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IMMERSION AS A PEDAGOGICAL APPROACH TO INDIGENOUS 

HEALTH CURRICULUM  

Shifting understandings: Do scenario-based 
clinical decisions change with immersion?
Associate Professor Deb Askew, Southern Queensland Centre of Excellence in 
Aboriginal and Torres Strait Islander Primary Health Care (Inala Indigenous Health 
Service), Professor Shaun Ewen, The University of Melbourne and Professor David 
Paul, University of Notre Dame Australia, Australia

Introduction
There is evidence that health professionals’ decision making contributes to health disparities 
(Burgess, Fu & van Ryn 2004; Curtis et al. 2010; Dovidio & Fiske 2012; Harris et al. 2012; Smedley, Stith 
& Nelson 2003). This paper reports on the Inala Project, a study conducted at the Inala Indigenous 
Health Service (an urban comprehensive Indigenous primary health care service in Brisbane’s 
south-west) as part of the Educating for Equity Decision Making in Health sub-project. 

The Inala Project continues our inquiry into factors that might influence the quality and nature of clinical 
decision making in an Indigenous health context (Ewen et al. 2015).3  Our previous study, reported in 
Ewen et al. (2015), involved final year medical students from two graduate entry medical programs (one 
in Melbourne and one in Honolulu). The participants were given a paper-based patient scenario to 
explore the impact of patient ethnicity on their assumptions, clinical decision making and construction 
of the person in the scenario. The Inala Project, using the same paper-based scenario, aimed to explore 
the influence of a clinical placement at the Inala Indigenous Health Service on participants’ assumptions, 
knowledge and understanding of Indigenous peoples and Indigenous health. 

Method/Approach
The primary aim of our research was to determine if a clinical placement in an Indigenous primary 
health care service influenced clinical decision making. We also sought answers to three sub-
questions: 

1. What are the factors/assumptions that influence medical student/registrar clinical decision making?

2. What are the contextual influences on participant responses?

3. How do participants understand the influence of the immersion experience on their clinical 
decision making?

3 We use the terms ‘Indigenous patients’ and ‘Indigenous peoples’ to refer to Australian Aboriginal and Torres Strait 
Islander peoples.
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The 11 participants in the Inala project – seven medical students and four registrars (three in 
general practice and one in psychiatry) – undertook clinical placements at the Inala Indigenous 
Health Service during 2014. At the commencement of their placement, participants were given 
the paper-based scenario discussed above as part of their orientation to the service. This scenario 
described the presentation of Liz, a 46-year-old Indigenous woman, to a comprehensive primary 
health care service for a long consultation following a health check the previous week. The scenario 
contained a range of information including:

• a diagnosis of Type 2 diabetes mellitus

• symptoms suggestive of poor blood sugar control, particularly tiredness and urinary frequency

• a two-month-old sore on her foot

• HbA1c test result of 9 per cent from 12 months ago as reported by the patient

• a particular set of family social circumstances, including frequent relocations because her
partner is in the airforce, and having four children, the youngest of whom is deaf, and one
grandchild.

The participants were asked to read the scenario, which deliberately did not include a lot of detail 
about Liz and her family, and provide written responses to five questions relating to her clinical 
care. On completion of the written task, participants took part in a semi-structured interview 
to explore their written responses, their imaginings of Liz as a person and any assumptions 
underpinning their clinical decision making. At the end of their placement, the participants 
were asked to review their earlier responses and reflect on any changes in their knowledge, 
understanding or assumptions about Indigenous people and their health care needs, and what, if 
anything, they would now do differently as a consequence of what they had learnt.

Both sets of interviews were recorded and transcribed. The preliminary thematic analysis of the pre-
placement interviews confirmed the key themes identified in our previous study (Ewen et al. 2015), 
namely: 

• perceptions of the patient as a person

• constructions of the person as a patient

• perceptions of the dynamics and priorities in the patient/doctor interactions

• the impact of the educational setting.

These themes were then used as the analysis framework for both pre- and post-placement interviews. 

Additionally, analysis of the post-interviews also focused on identifying changes in participants’ 
assumptions, understanding and knowledge of Indigenous people and Indigenous health, within 
the analysis framework. In an iterative process the thematic analysis was undertaken by one of the 
research team and shared with the others to confirm the emergent themes and their interpretation. 
This process continued until consensus was reached. 
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Results/Outcomes
Of interest to us was that the Inala participants’ written and pre-placement interview responses 
closely mirrored those of participants in our previous study, reinforcing that data saturation had 
been reached. This was despite the different nature of the Inala participants, with a mix of medical 
students and registrars. For example, when considering Liz as a person, respondents tended to be 
largely influenced by negative stereotypes both of Indigenous people and of those with Type 2 
diabetes in the pre-placement interviews, as exemplified in the following extract: 

… [her] physical appearance, well, I’m just – based on the fact that she has Type 2 diabetes, 
that she would probably be overweight. I’m picturing her as the traditional appearance of an 
[Indigenous4] woman… darker skin, dark hair… (P5)

Post-placement, participants more readily acknowledged their assumptions, and the realisation that 
people cannot be categorised based on assumptions informed by ethnicity or health status. They 
now recognised greater complexity and nuance, for example:

… I guess [Indigenous] heritage and identifying as an [Indigenous] person, they come in 
all colours and shapes and forms… and so it’s very hard to make judgments about people 
and their backgrounds and their cultures just on physical appearances… yeah, I think I was 
[surprised at the wide range of Indigenous colours]… cause it’s one thing hearing about, you 
know, people suggesting that in lectures and talks and things, but to experience it yourself… 
it’s reinforced it… (P5)

As a patient, Liz was initially perceived by some participants to be ‘frantic’ or ‘frustrated’ and ‘pretty 
poorly’ and ‘not in good spirits’. She was assumed not to prioritise her health, to focus more on her 
family than herself, to have low health literacy, and to be unwilling to share information with the 
doctor, as is highlighted in the following extract: 

… she might be a little dismissive or evasive about details… perhaps to avoid disclosing some of 
her problems or admitting to not having done things as she had been advised in the past… (P3)

Post-placement, participants reflected on her resilience and strength and her ability to cope 
with multiple relocations. Some reflected on the possible reasons why her diabetes was not well 
managed, with a focus on potential access barriers or failures in the health system to provide 
adequate follow up. There was also an increased realisation of the interconnections between 
physical health and the ability of a person to maintain effective roles within their family and 
community as the following quote reveals. 

… I think family roles and community roles… and being able to fulfil those is probably the 
main priority, and then definitely physical health comes afterwards in spite – obviously they 
overlap and interplay and very much effect each other… (P5)

Perceptions of the role of the doctor also changed pre- and post-placement. Pre-placement, 
participants spoke of the need to be patient centred, and to take a holistic approach to care.  

4 Note: in the case scenario the authors used the term ‘Aboriginal’ as this was both accurate and the preferred term locally. 
For this publication the term ‘Indigenous’ has been used for consistency.
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They perceived her Indigeneity as being a factor that increased the complexity of the consultation, 
with some feeling overwhelmed and a sense of clinical hopelessness, and most tending to focus 
on the challenges that they and Liz would experience in improving her health and wellbeing. Most 
participants questioned Liz’s health literacy and her desire and ability to engage actively with the 
health care system. 

… I guess a slightly poorer understanding of health care… the medical side of things… and 
the processes, and the way the system functions, I guess is what I would have assumed… also 
probably a bit less willingness to keep coming regularly to the doctor… (P7)

After the placement, participants described how they had gained a deeper understanding of what 
patient-centred, holistic care actually meant, having gained practical experience to supplement the 
theorectical knowledge gained at medical school. They also realised that, as a doctor, they had a 
role in addressing the negative impact of the social determinants of health. Participants also learnt 
that Indigenous people can be active members of their health care team, and are willing to engage 
with the health care system. 

… before [the placement] maybe if someone said, ‘oh, we’ve got this available and this available’ 
I might have thought ‘oh yeah’ but is anyone really going to want to use it?... [I’ve learnt that] 
people are keen to… use whatever is available to help themselves… maybe they might be a little 
bit health-illiterate to start with but… it’s not [not] caring, it’s just they’re not aware of what they 
need to do and then once it’s offered they’ll grab hold of it like a lifeline… (P11)

Through the placement, all participants reported that they were stimulated by exposure to 
Indigenous peoples and doctors who were passionate both about Indigenous health and about 
health research and evidence-based practice. Additionally, exposure to the local Indigenous 
community gave participants an appreciation of how patients’ social and historical context impacts 
on their health, and vice versa. As one participant commented:

… I’ve got a better understanding of what would be going on with Liz in the environment she 
lives in… her family… what she would be experiencing… I’ve got a bit more knowledge of the 
difficulties and the situations in that place… I’ve also got a better understanding of what she 
would have undergone earlier in her life … she might have undergone [things] earlier in her life 
which could be… not contributing but shaping the way she would cope with the stress at this 
stage… (P8)

Discussion
As this preliminary analysis shows, all participants at the end of their placement in a well-resourced 
Indigenous comprehensve primary health care service revealed a consistent shift away from 
both a narrow focus on biomedical care and, to some extent, a sense of clinical hopelessness 
compounded by Liz’s health status, perceived social situation and Indigeneity. Participants 
displayed a better understanding of the complexities contained in the presented scenario, a greater 
awareness of the need to address the social determinants of health, and an increased perception 
of how their previous assumptions were based on negative stereotypical characterisations 
of Indigenous peoples. A shift occurred for all participants irrespective of the length of their 
placement, which ranged from four weeks to 12 months, or the stage of their training. 
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This research provides evidence that a clinical placement in an Indigenous health service can make 
a profound difference in student perceptions, clinical decision making and assumptions, and in 
their ability to adopt a more comprehensive and holistic approach to care. Knowledge gained at 
university through lectures or textbooks (intellectual knowledge) became practical knowledge, and 
challenged participants to broaden their thinking about the role of a doctor and their assumptions 
about the Indigenous peoples of Australia. 

However, questions remain. What are the essential elements of the experience that were 
transformative for participants? Can these elements be replicated in other settings? Is a placement 
in a comprehensive Indigenous primary health care setting enough or do the resourcing and 
particularities of the setting play a part? How can this change be sustained as medical students 
enter the challenging educational environment of the hospitals, with the registrars’ focus on 
passing exams? Are the changes evident in this project able to be translated into long-term 
changes in clinical reasoning and decision making? If so, does this then necessarily lead to a 
reduction in health disparities? These are questions that require further research and enquiry.

The small number of placements that are actually available in comprehensive Indigenous primary 
health care settings also limits the potential to scale up and spread this intervention. This leads us 
to ask whether the changes in thinking can be facilitated in other settings, and what is the dose 
response required for positive change? These are all questions that the research team is attempting 
to answer in the next phase of the Inala Project.

Conclusion
We found that a clinical placement in this Indigenous-specific comprehensive primary health care 
service expanded participants’ perceptions and understanding of the strengths and resilience of 
Indigenous peoples and communities, and enabled a more inclusive approach to clinical care. 
Tertiary education institutions have a responsibility to provide meaningful learning and teaching 
opportunities in Indigenous health, which, given the right setting, duration and resourcing, have 
the potential to be transformative. However, it is too soon to tell if such opportunities will translate 
into long-term meaningful shifts in clinical decision making and if, in turn, this would correlate with 
a reduction in the health disparities experienced by Indigenous peoples.
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