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CATACLYSM AVOIDED 

4:45 a.m. 

The little group, sitting all night long, had 
shed so much light that God had saved the 
world from destruction.* 

*  Festinger et al, 1956 



Cognitive Dissonance  
and Resistance 

•  In the U.S., class has been identified as a 
factor in medical student resistance to the 
role of the social determinants of health in 
shaping patient presentations* 

•  In the Aboriginal and Torres Strait Islander 
context, when we ask students or practising 
professionals to give regard to the effects of 
colonisation, the challenge deepens 

*  (Wear & Aultman, 2005) 
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Good Cultural Safety 
Training Unsettles 

•  Cultural safety foundation of effective 
     practice, but can generate dissonance 
•  Building such a foundation may require 

disassembling existing planks of belief*: a 
transformative unlearning** 

•  Involves a journey: begins with discomfort 
*  McDermott, 2012  **Ryder, Yarnold and Prideaux, 2011 



Dissonance and ‘Holding’ 

[A considerable number of] students are 
not ... able to manage the dissonance in 
their own minds, when we introduce 
concepts to them around [their notions of] 
Australia, that they’re not comfortable with 

I was held, very gently, through my journey 
of coming to understand my white privilege 

*  David Sjoberg, 2016 



SPECTRUM OF RESPONSE* 

Emotional responses to Indigenous health 
and well-being content 
1. ‘Accepting/Keen for More’ 
Positive, supportive, open to information 
2. ‘Moved/Uncertain’ 
Moved, sorrowful, ashamed (nationally), 
wanting to atone, but no feeling of guilt 
*  McDermott, 2017 



SPECTRUM OF RESPONSE 

3.  ‘Disturbed/Flummoxed’ 
Uncertain, distressed, resentful, feeling 
personally blamed, betrayed 

4.  ‘Hostile/Rejecting’ 
Angry, rejecting of teaching and teacher, 
disruptive of class 



SPECTRUM OF RESPONSE 
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Participant Profile Continuum* 
(*  Daniels and Ward, 2013) 
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Threat to Engagement 
•  Australian experience suggests that the 

disquiet produced can be strong enough to 
lead to disengagement.  The development of 
a culturally-safe practitioner is jeopardised 

•  Institutions may similarly feel so challenged 
as to respond with ‘gate-keeping’, 
marginalisation and withdrawal of support 
for both curriculum and staff involved 



Courageous Embrace of 
Colonisation-Related Inequity 

Full efficacy in Indigenous health necessitates 
a courageous embrace of the inequity wrought 
by colonisation.  Becoming a culturally-safe 
health professional requires an on-going 
commitment to decolonise one’s practice, 
along with the development of a critical 
disposition.*  Such an embrace involves a 
necessary, but challenging, transition  
*  Delany et al, 2016 



… a necessary, but challenging, 
transition  

What do leading Pan-Indigenous health 
practitioners and academics say? 





Tomas Tranströmer: 'Vermeer' 
A health professional student transition  
Encountering Aboriginal and Torres Strait 
Islander Health and/or cultural safety for the 
first time – can create substantial disquiet:  
 

It hurts to go through walls; it makes you sick  
but it's necessary. The world is one. But walls  
... And the wall is part of yourself* 
 

* Tomas Tranströmer, 2006 



Courageous Embrace of Colonisation-
Related Inequity? 



INTRODUCING THE INVISIBLE 





THEN 









Royal Darwin Hospital 



Geoffrey Gurrumul 
Yunupingu 



No Racial Profiling! 

 Prof Dinesh Arya, executive director of  
 medical services at Royal Darwin Hospital:  
 That comment has been made about … being  
 racially profiled is completely ridiculous.  It’s   
 nonsensical to even consider … hardworking  
 health professionals would consider racially  
 profiling anyone or making clinical decisions  
 that are not based on clinical need. 



But Problem Broad Across 
Australian Health Care 

Gurrumul's doctor and kidney specialist, Dr 
Paul Lawton - the singer's experience was: 
endemic [sic] of a broader problem across 
Australian health care*.  Aboriginal people 
admitted to hospital are much less likely to get 
a procedure for that condition than non-
Aboriginal people in Australia.*  That holds 
true in the Northern Territory. 
*Aboriginal and Torres Strait Islander Health Performance Framework, 2014, p.15 



Whole System Pervaded 
With Assumptions 

The idea is not that individual people are 
racist, but that the whole system is designed 
with certain assumptions that lead to people 
not receiving appropriate treatment for their 
conditions because of issues related to race. 
Dr Lawton added that, in his professional 
opinion, Yunupingu was lucky to be alive and 
could have died as a result of the treatment he 
did not receive. 
 



Assumptions … Bias … 
Neglect 

A regional emergency dept: NSW Australia  
•  32 year old Aboriginal man 
•  Treatment decisions led to unnecessary 

death by heart attack – within 80 minutes of 
arrival at the emergency department 

•  Then failure of due diligence to ensure that 
contact was made with his family to  notify 
them of their loss.  

  
  



Assumptions … Bias … 
Neglect 

Analysis of incoming ED Director, Dr Simon 
Leslie, of the thought processes that enabled 
such decisions to be made:  
•  Firstly, there were ‘cognitive biases’ 

through ‘attribution error’ based on 
stereotypes, i.e. racial prejudice. The staff 
acted on these cognitive biases and did not 
waver from it even in the face of the 
patient’s deteriorating condition.  



Assumptions … Bias … 
Neglect 

•  Then there was ‘confirmation bias’ where they 
found information that only fit their theory of the 
situation, rather than changing their position 
based on further evidence (signs and symptoms of 
ill health) 

•  Thirdly, there was ‘base rate neglect’, as they 
assumed that as a young man he would not have 
heart disease, even though the symptoms he was 
presenting were an indication of heart failure * 

*  Leslie, 2015 

 



Individual Change Bound Up 
With System Change? 

Dr Leslie’s conclusion?  
Systemic change necessary, but health care 
comes down to individuals who make ‘in-the-
moment’ judgements and decisions. Therefore 
we need to improve systems, as well as  the 
attitudes and actions of individuals within the 
system – those who implement the system and 
have the power to change it according to what 
is occurring in a given situation. [I part-agree] 



My Good Friday Reading 



My Good Friday Reading 

AI programs exhibit racial and gender 
biases, research reveals  
Machine learning algorithms are picking 
up deeply ingrained race and gender 
prejudices concealed within the patterns 
of language use, scientists say* 
 
*  The Guardian, 14.4.17 



Dilemma of how to ‘de-Other’ 
Common social media critique 
The very structure of social media is providing a 
‘tailored feed’ of information→ ‘echo chamber’ 
effect 
Barriers to individual change? 
‘Great Australian silence’ on violent colonisation 
plus long-evident defence mechanisms of 
rationalisation, minimisation or denial → lifelong 
‘tailored feed’ → stereotyping →unconscious bias 
→ ‘Othering’ 
 
•  … 



Bill Leak 



Punch Magazine (UK) 19th C 



Strategies for Change 

What do leading Pan-Indigenous health 
practitioners and academics say? 
 

VIDEO 2 
 

‘Self-Reflection’ 
 





Strategies for Change 

Create environments for successfully 
building a ‘critical disposition’: 
 

1.  When your belly hurts, that’s the process of  
     self-reflection* 
2.  Work with the spectrum of student  
     responses – turn towards dissonance** 
 
 
*  Lavallee, 2015 
**  Chan, 2013 

 
 



Strategies for Change 

Create environments for successfully 
building a ‘critical disposition’: 
 

3.  Deconstruct stereotypes by cognitive, not  
     emotive, strategies* 
4.  Create a safe learning space for all – make  
     use of Aboriginal ways of ‘holding’   
      through difficult change (kanyirninpa)** 
 

*  Sjoberg and McDermott, 2016 

**  McCoy, 2008 
 



‘Holding’ through difficult change 
(kanyirninpa) 

 Why ‘hold’? … Living/modelling the 
Indigenous knowledge and ways of being 
we teach 
•  As health professionals we tend to 

concentrate on utilising the ... techniques 
[of] the modern world. We [can] forget 
traditional processes of connectedness, of 
being in tune … * 

*  Adams, 2011 
 



‘Holding’ through difficult change 
(kanyirninpa) 

•  There is an inherent responsibility to 
respond … or just do nothing…** 

•  The central impulse of Aboriginal life … is 
to care for one another, to protect to pass 
on generations of wisdom and learning and 
to maintain connection …These 
fundamentals … mandate relationships, 
obligations and responsibilities*** 

**  Wenitong, 2011 
*   Brown, 2011 

  
 



Having the Hard 
Conversations 

Some key questions for this work: 
• How do we turn disengagement into 
continuing engagement with Indigenous 
cultural safety training? 
• What would diminish resistance / make the 
conversation easier? 
• What would it take to turn services, systems 
or organisations into culturally-safe ones? 



Organisational Resistance: What 
Does It Look Like? 

•  Mainstream services and departments 
reluctant to take on issues of overt and 
systemic racism 

•  Non-Indigenous health professional 
disbelief/dismissal of racism and its impact 

•  Health professionals who see themselves as 
non-racist can resist the role of ‘white 
privilege’ / ‘settler privilege’ 



 Strategies for Change 
Sector-Wide Support 
•  Find common ground in differing 

definitions and models – avoiding the 
terminology trap by focussing on key 
dimensions involved in fostering change 

•  Build-in cultural safety quality assurance 
frameworks as health sector best practice 

•  Enlist disciplinary accreditation bodies to 
ensure appropriate / resistance ready 
Indigenous cultural safety training 

 



Strategies for Change 

What do leading Pan-Indigenous health 
practitioners and academics say? 
 

VIDEO 3 
 

‘Mechanisms for Change’ 
 





Strategies for Change 
Not organisational ‘business as usual’ -     
be regard-ful of unique health care context 
•  Recognise breadth and depth of Indigenous    
    health inequities – and act on them 
•  Need to accept and act on racism and health 
•  Duty of care: of individual professionals 

and of organisational stewardship 
•  Incorporate Aboriginal knowledge: e.g. the 

three R’s Relationship/Respect/Reciprocity 



Strategies for Change 
Achieving organisational change - building 
the scaffold / setting the stage:  
1.  Organisational readiness/support  
2.  Leadership 
3.  Well-being and resilience of educators -  

recognising ‘emotional labour’ 
4.  Organic, credible, potent, partnerships and 

networks – establish a ‘claim to a 
hearing’*   ( *  Kingdon, 1995)   

 

 



Strategies for Change 
5. Embed ICS → organisational core business 
Part of the success … at Children’s Hospital had to do with 
the fact that it was simultaneously an education program 
and … an organising effort … and so [we] were clear that in 
order for the program to be successful it had to be embedded 
in the institution and that wasn’t simply going to happen by 
us asking … but that we had to think of the ways in which 
transformation would occur within the relationships in the 
institution so that it would become part of what was 
important for the institution to hold on to* 

*  Tervalon, 2017 



Strategies for Change 
Key issues for organisational change? 
•  Facilitating the hard conversations → culturally-

safe health services, professionals & programmes  
•  Building critical mass and capacity: sufficient 

funding ensured?  Or lost if health $$ shrink? 
•  Indigenous cultural safety training for leadership 

and line management: critical that senior 
management undergo training – need both top-
down understanding and bottom-up good practice 



References 
 
•  Festinger, L., Riecken, H., Schacter, S. When prophecy fails: A social and psychological study of a modern 

group that predicted the destruction of the world. Harper-Torchbooks, 1956  
•  Wear, D., and Aultman, J.M..“The limits of narrative: confronting medical student resistance to inequality 

and oppression in literature and beyond.” Medical Education. 39(10): 2005, pp. 1056-1065.  
•  McDermott, Dennis R.. “Can we educate out of racism?” Medical Journal of Australia 7 (1): 2012, 15. 
•  Ryder, C.,  Yarnold D., and Prideaux, D, 2011  
•  Sjoberg, D. Cultural safety from policy to practice. Cultural Safety Seminar, retrieved 12.7.17 from: 

http://catsinam.org.au/communications/resources 
•  McDermott, D. “The Uncomfortable Road to Cultural Ease: Shifting Focus to ‘Close the Gap’”. In The Long 

Campaign: the Duguid Memorial Lectures 1994-2014, edited by Gus Worby, Tristan Kennedy and Simone 
Tur. Adelaide: Wakefield Press, 2017 

•  Daniels, R., and Chelsea Ward. 2015. “San’yas: Indigenous Cultural Safety.” Presented at - Symposium/
Roundtable. Health Services, Racism And Indigenous Health: Gaining traction for systemic change, 
Flinders Universiry, Adelaide, 21st-22nd November, 2013 

•  Delany C, Ewen S, Harms L et al. Guiding assessment for learning at level 9 of the Australian Qualifications 
Framework: A capability approach to assessment for Indigenous health education. Sydney: Department of 
Education and Training. 2016 

•  Tranströmer, T., Translated from the Swedish by Robin Fulton. The Great Enigma: New and Collected 
Poems. Albert Bonniers förlag, 2006 

•  Australian Institute for Health and Welfare. Aboriginal and Torres Strait Islander Health Performance 
Framework, 2014, p.15 



References 
•  Leslie, S. Personal Communication, 2015 
•  The Guardian, AI programs exhibit racial and gender biases, research reveals, retrieved 14.4.17 from: theguardian.com/au 
•  Lavallee, B. in Poche Centres for Indigenous Health. ‘Finding Common Ground: Avoiding the Terminology Trap’. Poche Key Thinkers’ Forum #5, 

University of Sydney, 27th April 2015 
•  Chan, L,C, “Medical humanities and the restoration of humanistic care to patients and community.” Keynote Presentation, LIME Connection V. 

August 2013. Darwin,    
•  Sjoberg D, McDermott D. The deconstruction exercise: An assessment tool for enhancing critical thinking in cultural safety education. Int J of 

Critical Indigenous Studies 2016; 9 (1) 
•  McCoy, B. F. Holding men: Kanyirninpa and the health of Aboriginal men, Aboriginal studies Press (AIATSIS), Canberra, 2008 
•  Adams, M. in McCoy, B.F. Art into Health: Puntu Palyarrikuwanta (Aboriginal men becoming well), The Lowitja Institute, Melbourne, 2011 
•  Wenitong, M. in McCoy, B.F. Art into Health: Puntu Palyarrikuwanta (Aboriginal men becoming well), The Lowitja Institute, Melbourne, 2011 
•  Brown, A. in McCoy, B.F. Art into Health: Puntu Palyarrikuwanta (Aboriginal men becoming well), The Lowitja Institute, Melbourne, 2011 
•  Kingdon, J. . Agendas, Alternatives and Public Policies. Longman, London, 1995 
•  Tervalon, M. in Having the Hard Conversations: Guide to good practice (Video resource), Poche Centre for Indigenous Health and Well-Being, 

Adelaide, 2017 


