningful training options [29], less is described with 
respect to creating culturally safe education for the Abo-
riginal health workforce. Distinct from cultural safety 
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training for health professionals, this paper documents a 
process of developing a culturally safe training course for 
the Aboriginal health workforce.

Methods
Researcher reflexivity
Most of the team have worked together for many years 
and have built trusted relationships through shared 
underlying values. Although strong hierarchies can exist 
in health, our team has deep respect for each role, with 
none being more important to patient outcomes than the 
other. The Aboriginal and Torres Strait Islander mem-
bers of the team come from diverse language and cultural 
groups throughout the NT and Torres Strait Islands. 
TDS, a Tiwi woman, has been an Aboriginal Health 
Practitioner (AHP) for 19  years. She had family or kin-
ship relationships with the participants in pilot 2. PMW, 
AHP and artist, is a Ngangi speaker and lives in Nauiyu 
community, on Malak Malak land. SW, a Warnidilyakwa 
woman and Anindilyakwa speaker from Groote Eylandt, 
has worked as an AHP for over 20 years. SN, a Gurindji 
woman and AHP for 24 years. GG is an Aboriginal Com-
munity Worker (ACW), researcher and proud Yolŋu 
man. SB is a Yolŋu woman and senior AHP. CR is a proud 
Arrernte, Kaytete woman and has extensive family and 
kinship relationships across the NT. LB, an AHP for over 
40  years, grew up in West Arnhem Land with Iwaidja 
speaking and mainland Kunwinku clans. ST is a descend-
ent of the Dauareb Tribe, of Mer (Murray) Island in the 
Torres Strait with over 20  years clinical and research 
experience. The non-Indigenous members of the team 
include nurses and PhD candidates (KH, PB) and doc-
tors (JD, JSD, CC) and hepatitis program managers (EVC, 
PS) with a combined experience in Aboriginal and Tor-
res Strait Islander health of over one hundred years. As 
decolonisation researchers we are critically conscious of 
the impacts and damages inflicted by colonisation [22]. 
We acknowledge our position of privilege and reflect on 
and act to remove any potential biases [22, 30, 31]. We 
are grateful to live and work on Aboriginal and Torres 
Strait Islander land and understand that we are on a con-
tinuing learning journey.

Study design and process
This study is part of a larger Participatory Action 
Research (PAR) project, Hep B PAST, a partnership 
approach to sustainability eliminate CHB from the Abo-
riginal and Torres Strait Islander population of the NT 
[32]. The project aims to improve CHB-related health lit-
eracy, clinical care and the cascade of care for people liv-
ing with CHB [32]. A key component to support primary 
health care to manage CHB is capacity building of health 
professionals through the delivery of CHB education for 

doctors, nurses, and the Aboriginal health workforce. As 
there was no specific CHB-related education for the Abo-
riginal health workforce we aimed to fill this gap, through 
the co-design and development of the “Managing hepati-
tis B” course.

Theory of co‑design
Co-design is emerging as an empowering methodology 
for Aboriginal and Torres Strait Islander Peoples and is 
a culturally grounded, respectful approach that involves 
true partnerships [33]. Underpinning co-design meth-
odology for health programs and research are principles 
of collaboration, empowerment, and capacity building. 
To achieve these principles, research must be flexible, 
undertaken with respect, enact shared decision making 
and have equitable accountability [33]. Achieving effec-
tive co-design takes time and researchers must allow eth-
ical space, which is needed when peoples from disparate 
worlds and cultures engage in work together [34]. The 
process for the co-design of the course is summarised in 
Fig. 1.

Prepare
Step 1: Community consultation to identify priorities.
The development of this course used an iterative, PAR 
approach involving extensive consultation with the 
Aboriginal health workforce to ensure the content was 
appropriate and reflected contexts of community. PAR 
reflection acknowledges difference, history and trauma 
and is a decolonising and empowering methodology [35]. 
This step continues throughout the entire process.

Step 2: Aboriginal and Torres Strait Islander research 
and teaching team trained in CHB and teaching 
methodologies.
The research and teaching team consisted of AHP coor-
dinators (TDS, SW, SN, LB), who provide support to 
the Aboriginal health workforce. Although skilled in 
primary health care and in supporting the workforce, 
they had no previous CHB training. Other team mem-
bers brought skills in chronic conditions, CHB manage-
ment and research (GG, PMW, SB, CR, ST). SB and GG 
were instrumental in the development of the Hep B story 
app [36] and the “one stop liver shop” a holistic mobile 
care model to deliver CHB care in community [37]. The 
team were provided training and mentoring and partici-
pated in multiple workshops (led by KH) to increase their 
knowledge and skills about CHB management and teach-
ing methodologies.

Step 3: Theoretical and policy framework analysis
Adult learning principles and resources [38] and Abo-
riginal and Torres Strait Islander pedagogy frameworks 
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[39, 40] were considered. The theoretical framework and 
reflective processes of this study are informed by cul-
tural safety frameworks [21, 22, 24, 28], social ecological 
models [41] and Freirean pedagogy [30], understanding 
that participants are co-creators of knowledge and rec-
ognising there must be action with reflection and reflec-
tion with action [30]. Practicing pedagogy that includes 
critical consciousness allows an awareness of social, eco-
nomic and political systems that oppress people [42], 
and involves honestly confronting realities, listening to 
participants lived experience and solutions and critically 
reflecting how to change a system of oppression [30]. A 
social ecology model modifies education within the social 
and ecological landscape [41] to assist knowledge transla-
tion into practices and transmission of accurate and cul-
turally relevant health messages. Policies and frameworks 
that consider First Nation’s human rights and cultural 
safety were reviewed and considered in the development 
of this course, of which eleven are summarised in Table 1. 
The interface of these theories, policies, frameworks, 
and health science were enhanced with the insights and 
methods from Aboriginal and Torres Strait Islander 
knowledge and belief systems and the valued input from 
our Aboriginal and Torres Strait Islander research and 
teaching team and participants [43].

Step 4: Review of existing health and hepatitis B courses, 
trainings, and education for Aboriginal and Torres Strait 
Islander Peoples.
We reviewed literature on courses, training, and educa-
tion for the Aboriginal health workforce [47–53] as well 

as health and health literacy education for Aboriginal and 
Torres Strait Islander communities [54, 55]. There were 
no existing CHB courses specifically designed for the 
Aboriginal health workforce, nor First Nations peoples 
globally.

Develop
Step 5: Co‑design course materials, considering contexts, 
group dynamics and equitable partnerships, interventions, 
and outcomes.
Authors KH, JD, PB are involved in the development 
and delivery of the national hepatitis B courses for 
doctors and nurses, with the peak organisation for 
the sector, Australasian Society for HIV, Viral Hepa-
titis and Sexual Health Medicine (ASHM). The struc-
ture of the existing ASHM course and some graphics 
were used as a basis to commence design. We reviewed 
and utilised some content from St Vincent’s hospital’s 
education tool in plain English “the hepatitis B story” 
[56]. Workshops were conducted with the Aboriginal 
and Torres Strait Islander research and teaching team 
to develop and refine course content, training mate-
rials, role plays, case studies, games, and evaluation 
tools. Materials were adapted considering context, 
group dynamics and equitable partnerships, interven-
tions, and outcomes [57]. As the course was aimed at 
the wider Aboriginal health workforce (rather than 
only the more clinical AHP profession) the course con-
tent was developed to accommodate varying literacy 
and professional levels with the flexibility to break 
into smaller discrete subject groups. The course topics 

Fig. 1 The process for the co‑design of our education course for the Aboriginal health workforce
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included the role of the Aboriginal health workforce 
in CHB care, epidemiology, transmission, prevention, 
anatomy and physiology of the liver, health promo-
tion and liver health, CHB management, care and sup-
port, testing, serological interpretation, CHB phases 
and treatment and how to use the Hep B story [36]. At 
key points throughout the process, we sat together to 
assess what each slide and concept meant and consid-
ered if images were culturally appropriate iteratively 
including alternative methods or stories to improve 
the teaching of key concepts.

Step 6: Draft version of course taken out to remote 
community to sit with Aboriginal Community Worker 
to develop further.
We (KH, JD) took the first iteration of the course to a very 
remote community for consultation with senior Abo-
riginal Community Worker (ACW). GG is a traditional 
man, whose first language is Yolŋu Matha. He offered an 
important perspective as the only male on our team ini-
tially and as an ACW, a non-clinical role, to ensure con-
tent was relevant, clear, and appropriate.

Step 7: Changes incorporated
Changes were made to the course materials based on the 
feedback, with the updated version reviewed to ensure 
we captured and articulated requirements and concepts 
correctly.

Step 8: Endorsed by Aboriginal Health Practitioner Executive 
Leadership Committee
The course material was presented for review and 
endorsement by the Top End Health Service AHP Execu-
tive Leadership Committee, a professional advisory com-
mittee that provides clinical governance, leadership and 
is a decision-making authority regarding AHP practice 
and professional matters.

Step 9 and 11 –Pilot 1 & 2 – delivery of course
The course was piloted in two remote communities in 
2019. These communities were purposively chosen as 
authors (KH, LB, JD, CC) had existing working relation-
ships with the community and health staff.

Step 10 and 12: Data collected and analysed, course 
evaluated and adapted.
Participants provided expertise in cultural context, sto-
ries, and acceptability. Facilitators collected data through 
evaluation tools, in-class observations, small group dis-
cussions and through reflective journaling. The teach-
back method [58] and knowledge assessment tool, based 
on the core learning outcomes of the course (see Addi-
tional file 1) were used by facilitators during case studies 

and role plays to assess competence and highlight areas 
where content need to be clearer.

Implement
Step 13: Consensus reached on evaluation tool
Focus group discussions were conducted with the Abo-
riginal and Torres Strait Islander research and teaching 
team to trial and develop evaluation tools. Tools were 
further tested, through in-class observation, focus groups 
and voting to ascertain which evaluation methods were 
acceptable to the participants (see Additional file 1).

Step 14: Consensus reached on product
We agreed upon a base version of the course and mate-
rials, understanding that iterative improvement may still 
be required, including incorporating new evidence and 
adaptions for different communities.

Step 15: Course received National Association of Aboriginal 
and Torres Strait Islander Health Workers and Practitioners 
(NAATSIHWP, formerly NATSIHWA) endorsement
NAATSIHWP is the peak workforce association for Abo-
riginal and Torres Strait Islander Health Workers and 
Practitioners. Endorsement was provided after demon-
strating that the course met NAATSIHWP’s five over-
arching standards of respect and culture; purpose and 
knowledge; skills and competence; active learning and 
relevance.

Step 16: Evaluated product and developed strategy for course 
sustainability and translation
PAR principles were used to write this paper to capture 
and reflect the Aboriginal health workforce voice. Two 
full-day workshops with four of our Aboriginal and Tor-
res Strait Islander research and teaching team attending. 
A draft paper was distributed prior to each workshop. 
Terminology and definitions were agreed, and each sec-
tion was analysed and reworked to ensure consensus. 
Care was taken to portray our participants’ stories accu-
rately and respectfully.

Results
Prepare
The review of eleven policies and frameworks around 
cultural safety and Aboriginal and Torres Strait Islander 
health and education revealed strong themes of address-
ing racism and the need to improve equity in healthcare 
and health outcomes for Aboriginal and Torres Strait 
Islander Peoples [10, 22–24, 26, 44–46]. The value of 
the Aboriginal health workforce was highlighted, as 
was the need to improve recruitment and retention and 
strengthen the Aboriginal health workforce, including 
the need for greater education and training opportunities 
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[23–27, 44]. There was no clear implementation plan 
or framework on how to deliver culturally safe training 
for the capacity building of the Aboriginal health work-
force. We considered all key principles, with NAATSI-
HWP and NHMRC frameworks most closely aligned to 
what we believe essential to achieve culturally safe train-
ing. With the foundation principle of spirit and integ-
rity, we integrated the principles of reciprocity; respect; 
cultural contextuality and continuity; equity and access; 
responsibility and advocacy and sustainability [24, 45] 
with the overarching theory of the empowering potential 
grounded in cultural safety and decolonisation [21, 30, 
57]. Whilst not explicitly mentioned in the frameworks 
reviewed, a strong and consistent finding throughout the 
iterative process of course development was that values 
described in Maslow’s Hierarchy of human needs [59] are 
critical for participants to be empowered and safe in the 
learning environment and to maximise critical thinking 
and learning potential. This involves a holistic approach, 
including physiological, safety, love and belonging, and 
self-actualisation [59].

A conceptual process model for the co-design and 
development of culturally safe education for Aboriginal 
and Torres Strait Islander Peoples was conceived. This 
was further refined through the writing process with the 
Aboriginal and Torres Strait Islander research and teach-
ing team, with author PMW putting the concepts into 
art and story, depicted in Fig. 2. We understand that this 

study has been co-designed as part of research and that 
health educators may be more time limited. The con-
ceptual process model in Fig. 2 can be utilised consider-
ing the principles and values described in the outer and 
inner circles and filling in the ochre and brown sections 
with the steps taken to achieve each principle. Table  2 
describes practical examples of how to demonstrate 
alignment with principles, as a guide.

Develop
A full-day course was delivered in two communities. 
Seven participants, all ACWs, attended pilot one, which 
allowed us to assess if course materials were at the appro-
priate level for this group. Nineteen AHP students, from 
across Australia attended pilot 2. Ideally education should 
be delivered in someone’s preferred language, however 
the challenges with achieving this are exemplified in our 
first pilot where there were four distinct first languages 
(Burarra, Kunwinjku, Ndjebbana, Yolŋu Matha) amongst 
our seven participants. The pilot courses were delivered 
in English (by KH) using plain language. Aboriginal and 
Torres Strait Islander teaching team members (LB, TDS, 
SN) were seated at tables with participants to clarify mes-
sages in small groups.

Two-way (also called both-way) teaching philosophy 
was used, which positions Aboriginal and Torres Strait 
Islander Peoples as knowledge holders in all educational 
transactions and preferences, bringing together Western 

Fig. 2 Process model to develop culturally safe training, adapted from cultural safety frameworks [24, 45] and Maslow’s hierarchy [59]
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academic discipline, respectfully embracing diversity 
in all cultural contexts [60, 61]. It involves a continu-
ing reflection of teaching and learning [60]. The course 
involved a mix of slides, activities, role plays, case stud-
ies and games. Case studies were developed to reflect the 
roles of the Aboriginal health workforce in CHB man-
agement in a remote NT context. Parallels and examples 
were drawn to other chronic conditions to increase utility 
and transferability of skills learnt and to assist in making 
links to a chronic conditions model of care. The course 
utilised the Hep B Story app, developed by our research 
group to improve health literacy about CHB by provid-
ing education in a person’s first language [36], currently 
available in nine NT Aboriginal and Torres Strait Islander 
languages [32].

Pilot 1 Reflections
Reflective analysis and journaling (by KH, LB) occurred 
directly after the delivery of pilot one. Reflections 
included that overall, the participants were positive, 
actively engaged and were comfortable to ask questions 
and share stories. Observations and feedback through-
out the course identified that although having training 
in community enabled more ACWs to attend it also led 
to distractions for the participants, who were not always 
able to fully engage due to being called out of class and 
having the “little faces (of local children) looking through 
the windows.” Group discussions with the participants 
confirmed these observations, with one participant say-
ing. “There’s too much humbug [harassment] if we stay (in 
community), its better if we go to Darwin [to learn].”

Despite distractions, there were some clear learnings, 
including that hepatitis B was an ancient virus which 
has been present as an infection in Aboriginal and Tor-
res Strait Islander Peoples for over 50,000 years [62]. This 
piece of knowledge was mentioned as important in group 
discussions and on butcher paper evaluation. One partic-
ipant reflected. “It [HBV] is not a “white fellas” disease, it 
is old, from our ancestor’s time.”

All the participants expressed that the course was 
acceptable, and they enjoyed learning about CHB. They 
articulated they enjoyed the interactive and visual aspects 
of the course. With one participant commenting. “It had 
pictures, some people are visual learners, so I found this 
helpful.” and another, “I really liked the fun games. The 
game about how you get hep b was good for me.”

Pilot 2 reflections
Reflective analysis and discussion after the course 
between the facilitators (KH, TDS, LB, and SN) found 
that there was excellent energy in the room and thor-
ough engagement from the participants. Facilitators 
commented that throughout breaks the participants 

continued to ask questions about CHB and provided pos-
itive feedback on delivery methodologies, content and a 
feeling of cultural safety and respect.

In response to “the best thing about the course is,” one 
participant commented that it was, “Culturally appro-
priate and safe”. This sentiment was confirmed in group 
discussions, the feedback was overwhelmingly positive 
about course acceptability, with one participant reflect-
ing. “This was the most culturally safe training I’ve ever 
had.”. The delivery and style of the course was described 
as “fun”, “interesting” and “understandable,”. The facilita-
tors received positive reviews, with three mentions that 
“The course was very well presented” and “the facilitators 
were deadly [awesome].”

The acceptance of course delivery was supported 
through feedback in small group discussions, with par-
ticipants again using terms “understandable” and “fun.” 
One participant commented, “I love how it was so inter-
active.”. To the question “If I could change the course, I 
would prefer….” The responses included three mentions 
of “nothing,” “more games and videos” and “longer course.” 
Through group discussions several people agreed that 
the course could be longer (than one full day) to consoli-
date learnings and further explore hepatitis B serological 
interpretation, which people found challenging.

Cultural safety principles
The processes of course design was reviewed against cul-
turally safe principles, adapted from NAATSIHWP and 
NHMRC [24, 45], used as process indicators. We meas-
ured evidence from the co-design process and the deliv-
ery of the pilot courses, describing practical examples. 
The research team reflected on whether each domain 
was achieved. We found that that course design closely 
aligned with culturally safe principles, see Table 2.

Implement
The process of co-designing the “Managing hepatitis B” 
course began in 2018, with a 6-month evaluation to be 
ready for piloting. Two pilot courses were run, in remote 
communities in the NT, in 2019, with a total of twenty-
six participants attending. The final product is a 1.5-day 
course which has been delivered eight times to over 150 
participants, throughout the NT, between 2019 and 2023 
[63]. Course materials and guidelines for use are available 
on request to corresponding author.

Discussion
This study found that the process of co-design, and deliv-
ery of the “Managing hepatitis B” course was successful 
and culturally safe. Despite acknowledgement of the need 
to increase supply and retention and improve educa-
tional opportunities [23–27, 53] a gap was identified in 
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describing how to implement culturally safe training for 
the Aboriginal health workforce. Overarching philoso-
phies and pedagogy review identified themes relevant to 
our context [39, 40]. We drew from decolonising, social 
ecological and critical race theories, using reflective anal-
ysis to integrate concepts of cultural safety, inclusion, and 
power in relation to health and education [21, 30, 64]. 
The findings provided a valuable starting point to com-
mence and shape the co-design of the “Managing hepa-
titis B” course. Through combining the learnings of our 
process of co-design with the theories and frameworks 
reviewed we were able to develop a process model for the 
development of culturally safe training.

Alignment with cultural safety principles
Studies have shown that Aboriginal and Torres Strait 
Islander Peoples want and benefit from having an Abo-
riginal and Torres Strait Islander person involved in their 
health care [65–68]. Research in the NT has shown the 
AHP profession has seen a decline in numbers in the 
past decade [4]. Cultural safety, teamwork, collaboration, 
recognition, and professional development have been 
identified as crucial to the retention of Aboriginal health 
staff [4]. Our education was designed to increase capac-
ity of the broader Aboriginal health workforce. Educa-
tion should seek to build upon the skills and knowledge 
of the whole workforce and encourage the development 
of non-clinical skills, such as leadership or research 
[69], providing safe workplace environments, supervi-
sion, mentoring and offering opportunities for ongoing 
collaboration [48, 70]. This was embedded within our 
training, with our model encouraging past participants 
to become future facilitators, leading to numerous occa-
sions where they were invited to share their knowledge 
in national and international settings [71–73]. Education 
should be guided by the principles of cultural safety and 
PAR in its program design and interactions. Participatory 
action research engenders change through both research 
outcomes and through the research process itself [74]. As 
well as contributing to course content and delivery, the 
Aboriginal and Torres Strait Islander research and teach-
ing team developed Hep B games as a low-cost vehicle for 
education and helped shape the role plays and case stud-
ies to be relevant for various regions and cultural contexts 
in the NT. Being involved in the research process pro-
vided ongoing opportunities for two-way learning within 
the team and empowered participants to have an impact 
on how CHB care was delivered in their communities. 
Culturally respectful communication is another key com-
ponent to delivering culturally safe health care [21, 55, 
65]. This should extend to health education and include 
a focus of strengthening interprofessional relations and 
involve meaningful co-creation of knowledge, as outlined 

in NHMRC’s principles, specifically reciprocity [45]. The 
collaborative, two-way learning approach intrinsic to our 
education model, benefited both researchers and partici-
pants and led to an enriching, respectful and enjoyable 
learning experience which extended beyond the training. 
Our findings demonstrated alignment with the NAAT-
SIHWP framework being informed by academic, clini-
cal expertise and Aboriginal and Torres Strait Islander 
cultural knowledge [24]. We were acutely aware of the 
importance and applicability of both verbal and non-
verbal Aboriginal and Torres Strait Islander communi-
cation styles and recognition and respect for cultural 
obligations and cultural validation. We acknowledged 
and respected cultural protocols, kinship, and gender 
specific issues. This is particularly important when teach-
ing HBV transmission, which includes maternal to child 
transmission, sexual transmission, and blood-related 
transmission through ceremony. At the beginning of the 
course, we highlighted that we would need to discuss 
issues related to “men’s” and “women’s” business and gave 
people opportunities to voice concerns with facilitators. 
Aligned with the social ecological model our participants 
and facilitators described a sense of ownership over the 
course developing practical strategies for learning oppor-
tunities and behavioural change [41].

Like culturally safe health care for patients, culturally 
safe education should be developed through reflective 
practice based on experience and knowledge; reflec-
tion on one’s own cultural identity and recognition 
of the impact culture has on one’s own behaviour and 
practice. Culturally safe education should flatten the 
hierarchy between participants and educators to facili-
tate two-way principles of cross-cultural learning and 
empowerment. Cultural safety can only be defined by 
those people who receive services [24]. In our study 
we did not ask the question “is our training culturally 
safe?” this was independently determined and expressed 
by participants. Achievement of cultural safety was fur-
ther defined by the Aboriginal and Torres Strait Islander 
research and teaching team through reflective prac-
tice, reviewing evidence from practical examples of our 
model, which demonstrated alignment to cultural safety 
principles [75].

Flexibility of course co‑design, content, and delivery
In their recent comprehensive review of co-design 
approaches with First Nations Peoples, Butler et  al. 
found themes which would lead to success and which 
we applied to our co-design, including Aboriginal and 
Torres Strait Islander leadership, a culturally grounded 
approach, inclusive partnerships and evidence-based 
decision making [33]. We found the process of co-
design is just as important as the product but to do it 
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properly takes time and space to develop relationships 
and partnerships.

Flexible approaches to health education accom-
modate the various commitments, learning styles 
and skills specific for the Aboriginal health workforce 
and increase visual representations and interactive 
approach [51, 52]. These approaches allow the focus to 
be on the development of skills rather than traditional 
assessment focused, repetition-based training [76]. 
Literature suggests that Aboriginal and Torres Strait 
Islander Peoples learn more effectively when teaching 
includes kinaesthetic, contextual, role plays, practical 
session, observing and sharing strategies [48, 53, 77, 
78]. Visual and interactive materials, games and sto-
ries telling, and case studies were all an integral part of 
the course. Aboriginal and Torres Strait Islander cul-
tures have a strong oral history and allowing time for 
storytelling contributed positively to our course [78, 
79]. Participants were given the opportunity to apply 
knowledge in contexts relevant to their everyday lives 
and given space to safely discuss community issues, 
sharing stories and challenges and discussing solutions 
with peers, fostering a collaborative, strengths-based 
approach to learning [80]. To improve sustainability of 
education and to encourage self-sufficiency post course, 
appropriate resources, key messages and ongoing men-
toring and support was provided to participants. This is 
crucial is maintaining and building knowledge [48, 81, 
82]. Similar to findings in other studies our participants 
requested refresher training and access to resources 
[81] which were provided.

Applying adult learning principles [38], clear objectives, 
relevant topics, a strong connection to learner’s real-life 
knowledge and experience, and maximising opportunities 
for interactivity were applied [83]. Whilst there were core 
learning objectives within the syllabus that needed to be 
met in order to provide evidence-based care and manage-
ment for people living with CHB, there was also flexibility 
for our Aboriginal and Torres Strait Islander research-
ers and participants to shape course content. Considera-
tion of various levels of English-language, literacy, health 
literacy and past formal learning experiences were all 
considered [51, 52]. Where language or written text was 
used, it was in plain language and avoided intangible con-
cepts and idiom [78, 84]. The teach-back method was also 
employed. This involves clinicians clarifying with patients 
the information given to assess whether intended mes-
sages were appropriately being conveyed, to identify mis-
understanding and initiate clarifications [58]. It has been 
shown to be effective in increasing understanding and 
retention of health information in a cross-cultural set-
ting [58, 85] and in improving knowledge for people living 
with CHB [58]. We used this tool to assess our teaching 

and to introduce the concept and explain its utility, so 
participants could then also consider using the teach-back 
method in their professional roles with patients.

Creating culturally welcoming spaces has been identi-
fied as an enabler to cultural safety in Aboriginal and 
Torres Strait Islander health and education settings 
[86]. Choosing an appropriate venue, offering food and 
drink, and allowing appropriate time for breaks have 
also been influential factors in training success [79]. 
We consulted with local staff about food preferences as 
food provides comfort and a sense of emotional as well 
as nutritional sustenance [21].

Implementation, sustainability, and transferability
Although we are supportive of providing training 
opportunities in community, with 76 remote communi-
ties in the NT [87], it is not financially viable, environ-
mentally sustainable nor an effective way to deliver our 
program. Another consideration is the large emotional 
demands the Aboriginal heath workforce experience 
in their roles [88], their commitment to their commu-
nities often extends beyond standard working hours, 
with no marked separation between their ‘personal 
life’ and ‘professional life’ [1]. This responsibility risks 
exhaustion if not adequately supported and recognised 
[89]. Our findings indicated a preference for train-
ing out of community to allow space to learn without 
being disturbed by the pressures inherent to their roles. 
Our endorsed courses are being delivered in regional 
centres to allow greater access and equity to training 
opportunities, and in recognition of the risks associ-
ated with Aboriginal heath workforce’s responsibilities 
in community, and may be a strategy to reduce burn-
out, enhancing sustainability and retention of the work-
force [88]. We describe the evaluation of the endorsed 
courses elsewhere [63].

Throughout our study we have strengthened and 
developed strong, trusted, and respectful relationships 
with participants and communities. We were able to 
harness these trusted networks at the beginning of the 
COVID-19 pandemic to provide information and used 
this model of education to engage, co-design, deliver 
and evaluate COVID-19 education for the Aboriginal 
health workforce, confirming the adaptability of the 
course co-design. This “Managing hepatitis B” course 
has received positive national attention and the sylla-
bus has been shared with Aboriginal Community Con-
trolled organisations in other states of Australia. Work 
is underway to extend its application and accessibil-
ity for greater reach. The authors encourage wide use 
and adaptation to local Aboriginal and Torres Strait 
Islander culture and context, ensuring Aboriginal and 
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Torres Strait Islander colleagues participate in review 
and delivery of content.

Conclusions
The Aboriginal health workforce are vital for providing 
accessible, equitable and culturally safe health care to 
their communities. To improve overall health equity for 
Aboriginal and Torres Strait Islander Peoples a struc-
tural, systemic process change needs to occur within 
health systems, including increasing educational and 
professional development opportunities for the Aborigi-
nal health workforce. Education courses should be co-
designed with critical self-reflection, critiquing power 
imbalances, biases, and privilege. Fundamentally, cul-
turally safe education should be based on reciprocity, 
empowerment, and respect. To our knowledge this is the 
first study to describe a transferable framework for the 
development of a culturally safe training model for the 
Aboriginal health workforce.
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