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SUMMARY 

Effective practitioner-patient communication is the foundation to safe, effective and culturally 

secure health care. Improving clinical communication is a priority in all health care and a greater 

priority in Aboriginal health care when there are, sometimes unrecognised, cultural and language 

differences between patients and practitioners. Ineffective communication is arguably the greatest 

barrier for Aboriginal people when accessing health care.  The Clinical Yarning education program is 

the first known program to address this fundamental health care requirement in a systematic way.  

The overall aims of the project were to develop an education program for health care clinicians and 

students based on the concept of Clinical Yarning, and to undertake a pilot evaluation to ascertain 

the impact on learners.  The Clinical Yarning education program was informed by ‘best-practice’ 

principles for delivering clinical communication education and cultural security.  

The Clinical Yarning education program consists of two 2-hour sessions, one theory and one 

practical, delivered in face-to-face workshops. An eLearning program was developed as an 

alternative option to part one of the program - theory. The practical session involves simulated 

learning with an Aboriginal simulation patient. The program is supported by a large number of high 

quality audio-video resources developed for the project.  

A mixed method evaluation included a pre/post retrospective survey of participants and semi-

structured interviews with health care managers.  Although we intended to formally evaluate the 

eLearning program and compare it to face-to-face delivery methods, this was not possible because 

of delays in development of the eLearning program. 34 health clinician or student participants in five 

settings (Aboriginal primary care, emergency care, mental health, remote health service, and 

university) undertook Clinical Yarning education and completed a survey. Participants were from 

diverse professional groups. Semi-structured interviews were undertaken with six health managers.  

Program participant and health managers’ feedback strongly supported the concept of Clinical 

Yarning and the education program. There were significant improvements in participant self-rated 

skills, ability, confidence, knowledge, and perceptions about the importance of training in Aboriginal 

health care communication.  Findings provide strong, albeit preliminary, support for Clinical Yarning 

education in diverse clinical settings and health profession groups.   

This project serves as a strong foundation to implement Clinical Yarning education within other 

health care and geographical regions.  We propose three possible models to scale-up the program 

alongside continuing research that examines outcomes for patients and implementation processes. 

Two models involve continuing program delivery by WACRH. A third option trains local health staff 

as Clinical Yarning education facilitators. Alongside partners, our priority now is to investigate what 

implementation option is most feasible (including accessing suitable resources), how this can be best 

realised, and in which settings.  
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BACKGROUND 

In any health condition, and at any level of health care, successful communication between patient 

and practitioner is the bedrock upon which quality health care is based.  Improving clinical 

communication is a priority for all health care and a greater priority in Aboriginal health care since it 

is well recognised that Aboriginal people have poor health outcomes including reduced life 

expectancy 1.  These poor outcomes are likely to be in part as a result of unrecognised cultural and 

language differences between patients and practitioners with ineffective communication arguably 

the greatest barrier for Aboriginal people when accessing health care 2-4. Higher quality 

communication is associated with better outcomes including reduced mortality, a stronger 

therapeutic alliance between practitioner and patient, and increased patient satisfaction 5-7.  It is 

integral to high quality, evidence based clinical care.  

Communication in Aboriginal Health Care 

Despite its importance, suboptimal communication is a primary, if not the most prominent barrier 

for Aboriginal people when accessing health care 3 8 9. Communication issues in Aboriginal health 

care occur across all levels of care and conditions; including cardiac care 8, diabetes 3, kidney disease 
10, chronic diseases 11, cancer care 4 and musculoskeletal pain 2 9.  Communication barriers include a 

lack of practitioner cultural awareness and mistrust of health care services 4, the use of medical 

jargon 8 9, differences between Aboriginal and Western/biomedical perspectives of health 8, a lack of 

communication 10, language barriers and a lack of interpreter services 3, racist attitudes of 

practitioners 8 and inadequate/incomplete explanations about health and disease 11.  

The consequences of suboptimal communication are Aboriginal patients and families who are 

dissatisfied with care, who do not gain a thorough understanding about a health concern, are less 

concordant with treatment recommendations, and choose to ‘give up’ on care 4 8 9 11. This has 

significant negative ramifications for the quality of health care and on health outcomes for 

Aboriginal people. 

Health care services universally recognise the importance of providing care that is culturally secure 

for Aboriginal patients e.g. 12 13. Effective communication is an important aspect to this 14.  Aboriginal 

health care guidelines recommend addressing communication e.g. 15-17 however to date there is not 

an integrated approach to do this, nor training opportunities for health clinicians to develop this 

fundamental skill. Training clinicians to communicate effectively with Aboriginal patients is essential 

to delivering high quality, culturally secure health care to Aboriginal people.   

Clinical Yarning  

Clinical Yarning is a simple framework to guide patient-centred clinical communication in Aboriginal 

health care 18. Patient-centred care utilises effective communication to help discover both the 

biomedical aspects of health and the individual patient's unique perspective.  Clinical Yarning is a 

way to operationalise patient-centred care and culturally secure care in the context of Aboriginal 

health by using ‘yarning’.  Yarning is a term that has been adopted by Aboriginal people and means 

to talk, usually in a conversational way 19. Although yarning is conversational it is also a way in which 

important information may be imparted, and thus may have informal or formal aspects. Clinical 

yarning is a ‘yarn with a purpose’; it is a tool to assist clinicians achieve effective patient-centred 

communication that is more culturally secure for Aboriginal patients and their families.  

Clinical yarning consists of three parts; the social, diagnostic and management yarns 18 (Figure 1).  

The aim of the social yarn is to establish a trusting relationship with the patient and foremost, to 

demonstrate to the patient that the clinician is interested in them as a person as opposed to a 
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medical issue/condition. Social yarning is what many Aboriginal people do when they meet and it is a 

culturally safe way in which to engage Aboriginal people 19. The social yarn aligns to Aboriginal world 

views that place relationships and connectedness centrally 20. In addition the social yarn also allows 

the clinician and patient to understand a little about each other by finding some common ground. 

For the clinician, the social yarn also provides information about the patient’s social world. This is 

important in understanding a health condition in the context of the patient’s life.   

 

Figure 1: Clinical Yarning (artist and copyright: Wanda Flanagan)  

 

 

The aim of the diagnostic yarn is for the clinician to gather clinical information from the patient in 

order to inform diagnostic and treatment decision making. The diagnostic yarn is where the clinician 

facilitates a narrative telling of the patient’s health issues and concerns.  The diagnostic yarn 

privileges stories. Culturally, storying is used by Aboriginal people for learning and sharing 

knowledge, maintaining culture and connecting people 21. Ideally the diagnostic yarn involves 

storying, and is a ‘comfortable conversation’ for the patient, in contrast to the question-answer, 

interrogative approach of clinician-centred communication.    

The aim of the management yarn is to explain health information in a way that makes sense to the 

patient and enables them to engage in managing their health condition.  From here a negotiated, 

agreed-upon plan for management between the patient and clinician is developed.  

At the outset it is important to emphasize that Clinical Yarning is patient-led and engagement in the 

social, diagnostic and management yarns depends on ‘flexible following’ by clinicians of individual 

patient preferences and needs. It is not a prescriptive nor sequential structure for communication. 
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For example it would not be recommended, nor appropriate, for a clinician to attempt to engage in a 

social yarn with a patient if they were in a state of acute distress and the immediate priority was 

managing their health concern. In this instance, a social yarn may be appropriate once their distress 

has eased and the patient is feeling more comfortable. Likewise the quality of a consultation would 

be improved when a clinician recognises and responds to a cue for a social yarn, rather than 

attending directly to a health issue.  Some patients may even prefer a clinician-centric approach! The 

skill of Clinical Yarning, as with other patient-centred approaches, is recognising and responding to 

individual patient circumstances, needs and preferences.  

The Clinical Yarning Education Program  

Evidence supports the effectiveness of communication education programs in improving clinical 

communication and patient outcomes 22. Clinical yarning has the potential to improve 

communication in Aboriginal health care and therefore the quality of care provided to Aboriginal 

people. The aim of this project was to develop an education program for remote and rural clinicians 

to improve communication based on the Clinical Yarning framework. Specifically, the objectives 

were to: 

1. Develop an evidence-informed education program for clinicians to improve clinical 

communication based on the Clinical Yarning framework that includes theory and 

experiential learning.   

2. Develop an eLearning package for delivery of the Clinical Yarning Education theory part of 

the program. 

3. Undertake a pilot evaluation in order to ascertain the impact on learners and effectiveness 

of education processes of Clinical Yarning Education delivered in three methods: 

a. Face to face workshop delivered by experienced staff  

b. Blend of eLearning and face to face learning delivered by experienced staff 

c. Blend of eLearning and face to face learning delivered by trained local facilitators  

4. Evaluate the effectiveness of training local staff to facilitate the experiential learning aspect 

of Clinical Yarning Education 

Unfortunately objectives 3b, 3c and 4 were not realised.  The reasons were: 

 Delays and hold-ups in the development of the eLearning resource and communication with 

the eLearning Consultancy. This meant that the eLearning program was not ready at the 

time when sites were offered training.  

 Sites requested face to face workshops in preference to the eLearning program. 

 During delivery of face-to-face workshops and in discussion with the Core Project team and 

Expert Content Advisory Group (see below), it became clear that training local staff to 

facilitate Clinical Yarning training was a substantial endeavour that required additional 

resources than what was available in the current project. The feasibility of training local staff 

as facilitators of Clinical Yarning Education within their health services was explored during 

the evaluation.  
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METHODS  

The project involved, i) sourcing funding and forming project advisory groups, ii) developing and 

delivering the Clinical Yarning education program, and iii) undertaking a pilot evaluation.   

 

Funding and Advisory Groups 

The project was supported by funding from the University of Western Australia, Western Australian 

Country Heath Services, and Western Australian Primary Health Alliance.  

The project included a core project team and two advisory groups; an expert content group and 

WACHS advisory group made up of Aboriginal staff from WACHS regions and the WACHS Program 

Manager - Allied Health (Table 1).  The role of these groups was to guide and provide advice at key 

project stages.  

Table 1: Core project team, advisory groups, their positions and organisations  

Core Project Team  Position/Background  

Ivan Lin NHMRC Early Career Research Fellow – WACRH  

Wanda Flanagan Research Assistant – WACRH 

Charmaine Green Research Associate – WACRH    

Dawn Bessarab  Professor and Director – Centre of Aboriginal and Medical and Dental Health – 
UWA (Perth) 

Expert Content Advisory Group  

Jonathan Silverman 
 
 

Professor and Chair in Academic General Practice, Deakin University (Melbourne), 
Associate Clinical Dean (retired), School of Clinical Medicine, University of 
Cambridge (UK) 

Paul Kinnersley Emeritus Professor, Cardiff University (UK)  

Juli Coffin  Ellison Professor of Aboriginal Research, Telethon Kids Institute (Broome) 

Anne Lowell A/Prof and Principal Research Fellow, Charles Darwin University (Darwin) 

Elaine Maypilama  A/Prof, Charles Darwin University (Darwin) 

Kellie Bennett A/Prof, Faculty of Health and Medical Sciences, UWA (Perth) 

WACHS Advisory Group  

Michelle Munns  Aboriginal Liaison Officer, WACHS South West (Bunbury) 

Rani Randall Regional Aboriginal Health Consultant, WACHS Midwest (Geraldton)  

Angus Smith Aboriginal Liaison Officer, WACHS Pilbara (Karratha) 

Lee-Anne Woods Coordinator of the Aboriginal MH Program,  WACHS Great Southern (Albany) 

Josephine Gray Aboriginal Regional Health Consultant, WACHS Kimberley (Broome) 

Garry Taylor Coordinator of the Aboriginal MH Program, WACHS Wheatbelt (Northam) 

Suzanne Spitz (WACHS Coordinator)  Program Manager Allied Health, WACHS (Perth) 

WACRH – Western Australian Centre for Rural Health; UWA – University of Western Australia; WACHS - Western Australian 

Country Heath Services.  

 

Developing the Learning Program  

The Clinical Yarning education program was underpinned by adult learning principles and a 

behavioural skills approach to clinical communication education. Adult learning principles assume 

that learning is most effective when learners identify a need to learn, when they engage in 

interaction with other learners, and when they have repeated opportunities to apply theory and 

information to relevant practical situations 23. Like adult learning, behavioural skills approaches to 

learning emphasise skills acquisition via a process of experiential learning, involving repeated 

practice and rehearsal.  These approaches are consistent with evidence that clinical communication 

skills are most effectively taught using active learning strategies such as role-play, reflective 
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feedback, and small group discussion 24 25. These active approaches can be supported by other 

learning techniques including modelling, didactic teaching methods, eLearning, and provision of 

written information 25.   

Development of the education program involved: 

1. Identification of key skills underpinning Clinical Yarning  

2. Development of learning objectives, learning modules, a learning plan and learning activities for 

the face to face and eLearning programs  

3. Filming/editing of audio-visual and audio case studies in four Western Australian sites   

4. Engagement of an educational consultancy for development of the eLearning program  

 

Pilot Evaluation  

A mixed method pilot evaluation was undertaken in order to explore the impact and processes of 

delivering Clinical Yarning Education to clinicians and student learners in one Western Australian 

region, and the perceptions of health care managerial staff about the program and possible future 

implementation.    

Sites, Participants and Interventions 

Four project sites from the Midwest region of Western Australia were identified (Table 1). 

Participants were health clinicians from the WA Country Health Services (WACHS), the Geraldton 

Regional Aboriginal Medical Service (GRAMS), and health students undertaking rural placements at 

the WA Centre for Rural Health (WACRH).  Table 1 outlines each site and number of participants. 

Table 1: Sites and the number of participants in each site 

Site Participants (profession)  
Western Australian Centre for 
Rural Health 

6 university health science students on rural 
placement (occupational therapy, exercise 
physiology, social work) 

Geraldton Regional Hospital 5 staff from the GRH Emergency Department 
(medical, nursing) 

 12 staff from Midwest Mental Health (social work, 
mental health nursing, alcohol and drug counsellor, 
Aboriginal liaison) 

Meekatharra Hospital 7 staff (nursing, mental health counsellor, Aboriginal 
health practitioner, Aboriginal liaison) 

Geraldton Regional Aboriginal 
Medical Service 

4 staff (medical, dentistry, social support) 

 

Evaluation - Clinical Yarning Education Program Delivery  

Quantitative and qualitative methods were used to examine the impact and processes of the Clinical 

Yarning Education program. Changes in learners’ perceived knowledge, confidence, competence and 

perceptions about communication in Aboriginal health care were ascertained using a retrospective 

pre-post questionnaire survey 26 27 administered to learners after completion of the program. The 

survey included demographic information (age, profession/student, previous cultural training 

experiences, Aboriginality) and perceptions of program processes; the helpfulness of learning 

activities, the amount of time, helpfulness for practice, and whether learners would recommend the 

program to others (Appendix 1). 
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The processes and impact of the program on learners were also explored qualitatively. Qualitative 

methods included: 

 Participant observation by facilitators of learning sessions and interactions between learners, 

facilitators, simulation patients and with managers of departments.  

 Reflective discussion between facilitators, learners, and simulated patients exploring learner 

perceptions about communication in Aboriginal health care, the educational processes and 

changes (if any) in attitude and behaviours relating to clinical communication in Aboriginal 

health care. 

 Written qualitative feedback from learners following the program in the program survey, 

including learner reflections on learning activities and suggested program improvements. 

 Correspondence from participants after they had completed the program  

Qualitative data including observations by program facilitators and reflective discussions were 

recorded by facilitators in a research journal. This included observations of group discussions and 

interactions between learners and simulated patients. The program learning objectives were used as 

a guide for observations and analysis. Additional qualitative data included records of ‘white boarding 

activities’.  

Evaluation – Perspectives of Health Managerial Staff 

We were interested in a broader perspective from leaders within health services/departments 

whose staff had participated in the Clinical Yarning education. Qualitative semi-structured interviews 

were undertaken with departmental/organisational representatives from each site, who were 

department, section or health service team leaders from participating sites (1-2 people per 

organisation). Health managerial staff had not personally undertaken Clinical Yarning education.  

Interviews focussed on perceptions of the education program, current cultural training 

opportunities, training and support resource considerations and feasibility of future delivery of the 

program. Interviews were guided by an interview guide (Appendix 2). Where consent was obtained 

interviews were recorded and transcribed. Where participants did not which to be audio recorded 

written notes were taken and used for analysis.   

 

Data Analysis  

Quantitative data from pre post retrospective program questionnaires was entered into SPSS (IBM 

SPSS Statistics for Windows, Version 24.0). Descriptive statistics, including the mean and standard 

deviation for each questionnaire item, were calculated. Difference in pre post retrospective scores 

for all participants were determined using Wilcoxon Signed Rank Test.  

Qualitative data were transcribed into Microsoft word and imported into Nvivo (version 11, QSR 

International) for data management. Thematic analysis was undertaken informed by a qualitative 

descriptive approach. This approach aims to provide a “rich, straight description”28 of the program. 

We were interested in the perspective of learners, the processes and outcomes of learning and ways 

in which the program may be improved from their perspective. We were particularly interested in 

what processes were effective for learning and why, and what could be improved.   

When exploring the perspectives of departmental staff we considered perspectives about Clinical 

Yarning, its role in staff development within their work place, and the feasibility and considerations 

for wider implementation of Clinical Yarning Education.  
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Qualitative data were reviewed by two researchers initially (IL and WF). IL and WF reviewed 

qualitative data and initially undertook a thematic analysis independently. The initial analysis 

framework was informed by the objectives of the interviews. Following initial independent analysis 

IL and WF met and discussed the preliminary coding framework. Following discussion the framework 

was adapted. Two rounds of analysis and coding was undertaken.     

Following thematic analysis an initial written summary was developed and provided to the research 

team. The research team acted as a ‘critical friend’ by critically reviewing the emerging findings and 

underlying data supporting the findings.  

 

Ethics 

Ethical approval was granted by the Western Australian Aboriginal Health Ethics Committee (ref: 

823) and the WACHS Human Research Ethics Committee (ref: RGS977). 
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RESULTS  

Developing the Learning Program  

Identification of Key Clinical Yarning Skills  

The skills underpinning Clinical Yarning were identified by the core project team and expert content 

advisory group. We identified skills in two areas; those that were unique to Clinical Yarning, and 

skills from existing patient-centred communication guidelines 29-31 that are of particular importance 

and emphasised in a Clinical Yarning approach. The unique skills in Clinical Yarning were part of the 

social yarn. These skills could be used in the social yarn to build the relationship and trust with the 

patient. The diagnostic yarn and collaborative management yarn emphasises skills from existing 

patient-centred guidelines, although these may be given a particular emphasis in the cultural context 

of Aboriginal health care. For example a skill in all clinical communication guidelines is ‘active 

listening’. In Clinical Yarning this is ‘active/deep listening’, and aligns with the cultural concept of 

‘Dadirri’, a word originating from the Ngangikurungkurr people of the Daly River area of the 

Northern Territory, and referring to an Indigenous methodology that emphasises deep, quiet, and 

respectful listening 32.  Furthermore, the communication skill of active/deep listening responds to 

numerous calls by Aboriginal people to be listened to 33. The unique skills and Patient-centred 

communication skills emphasised in a Clinical Yarning approach are outlined in Box 1. 

Box 1: Prominent skills in a Clinical Yarning approach to a consultation 

Social Yarn  

Unique skills to Clinical Yarning: 

 finding common ground 

 sharing information about oneself 

 demonstrating awareness/knowledge of Aboriginal culture 

 where appropriate, working effectively with Aboriginal cultural mediators such as an interpreters.  

 where appropriate, using humour 
 
Patient-centred communication skills emphasised in Clinical Yarning Approach:  

 respectfully introducing oneself to the patient 

 attending to the patient’s comfort  

 welcoming body language 

Diagnostic Yarn  

Patient-centred communication skills emphasised in Clinical Yarning Approach:  

 open-ended questioning,  

 active/deep listening,  

 use of silence  

 recognising verbal and non-verbal patient cues,  

 validating the patient’s perspective,  

 summarising, prompting, and clarifying 

 providing empathy 

Collaborative Management Yarn 

Patient-centred communication skills emphasised in Clinical Yarning Approach: 

 checking what the patient knows about their health issue 

 explaining health information without medical jargon 

 using explanatory aids such as stories, metaphors, visual aids and online resources  

 checking-in with what the patient understands and will take-away with them 
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Development of learning objectives, learning modules, a learning plan and learning activities for 

the face to face and eLearning programs  

Learning objectives were developed for five learning modules (Figure 2). Modules 1-4 were delivered 

in a 2-hour workshop or eLearning formats. Module 5 involved small group experiential learning 

with a simulation patient and was delivered in a 2-hour workshop.  

 

Figure 2: Clinical Yarning modules and learning objectives  

Modules  Learning Objectives Delivery Method 

Module 1  Describe the benefits of effective clinical 
communication. 

Face to face workshop or eLearning 
program  

  Understand why improving communication 
in Aboriginal health care is critically 
important. 

 

  Describe common communication barriers 
for Aboriginal people in health care. 

 

  Understand the relationship between 
Clinical Yarning, cultural security, and 
patient-centred communication. 

 

Module 2  Describe skills for effective communication 
in Aboriginal health care. 
 

Face to face workshop or eLearning 
program 

Module 3  Describe the Clinical Yarning framework 
 

Face to face workshop or eLearning 
program 

Module 4  Identify the skills used in Clinical Yarning 
practice 
 

Face to face workshop or eLearning 
program 

Module 5  Demonstrate Clinical Yarning approach to 
patient communication 
 

Simulation  

 

The learning objectives and learning plan underwent multiple rounds of review and refinement by 

the project advisory groups. For example the order of learning objectives and modules was changed 

to improve the learning flow.  An introduction to the concepts of cultural security and patient-

centred communication skills was also added to module 1 in order to ‘position’ Clinical Yarning in 

relation to these concepts.   

Modules 1-4 were delivered in face-to-face workshops facilitated by IL and WF. We believe as 

Clinical Yarning combines clinical and cultural perspectives, education programs should be facilitated 

by people with cultural and clinical knowledge. In order to provide Aboriginal cultural perspectives 

Aboriginal people must be involved. Clinical Yarning workshops were co-facilitated by WF, a senior 

Aboriginal person with cultural knowledge, and IL who is a physiotherapist clinician with experience 

in Aboriginal health care. Modules 1-4 were delivered in one two-hour session. An example of a 

PowerPoint presentation used in the delivery of face to face workshops for modules 1-4 is included 

in Appendix 3. 

Module 5 was delivered with an Aboriginal simulation patient.  Two Aboriginal simulation patients 

(one male, one female) were community members identified through the network of project 

members and were invited to participate. Neither had been simulation patients previously. Both 
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underwent a one hour orientation to the program and their role. Topics included; an overview of 

project and the Clinical Yarning model (including video examples), an overview of education 

program, role of the simulation patient, discussion to decide the session structure, and 

demonstration/simulation of a practical learning session using the Agenda Led Outcomes Based 

Analysis (ALOBA) method 24. ALOBA is an approach and set of strategies for analysing and giving 

feedback in clinical communication experiential learning. It is learner-focused and aims to create a 

safe learning environment to improve communication skills. A table summarising ALOBA was used as 

an aid memoire for facilitators (Appendix 4). To assist simulation patients, a number of simulation 

scenarios were developed. These were for patients with differing health issues depending on who 

the workshop participants were.  An example of a simulation scenario for a patient presenting to the 

Emergency Department is at Appendix 5. Module 5 were delivered in one two-hour session. 

 

Filming/editing of audio-visual and audio case studies in four Western Australian sites   

A number of audio-visual learning resources were developed to support the program learning 

objectives.  Audio-visual materials included: 

 Aboriginal community members and health practitioners experiences of health care 

communication and reflections of what more effective communication meant to them 

 Real-life case examples of practitioner-client consultations with practitioners who were 

identified as ‘effective communicators’ in Aboriginal health care.  Practitioners were from a 

number of health professions in four geographical areas of Western Australia and were filmed in 

a patient consultation.  

 Consultations between practitioners and simulated patients. These were developed in order to 

illustrate an aspect of communication/Clinical Yarning or in a situation where a consultation with 

a real patient might have been inappropriate e.g. Emergency Department.  

Videos were matched and edited to suit the part of the learning program. In total 53 video segments 

were produced, involving 37 community members or health practitioners, in four locations; 

Geraldton, Mount Magnet, Perth and Bunbury.  Videos were incorporated into face to face 

workshops, the eLearning program (see below), and collated as a set of learning resources to 

support other Aboriginal health care communication education.   

 

Engagement of an educational consultancy for development of the eLearning program 

Next Learning, a Perth-based education consultancy, was contracted to produce an eLearning 

program based on the Clinical Yarning outline, plan and eLearning activities.  

As described previously the eLearning program was not included in the formal evaluation as 

originally intended, primarily due to delays in development. Instead the program underwent 

informal review and subsequent refinement. Feedback on the content and functionality of the 

program was sought from: 

 Student learners at WACRH (9 social work students) 

 Members of the WACHS Advisory Group 

 Members of the expert advisory group 
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Based on feedback a number of modifications were made. These included improving the 

functionality by organising modules and learning activities, formatting the ‘Take Notes’ function, 

refining quizzes, and modification of a completion certificate for modules 1-4.  

The url of the eLearning program is: https://www.clinicalyarning.org.au/  

 

Participant Evaluation  

34 people completed the entire Clinical Yarning education program and program survey. Four 

people completed part of the workshop and did not complete the program survey because they 

were called away to attend to an urgent clinical presentation (two participants in Meekatharra, two 

at Midwest Mental Health). 

Most participants were from mental health, and this group included social workers, counsellors, 

outreach workers in community alcohol and drug services, diversion officers, and support workers 

(Figure 1).    

 

Figure 1: Number of participants from each profession 

 

 

Six face to face education programs were delivered. The majority of participants who undertook 

Clinical Yarning Education training were from mental health/community alcohol and drug services 

(Figure 2). Two Clinical Yarning Education training programs were delivered to this group, and one 

program to each other group.  

 

https://www.clinicalyarning.org.au/
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Figure 2: location and participant numbers for each Clinical Yarning training program. 

 
  

 
Eight participants identified as Aboriginal or Torres Strait Islander. 26 participants had undertaken 

previous cultural training.  This was most commonly online training (six participants) or as part of a 

university course (four participants). Two participants had completed cultural training overseas, in 

Canada and New Zealand.  

 
Image: Participants at Meekatharra Hospital with facilitator Wanda Flanagan (centre), May 2019 
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Pre/post Retrospective Survey  

There were significant increases in all domains (self-rated communication skills in Aboriginal health 

care, communication ability, confidence, knowledge, and the importance of Aboriginal heath care 

communication training) from before to after completing the program (Figure 3).  

 

Figure 3: Retrospective pre/post survey results for participant self-rated skills, ability, confidence, 

knowledge and importance of training in Aboriginal health care communication with (Error bars: 

95% confidence interval).  

 
 

   

Perceptions about the Program  

Overall participants had high levels of agreement toward the helpfulness of learning activities, 

amount of time, the helpfulness for practice, and whether they would recommend to others (Figure 

4).  
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Figure 4: Participant agreement to program domains with mean displayed (Error bars: 95% 

confidence interval, scale: 1 – strongly disagree to 5 – strongly agree)

 

 

Suggestions – Most useful  

Participants had a number of suggestions of what was most useful to them. The most prominent 

aspects were the simulation/interactive parts of the program, and “all of it” (Table 1) 

 

Table 1: Participants responses to “what did you find most useful?”, the number of responses and 

illustrative statements  

Area of suggestion  Number of 
respondents   

Illustrative statements   

Simulation/practical 
learning aspects   

15 Role playing - both challenging but very useful   
 
Second session role play, watching then reflecting/ discussing as a group 
was super educational as visual learning is most effective (for me). - Able to 
apply theory and see do's and don'ts. 
 
Role playing 

All/Everything 5 All of the session 
 
All of it 

Peer/group 
interaction  

4 being critically assessed in front of peers 
 
The level of expertise from all different backgrounds 
 
Group discussions  

Audio-visual learning 
resources  

4 most useful was video examples & reflection & simulated patient exercise 
 
 

Self-reflection  3 reflect on my current strategies & be mindful of improvements I could make 
to my communication style, questioning 

The Clinical Yarning 
Framework  

2 Being provided with a framework to base my discussion/ communication 
with Aboriginal patients and putting it into practice. 
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Expertise/skills of 
facilitators  

2 The knowledge provided & experienced shared  
 

Cultural awareness  1 Importance of cultural awareness and importing overseas trained doctors 
and local doctors being exposed and educated to local customs and 
traditions. 

 

Suggestions – what could be improved?  

Most suggestions for improvements related to changes or additions to the simulation activity (Table 

2). This was most commonly including patient simulation scenarios that were consistent with 

participants’ area of practice.  Other common suggestions were ‘nothing’ and to offer follow up or 

further training opportunities.  

 
Table 2: Participants responses to the question “how could the program be improved?”, the number 
of responses and illustrative statements 

 
Area of suggestion  Number of 

respondents   
Illustrative statements   

Modifications/additio
ns to simulation 
scenario  

5 Allowing a more realistic and specific setting - clinic/ community.  Providing 
the scenario prior the simulated session 
 
More scenarios reflecting different backgrounds & issues 
 
Referral: Like in an actual situation to understand the patient & situation 
better 

Nothing  5 Excellent 
 
I enjoyed it very much, found it very helpful and important 
 
Nil 

More training/follow 
up session  

4 Made widespread and available to both new and old workforce. Made to be 
mandatory 
 
Maybe a follow up session to see how skills are used in "real" situations. 

Greater detail  3 More topics to help facilitate social yarn - common talking parts for 
Aboriginal people -&gt; not having any exposure to communicating to 
community with Aboriginal people, I felt unsure what to talk about. 
 
Breakdown of each area to more steps – explain Social Yarning ice breakers  

More 
videos/examples  

2 Perhaps real life stories from indigenous people of negative experiences 
regarding - social, diagnostic and management yarning for stronger 
understanding. (There is effect in hearing stories from people you know/ 
work with/ in front of you compared to a clip acted out).  Learnt more than 
expected! Thanks! :) 

More time  
 

2 More time to allow for further discussion  

More practice  
 

1 More practice sessions 

 

 

Facilitator Observations 

Observations by facilitators were generally consistent with participant feedback. Facilitators noted 

that participants were ‘energised’ by the interactive activities in the learning program. Facilitators 

also noted that the performance of the simulated patient had an impact on the success of the 
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simulated learning and, in particular, a simulated patient who was able to react to the situation was 

very useful.  

…he (the simulated patient) was a difficult patient in terms of his willingness to engage in 

communication. Maybe ask him to be less complex initially. He did very well turning the 

difficulty up and down (Facilitator 1) 

Simulated patients were community members identified by facilitators and who were then invited to 

participate.  

Facilitators also reiterated the importance of adult learning approaches and involving the 

participants in problem solving. In reference to one workshop activity in which participants 

identified ‘what is better’ in Aboriginal health care communication one facilitator noted: 

Their (the participants) list of “what is better” was very much in line with Clinical Yarning (see 

figure 1 below) 

 
Figure 1: photo of whiteboard after “what is better” workshop activity, completed before the Clinical 
Yarning framework was presented  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

An additional unanticipated benefit during workshops observed by facilitators were positive 

interactions between Aboriginal and non-Aboriginal participants. Eight participants were Aboriginal. 

Facilitators observed that during workshops Aboriginal staff provided informal cultural awareness 

education, and non-Aboriginal staff asked cultural related questions of Aboriginal participants.   

 

Interviews – Health Managers 

Six health care managers, at least one from each health site, were interviewed. Interviews lasted 

between 20 and 40 minutes in length. Interviews were centred around three major themes reported 
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below; 1) existing cultural training, 2) about Clinical Yarning, and 3) future implementation 

considerations.      

i. Existing Cultural Training  

With the exception of an organisation-wide mandatory online cultural training package, cultural 

training in WACHS either did not occur or ad hoc in nature and delivered by Aboriginal staff when a 

need arose: 

Other than that (online cultural training), to be honest not really much else happens 

(Participant 5) 

…recently XXXXX did some training with all the staff on sorry business to help the whole staff 

have an awareness of what that means in that process (Participant 3) 

Most participants indicated that online cultural training did not meet the needs of clinicians:  

…that’s quite broad, it’s not particularly clinical… that’s just… generic for everybody 

(Participant 5) 

It's more a history lesson than anything else isn't it? (Participant 6) 

In contrast GRAMS provided regular face to face cultural training:  

We have cultural awareness training, which happens every month. That's delivered by XXXX. 

(Participant 2) 

 

ii. About Clinical Yarning  

Participants discussed two subthemes, relating to the concept of Clinical Yarning and the Clinical 

Yarning training.   

Participants were universally supportive of the Clinical Yarning concept. A common theme was that 

Clinical Yarning addressed a current gap; including both a gap in communication between Aboriginal 

patients and clinicians and a gap in existing cultural education.  

There is a big difference in the communication style between clinicians and Aboriginal 

patients and the information that Aboriginal people need (Participant 1) 

…it’s usually that sort of adhoc (cultural) information that we get, and that I think is a big 

gap in our service at the moment, is that we’re not getting proper clinical training, that is 

more culturally appropriate for our clients. (Participant 5) 

Another participant highlighted the uniqueness of the Clinical Yarning approach: 

It was something that was never heard of before to be honest. You know it doesn’t come 

through medical school, it doesn’t come through you know your junior doctor training or 

anything. So it’s completely new… So it’s something that we just don’t get any sort of 

exposure to. So yeah, no, I thought it was good, because I’ve never seen it before. 

(Participant 6) 

A second substantive subtheme related to the Clinical Yarning training.  All participants reported 

strong positive feedback about Clinical Yarning training from staff within their areas.  
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…there's been positive feedback. So, there's nothing here that's come back negative at all. 

So, they do feel that it was worthwhile and that they're glad that they did it, yes. (Participant 

2) 

This was supported by emails forwarded by program participants following the training with some 

suggesting it should be delivered widely and another relating changes to their practice: 

I enjoyed the presentation. I found it applicable not only for Indigenous patients but can see 

the benefits for all of our patients. It is useful as part of our orientation. (Medical participant)  

Thank you so much for the training today.  Everyone enjoyed it and agreed that it should be 

delivered widely to all clinicians. (Medical participant) 

I enjoyed your presentation/ facilitation. It is already in action here. The day after your 

workshop I had a new client referral and in our “yarning” found out so much about her (& her 

brother) being one of the last desert people – from between Alice Springs and Darwin. All 

about her journey from up North with a sick child  down to Adelaide and how she came to be 

here in Geraldton – and  how after her child became disabled from meningitis and  died at 13 

years she went on a drinking binge and was consequently incarcerated by Justice system. 

Now a grandmother and a woman whom I felt honoured to meet and hear her story. (Mental 

health participant)  

 

About half of health managers interviewed highlighted the practical aspect of the training and its 

usefulness to practice. 

So, I think the practical component is a big emphasis on making them feel secure in the 

workplace and actually giving them those skills to actually defuse situations that they're 

faced with, and how to communicate more effectively with the client.  Because sometimes 

they're taught about asking questions that are in a care plan, but there's a way of asking 

those questions to people to get a better response. (Participant 4) 

The staff who have done it really have found it very helpful, and practical actually for what 

we do with our clients. (Participant 5)  

 

iii. Future Implementation Considerations 

Participants all strongly supported continued delivery of Clinical Yarning education.  Subthemes 

included different delivery options, a train-the-trainer model, and opportunities and challenges for 

future implementation.   

Some, but not all participants, indicated that having multiple delivery options would be helpful, 

especially the option for part of the training to be offered via eLearning. The flexibility of eLearning 

was seen as useful to learners, especially those in remote areas: 

ELearning gives options to our staff who are out in outer regions who can’t get in to town to 

do it.  I think in this day and age we do need to have a few different options for training. 

(Participant 5) 

However eLearning was only viewed favourably if accompanied by face to face, practice-based 

training as well:     
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One thing - good thing that computer training is very good at, is repeating the same 

information over and over again, and people can do it at their leisure, and then being able to 

do the practical stuff face to face. (Participant 3) 

In contrast, one participant exclusively supported face-to-face training instead of a combination of 

eLearning and face to face training:  

Yeah, look I'm in two mixed minds about that sort of half online half practical stuff. I mean a 

lot of our courses seem to be going down that way of doing, you know, some of I suppose the 

bookwork online and then reducing the face-to-face time. I think some people respond to it. 

Some people don't respond to the online stuff. They don't do it. They put it off and when they 

do they just click next, next, next, next, next and don't bother actually reading it. (Participant 

6) 

A train-the-trainer model, in which staff from within health care services were supported to deliver 

Clinical Yarning education programs, was generally viewed favourably.  Some of the benefits 

discussed by participants were building capacity of Aboriginal and non-Aboriginal staff to deliver in 

partnership, and being able to meet training needs 'self-sufficiently’: 

The partnership model of facilitation (with an Aboriginal and clinical facilitator) works well.. 

(it) benefits Aboriginal staff because it is not just them saying there is an issue… (it) increases 

the confidence of Aboriginal staff to talk up about issues (Participant 1) 

The more we can do at home base the more I'd support it.  So, to have a local person trained 

effectively to deliver this training to me would be beneficial, because the challenge we have 

is that we depend a lot with other training on people coming out… So, the more self-

sufficient we can be at the workplace the better it works for us really (Participant 4) 

Half of health managers interviewed discussed the importance of identifying the right person for a 

trainer role. In several cases participants identified specific people from within their workplaces who 

they felt were suitable, whilst others highlighted how identifying the right person could be a 

challenge:      

I know you met XXX who's our Aboriginal liaison officer.  I know she's very keen on cultural 

awareness training and any aspects of that…. So for somebody, for example, like her that is 

an Aboriginal person that's talking about Aboriginal issues and part of her role is facilitating 

and educating Aboriginal people to come to their medical appointments and supporting 

them to do so - somebody like her would be a key component to have as a trainer to provide 

ongoing education to our new employees as part of their orientation to site. (Participant 4)  

…sometimes organisations invest a lot in staff getting train the trainer, they don't end up 

delivering it or they go away or they lose interest.  Obviously, it’d be an expression of 

interest, and for us to recruit the right person, who’s first of all quite interested in training, 

has some experience, is a good trainer, and is quite committed to it, committed to the 

principles of it.  It all depends on finding the right people to be trainers, recruiting them. 

(Participant 5)  

I mean we might be lucky, if you put it out there then you might find someone who is really 

keen and wants to take it on, but I wouldn't count on that. (Participant 6)  

An additional consideration, discussed by one participant, was to provide suitable training and 

support to potential trainers:  
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I think what would help is regular support, but if you're going to train somebody locally to be 

the train the trainer, I think it's making sure that they have adequate support to support 

them to continue in that role. (Participant 4) 

Participants identified a number of strategies to support future Clinical Yarning education programs.   

A number of participants talked about including Clinical Yarning within existing training 

systems/approaches within health. This included mandatory training, orientation, and existing 

professional development programs:   

Implementing CY would be helped if mandated through regional executive or WACHS board… 

maybe as a KPI… this would add weight and reduce barriers (Participant 1) 

We could introduce it at orientation level. Locums who come visit us all the time, you may 

have a shortened version that we could introduce to the locums at orientation. Bearing in 

mind that they are maybe here for a week or two weeks but we do need to have the first half 

a day for locums to be training. That could be slotted into something that is mandatory 

orientation. (Participant 2) 

We have to do 50 hours of mental health related training, which this can fit in to, but 10 of 

those hours are focused psychological solutions, and they're a bit harder to find.  I'm thinking 

this probably could fit in to that, because it does really help our clinical skills and the way we 

talk to Aboriginal clients.  (Participant 5)   

We have regular teaching programs with our senior docs, we have a sort of monthly to 

fortnightly senior doctor education session that usually runs the whole morning. So we just 

see it being slotted into one of those slots. It's normally a four hour slot that morning, so you 

know you can just take over the whole session (Participant 6) 

However another person felt that labelling something as ‘mandatory’ was viewed negatively by 

some staff:   

Oh, look, I mean I think, yes it probably should be mandated in the future, but I find the 

minute you put the word mandatory on something, people's interest goes down (Participant 

6) 

A significant subtheme relating to future implementation was building partnerships and allies within 

health as a means to move ahead. Participants recommended developing partnerships at multiple 

levels; with managerial structures, Aboriginal staff, and identified leaders from within health 

settings: 

I think good engagement with the Aboriginal workers on the ground is really useful, because 

they're the ones that will be promoting it in the service, and they'll know, when you're having 

that conversation, they're able to draw on that when they're having the corridor 

conversations, or the clinical reviews, as well, in that process.  Some top-down support 

doesn't hurt either, as well. (Participant 3) 

I think your biggest thing is maybe approaching it at an executive level now.  So, if you've 

been delivering the training and you're getting your evaluations back - is putting that work 

together.  I would say rather than be sending things into WACHS, I would say what you want 

to do is try and make a time to give a presentation to the executive in WACHS.  (Participant 

4) 

[Senior manager] would be a good ally locally (Participant 1) 
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A final suggested opportunity was to link training of Aboriginal staff as Clinical Yarning facilitators to 

a recognised qualification:   

I think some sort of an accreditation would be good, particularly for our Aboriginal staff, 

because I find they do all sorts of things, they're expected to do a lot of different things, but 

they're not officially recognised for the skills that they have.  If you somehow link to some 

kind of an accreditation as a trainer, that would be an incentive… They might get a 

Certificate 4 in Training and how would this contribute to that, how can we say this could be 

part of their accreditation that they do and they go to TAFE and do the rest of it, or 

something like that. (Participant 5) 

Several challenges were discussed by individual participants.  These challenges included; clinicians 

who may have an unhelpful inflated attitude toward their skill level, and challenges related to a 

remote health context. These included transiency of staff (if there were a train-the-trainer 

approach), and the difficulty of scheduling training in low-staffed environments: 

I think one of the main hurdles for us will be our transiency of staff because that's something 

that we have to take into consideration; that whoever might be chosen to do it now we've 

always got to have good succession planning in place for those people should they choose to 

move on. (Participant 4)  

I mean I think the problem you're going to have once you go to the smaller sites is a problem 

we have here, is just getting the staff off the floor to attend. We're lucky we've got slightly 

more staff so we have more staff off-duty who can come in. You go to xxxxxxxx or 

somewhere like that where there's only four or five docs, you're basically going to have to 

deliver it almost one-on-one or one-on-two, because the other two will be working. Then try 

and get them when they're not on days off and going away somewhere and all that. 

Logistically it just becomes challenging. (Participant 6) 
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DISCUSSION 

In the Clinical Yarning Education project we have developed, implemented and undertaken an initial 

evaluation of a new approach to clinical communication with Aboriginal patients. This approach may 

be useful for addressing some of the health inequalities experienced by this patient group. Clinical 

Yarning builds upon well recognised approaches to the clinical consultation and importantly, adapts 

these to the cultural context of Aboriginal people and their communities.  The project has resulted in 

development of a learning program comprised of theory and practical learning elements.  The theory 

element can be delivered either in a small group face to face workshop format or via an eLearning 

program. Both delivery methods are supported by audio-visual resources developed for the project. 

The practical learning element was delivered using simulation working with Aboriginal simulation 

patients.  A pilot evaluation of the program offers sound preliminary support of both the Clinical 

Yarning concept and the approach taken. The evaluation also highlights a number of considerations 

for implementing the program in the future, and in particular, how the program might be scaled-up 

in order to reach a wider audience alongside ongoing research and evaluation. 

Participants reported significant increases in self-rated skills, ability, confidence and knowledge in 

Aboriginal health care communication following the Clinical Yarning education program. Although 

there are few programs that have used a similar pre-post retrospective questionnaire methodology, 

in one successful four-hour cultural competency training program in Oregon, USA, participants 

recorded a comparable increase in skills related to communication e.g. use of explanatory models 

during patient-provider communication and working with interpreters 34.  Similar to Clinical Yarning, 

the Oregon project had a focus on knowledge and skills acquisition, although the specific activities 

were not described.   

Qualitative feedback from workshop participants strongly valued the active elements of education 

including role-play and group interaction. This support the approach used in Clinical Yarning 

education, which was based on adult learning principles 23 and evidence that role-play, reflective 

feedback, and small group discussion are the most effective techniques for clinical communication 

training 24 25. 

Interviews with health managers were consistent with feedback from participants; Clinical Yarning 

Education was valued and useful to practice. Furthermore, Clinical Yarning Education addresses a 

need that is currently unmet in cultural training or professional development. Regular cultural 

training workshops occurred only at one project site. Discussion with the WACHS project advisory 

group suggested that the delivery of cultural training varies on a site-by-site basis across different 

health regions of Western Australia and is somewhat ad hoc. Whilst WACHS has a mandatory online 

cultural training module, this was not universally viewed as of practical use to clinicians.  One of the 

six WA Health Aboriginal Health and Well Being Framework 13 strategic directions is to develop a 

culturally respectful and non-discriminatory health system, and an implementation objective for 

“improved access to cultural education and training for non-Aboriginal staff including opportunities 

for on-going professional development” p13 35.  Similarly a priority of WAPHA is to build cultural 

competency of general practice 12. Clinical Yarning Education clearly aligns with the strategic 

direction and objectives of WA health care organisations.   

Clinical Yarning workshop participants reported a high usefulness to their practice and the practical 

focus was valued. Our intention was for Clinical Yarning to compliment cultural safety/security 

training and provide clinicians with practical steps and some tools to ‘action’ culturally secure clinical 

care. One recent cultural development framework, “Cultural Responsiveness in Action” 36 describes 

three key considerations for cultural responsiveness which are; knowing e.g. skills knowledge and 
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experiences, being e.g. attitude and values, and doing e.g. actions. This is a helpful framework in 

which to contextualise Clinical Yarning education. Whilst the practical focus of Clinical Yarning 

primarily addresses the ‘doing’ aspect, it is important, that Clinical Yarning is viewed as part of 

clinicians’ overall cultural development with the ultimate aim of improving the cultural security of 

care.   

 

Future Considerations  

There is strong preliminary support for Clinical Yarning education, it meets a gap within current 

cultural training, and aligns with the strategic direction of health organisations within WA to improve 

the cultural security/competency of health care practitioners and services. This project provides a 

sound foundation for continued development.  

Clinical Yarning Education should be scaled up to other regions with Western Australia (and other 

Australian sites who have already expressed an interest), alongside a research and evaluation 

program to evaluate outcomes and implementation processes. To do this further resources will be 

needed (discussed below). Evaluation findings also strongly support the importance of working 

closely with health organisations at multiple levels if implementation is to be successful.   

A number of principles underpinned our approach in the Clinical Yarning Education project and 

should be continued in future Clinical Yarning educational activities. These are that:  

 Clinical Yarning education should complement local cultural awareness training. As discussed 

previously, Clinical Yarning does not replace local cultural learning. Local cultural awareness 

training might include, for example relevant histories, language(s), and community and cultural 

attitudes and beliefs. Knowledge/awareness about culture is a foundation to effective Clinical 

Yarning. Clinical Yarning operationalises cultural awareness by translating this knowledge into 

some tools for clinicians to use in their practice.    

 Future Clinical Yarning education must include practical learning as well as theory/knowledge. 

Evidence supports that in order to change clinician communication behaviours, a process of skills 

practice, reflection, rehearsal, and repetition is needed 37. Practical learning in the Clinical 

Yarning project involved practice with Aboriginal simulation patients. Depending on the setting, 

practical learning could also involve case-based learning working with patients, provided a 

suitable learning environment is in place – see below.     

 Clinical Yarning education delivery should be informed by evidence. The education approach in 

the current project was guided by the principles of adult learning, sound small group facilitation 

skills, and the ALOBA method during Clinical Yarning simulation 24. Future programs should apply 

these approaches, especially experiential learning that facilitates reflection, well-intentioned, 

detailed and descriptive feedback, and repeated practice and skills rehearsal 24. 

 Clinical Yarning education should be facilitated by staff with clinical knowledge and an Aboriginal 

person with cultural knowledge.  In most but not all cases, it is likely that programs will be co-

facilitated by a non-Aboriginal clinician and Aboriginal staff member. Co-facilitation should 

reflect good clinical practice that involves successful partnerships. It also reflects a shared 

responsibility and acknowledgment by Aboriginal and clinical staff that improving the 

effectiveness of communication is important.  

 

Another issue not specifically examined in this project was the access to general patient-centred 

communication training and development opportunities. The effectiveness of clinical 
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communication could be improved in all areas of health care 38 39 and there is a growing impetus to 

improve access to communication education 40.  Clinical Yarning aligns with other patient-centred 

communication approaches and emphasises particular patient-centred communication skills found 

in these approaches, as well as introducing skills that are unique to Clinical Yarning.  Access to both 

Clinical Yarning and generic patient-centred communication education would be helpful, although it 

is likely that currently there are limited opportunities for the latter. This warrants future 

consideration.     

 

Future Options to Extend Clinical Yarning Education 

We propose three options to continue and extend Clinical Yarning Education in Western Australia: 

1. Continued delivery of face to face workshops by WACRH  

2. Delivery of Clinical Yarning theory via the eLearning program and practical learning facilitated by 

WACRH staff 

3. Training health staff to facilitate Clinical Yarning Education ‘in-house’ via train-the-trainer 

approach   

 

The advantages and disadvantages of each approach are outlined in table 1 and additional 

considerations for each option discussed below. We have also included an estimated cost per 

participant for each option. The assumptions made and an overview of cost calculations for each of 

these options are include in Appendix 6.    

Table 1: Advantages and disadvantages of each proposed option. 

Delivery Option  Advantages  Disadvantages  

Delivery of face to face 
workshops by WACRH  

Positive outcomes have been 
demonstrated with this approach. 
Program quality is consistent. 
Costs of the program are predictable.  

The reach of the program is constrained 
by the capacity of WACRH staff. 
A pay-per-program is potentially more 
costly in the long run. 

Delivery of Clinical Yarning theory 
via the eLearning program and 
practical learning facilitated by 
WACRH staff 

There are reduced costs compared to 
face to face learning.  
Learners can access eLearning when 
and where it suits, it is more flexible.  
  

Reach of the program is constrained by 
the capacity of WACRH staff. 
Some health care staff prefer face to 
face learning. 
The eLearning program has not 
undergone rigourous evaluation.  

Build capacity of health staff to 
facilitate Clinical Yarning 
Education via train-the-trainer  

There is greater potential for 
sustainability and increased possible 
reach of the program. 
There is less reliance on external 
bodies. 
It develops the capacity of health staff.  

Higher upfront costs. 
Trained facilitators need to receive 
ongoing support to ensure quality. 
Identifying potential facilitators could be 
challenging, especially in areas with 
limited workforce.  

 

i. Delivery of face to face workshops by WACRH  

This approach is a continuation of the current project and involves delivery of theory and practical 

learning elements either in two 2-hour sessions or as a single four hour workshop. Our evaluation, 

from the perspective of learners, supports this approach. The primary disadvantage is that it is 

limited by the capacity of WACRH staff and therefore, the potential reach of the program, both in 

term of the number of possible participants and geographical coverage. This approach might be 

more suited to implementation of Clinical Yarning within a discrete unit or health service with a 
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relatively small number of staff members, for example less than 100, who are located in one 

geographical region.    

An estimated cost for this approach is $146 per learner (program delivery costs only, assuming a 

group of eight learners - see Appendix 6).      

ii. Combination of eLearning and practical learning facilitated by WACRH  

In this approach learners complete half of the training via the self-directed eLearning program 

individually or as a group, with the practical learning component facilitated by WACRH in a face-to-

face workshop. His model has the potential to be more cost-effective by effectively halving facilitator 

costs.  The other main benefit of eLearning is the flexibility for learners to complete this part of the 

program as it suits them. However implementation of this approach may be need to be negotiated 

with a health unit or service. Some learners expressed a preference for face to face workshops 

rather than eLearning. Furthermore, for some services a face to face workshop can be scheduled and 

may be more reliable than relying on staff to self-complete the eLearning program. 

An estimated cost for this approach is $80 per learner (program delivery costs only, assuming a 

group of eight learners - see Appendix 6). 

iii. Increase the capacity of health staff to facilitate Clinical Yarning Education via a train-the-trainer 

approach. 

A train-the-trainer approach to Clinical Yarning was supported by most health managers and there 

are benefits in terms of sustainability, the potential to increase access to the program, and building 

the capacity of health staff. One consideration is the higher upfront costs to develop the train-the-

trainer program and time required to train staff. In addition a clear strategy is needed for ongoing 

support of newly trained Clinical Yarning facilitators. Anecdotal evidence from members of the 

project expert advisory group also suggests that selection of future facilitators is important and in 

some projects, as many as half of facilitators have struggled with the role as clinical communication 

educators.  

Another consideration is selecting who, from within health, to train as facilitators. A cohort of 

trainers could be identified from within an area of health care e.g. mental health, or from within a 

particular health region. Although in a number of cases Aboriginal staff are tasked with building the 

cultural awareness/security of other staff, consideration must be given in balancing the benefits of 

building the capacity of staff against over-burdening an already-stretched Aboriginal workforce with 

extra responsibilities. Investment in additional Aboriginal staff may be needed. Alternatively there 

may be an existing Aboriginal workforce suited to facilitating Clinical Yarning education.  One 

potential group are Indigenous Health Project Officers employed under the Integrated Team Care 

program (commissioned by WAPHA).  

The estimated cost to develop the train-the-trainer resources is $16,321. Thereafter the estimated 

costs to train Clinical Yarning facilitators is $806 per facilitator (delivery cost only, assuming a group 

of eight facilitators – see Appendix 6).   
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Future Research Questions 

Clinical Yarning has cultural and face validity but further research, alongside implementation 

strategies, is recommended. Depending on what approach is taken future research questions 

include: 

 What is the effect of Clinical Yarning education on patient outcomes, including patient 

experiences of care? 

 What ‘dose’ of Clinical Yarning education is needed in order to effect a useful change in clinical 

communication behaviours?  

 How can Clinical Yarning be implemented successfully within different health care services? 

 How can clinicians be most effectively trained as Clinical Yarning facilitators?   

 

Limitations and Strengths 

Limitations of the project were that it was a preliminary evaluation from the perspective of learners 

and health managers only. Whilst pre/post retrospective surveys avoid the issue of respondents ‘not 

knowing what they don’t know’ found in a traditional pre-test post-test survey 26 in the future, 

examining other outcomes such as clinician communication behaviours would be useful. In particular 

it would be helpful to understand whether Clinical Yarning education is of sufficient ‘dose’ to achieve 

changes in practitioner clinical communication. Examining the effect of Clinical Yarning education 

from the perspective of patients is also needed. Ideally comparing Clinical Yarning to an alternative 

intervention may be helpful but at present there is no known alternative to meet this well-

established need.  This is also a strength of the project. Clinical Yarning is a new innovation to 

address the critical yet unaddressed issue of ineffective clinical communication in Aboriginal health 

care. A further strength was the mixed-method approach to evaluation which allowed us to gain 

deeper insight and to triangulate our findings.   
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SUMMARY AND CONCLUSIONS  

The Clinical Yarning education program aimed to improve the effectiveness of clinical 

communication in Aboriginal health care. Effective patient-practitioner communication is the basis 

of safe and effective health care. Sadly, ineffective communication is a major barrier for Aboriginal 

patients when accessing care.  

The Clinical Yarning education project developed an education program for health practitioners and 

students. The program consists of a workshop delivered in two 2-hour sessions – theory and 

practical. An eLearning program was developed (www.clinicalyarning.org.au) that can be used as an 

alternative to face-to-face delivery of the first session (theory).  The program uses a ‘best-evidence’ 

approach for clinical communication education and is supported by a large number of high quality 

audio-visual learning resources.  

A mixed-method pilot evaluation was undertaken in one region that involved ascertaining outcomes 

and feedback from program participants (n=34) and health care managers (n=6) from involved 

services/departments. Evaluation findings were unequivocally supportive.  

This project provides a strong foundation to systematically address this critical yet under-served 

aspect of health care. In the immediate term we have proposed three possible options to sustainably 

‘roll-out’ Clinical Yarning education to other geographical and health areas, alongside research and 

evaluation examining outcomes and implementation processes.  Continuing this work is an 

important priority if equitable and culturally secure health care for Aboriginal people is to be 

realised.  

 

 

  

http://www.clinicalyarning.org.au/
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Appendix 1: Retrospective pre/post survey  

Clinical Yarning Education Program 

1. Are you completing this program as a student?  Yes  ☐ 

No  ☐ 
 
2. What is your profession/area of study/area of work? ____________________ 
 
3. What is your age (in years)?    _______________ 
 

4. What is your sex?   Male  ☐ 

Female  ☐ 

Other  ☐ 
 

5. Do you identify as Aboriginal or Torres Strait Islander?  Aboriginal   ☐ 

Torres Strait Islander  ☐ 

Both    ☐ 

Neither   ☐ 
 

6. Where are you undertaking this training?    WACRH    ☐ 

Meekatharra    ☐ 

GRAMS    ☐ 

Midwest Mental health   ☐ 

GRH Emergency Department   ☐ 
Other, please list: _____________

   

7. Have you had previous cultural training?  No ☐ 

Yes ☐ if yes, please describe: ____________ 
____________________________________ 
____________________________________ 
____________________________________ 

 
 
8. Please circle one rating for both before and after this workshop: 
 

  Low  Moderate  High 

a. How would you rate your level of skill to 
communicate with Aboriginal patients: 

     

                                       Before this workshop 1 2 3 4 5 

                                          After this workshop 1 2 3 4 5 

b. How would you rate your ability to 
communicate with Aboriginal patients 

     

                                       Before this workshop 1 2 3 4 5 

                                       After this workshop 1 2 3 4 5 

file://///oxygen/appenidx
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c. How would you rate your confidence to 
communicate with Aboriginal patients: 

     

                                        Before this workshop 1 2 3 4 5 

                                          After this workshop 1 2 3 4 5 

d. How would you rate your knowledge of 
patient-practitioner communication in 
Aboriginal health care: 

     

                                        Before this workshop 1 2 3 4 5 

                                           After this workshop 1 2 3 4 5 

e. How would you rate the importance of 
communication training for clinicians in 
Aboriginal health care: 

     

                                        Before this workshop 1 2 3 4 5 

                                           After this workshop 1 2 3 4 5 

 
9. Please rate your agreement with the following: 
 

 Strongly 
Disagree 

Disagree Undecided Agree 
Strongly 

Agree 

a. The learning activities were helpful      

b. The amount of time was suitable      

c. The program was helpful for practice      

d. I would recommend this program to others      

 
 

10. What did you find most useful? 
 
 
 
 
 
 
 
 
 
 
 
11. How could the program be improved? 
 

 



 

32 

Appendix 2: Interview/Yarning Guide Departmental and Organisational Representatives 

 

Yarning Guide – Departmental and Organisational Representatives 

Purpose 

The purpose of this research yarn is to explore organisational perspectives about training local 

health staff to facilitate Module 5 of the Clinical Yarning Education program and the feasibility of 

implementing this training into the future. 

 

Guide 

Can you describe how Clinical Yarning Education fits with education/training activities of your 

department? (Prompts: what other education/training is there? how often does training/support 

occur? Is Clinical Yarning education valued? Why/why not?) 

Describe model of Clinical Yarning education – eLearning, training health staff as facilitators of 

module 5. How effective do you feel this approach has been? (Prompts: Why/why not? 

Examples/stories to illustrate)  

How feasible is implementing Clinical Yarning Education in your department/other regions in the 

future?  (Prompts: What could help this? What could hinder? How could this be better?)  

What else?  
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Appendix 3: Copy of workshop session 1 – PowerPoint slides  
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Appendix 4: Agenda-led outcome-based analysis (ALOBA) - Principles 1 

 

Start with the clinician’s 
agenda  

Ask what problems the clinician experienced and what help he would 
like from the rest of the group. 

Always look at the outcome 
you are trying to achieve  

Thinking about where you are aiming and how you might get there 
encourages problem solving -effectiveness in communication is always 
dependent on what you are trying to achieve.  

Encourage self-assessment 
and self problem-solving first  

Always allow the clinician space to make suggestions before the group 
shares its ideas. 

Involve the whole group in 
problem solving  

The group should work together to generate solutions not only to help 
the clinician but also to help themselves in similar situations. 

Use descriptive feedback to 
encourage a non-judgmental 
approach  

Descriptive feedback ensures that non-judgmental and specific 
comments are made and prevents vague generalisation. 

Provide balanced feedback  Each group member should ensure that they provide a balance in 
feedback of what worked well and what didn't work so well: this 
supports the learner and maximises learning -we learn as much by 
analysing why something works as why it doesn't. 

Make offers and suggestions, 
provide alternatives  

Make suggestions rather than prescriptive comments and reflect them 
back to the clinician for consideration. 

Rehearse suggestions  Rehearse and practise suggestions by role play -when learning any skill, 
observation, feedback and rehearsal are required to effect change  

Be well intentioned, valuing 
and supportive 

It is the group's responsibility to be respectful and sensitive to each 
other. 

Value the tape as a gift of raw 
material for the group  

The consultation provides the raw material around which the whole 
group can explore communication issues: group members can learn as 
much as the clinician doing the consultation and should be prepared to 
make and rehearse suggestions -the clinician should not be the constant 
centre of attention. 

Opportunistically introduce 
teaching exercises and 
research evidence 

The facilitators should opportunistically offer to introduce teaching 
exercises and research evidence to help to draw out principles of 
communication and to illuminate learning for the group as a whole. 

Structure and summarise 
learning so that a constructive 
endpoint is reached  

The facilitators should summarise the session to ensure that learners 
piece together the individual skills that have arisen into an overall 
conceptual framework. 

 

1 Kurtz S, Silverman J, Draper J. Teaching and learning communication skills in medicine. CRC press; 
2016. 
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Appendix 5: Example of a simulation scenario for a patient presenting to the Emergency 

Department  

A Flare-up of Pain – Emergency Department  

For emergency department staff: doctors, nurses, nurse practitioners, physiotherapists    

Information for learners: 

[William] is a 50 yr old man who injured his back 10 years ago at work. He has had constant pain 

since and has been unable to work.  

He is under the Pain Management Centre. Yesterday his pain increased a lot.  Now he is having 

trouble moving and getting around.   

Information for Simulation Patients: 

Your name is [William Hurley]. You are a 50 yr old man who injured your back at work 10 years ago.  

The original injury was something simple – bending down to pick something small off the ground. 

You had immediate severe pain in your back that shot down your leg. You had to get driven into the 

nearest nursing post one hour away, and ended up getting air lifted to Perth to one of the major 

hospitals.  

The experience was frightening for you at the time. Back then you spent 2 months in hospital having 

scans and various tests (you don’t recall what) and eventually after 6 months, had surgery on your 

back.  You weren’t sure what they did – it was all medical terminologies.  Your pain hasn’t changed 

and for the past 6 years you’ve been under the pain clinic. You have ongoing constant pain in the 

back, sometimes leg pain.  

You have been on a disability pension for the past 4 years and take a variety of medications to 

manage your pain.  One month ago you separated from your long term partner. She ‘just didn’t get 

what it was like’ for you to live with pain and you had been arguing more and more frequently.  

You’ve had some low points living with the pain. Recently you haven’t been going out much, drinking 

more than usual, and have been lacking in motivation.  

Yesterday your pain flared right up and now you’re battling to do anything at home. You’ve had 

enough and are worried that you’ve done something serious. You’ve had flare-ups in the past, never 

this bad.  

Reason why you are there  

You want some help. You’re worried something serious is going on and perhaps you need a scan. 

Also something else for pain.  You are currently taking Physeptone 10mg bd, Pregabalin 75mg bd 

and Tramadol.  Apart from the medications, you are not doing anything else to help with your pain.  

Your Demeanour 

You are worried about your pain. This is evident in the way you are speaking – at first you’re not 

offering too much information unless the person makes you feel comfortable to do so.  

Further information to be disclosed if there is appropriate communication and you feel comfortable: 

1. From what the scans reported years ago you have a ‘degenerated spine’ with ‘disc prolapses’. 

You’re worried that you’ve done more damage this time.  

2. You are stressed out at the moment with your separation from your partner. Also, one of your 

kids, who is grown up and lives in the city, has been getting into trouble   
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3. You smoke moderately heavily and don’t really eat properly (lots of takeaway – your favourite is 

Red Rooster, not many fresh vegetables or fruit).  

4. You’ve been having trouble getting motivated recently and spend a lot of time sitting/lying on 

the couch. 

5. You’ve been avoiding seeing other family and friends.  

 

About the program 

The aim of this program is to improve the students’ skills in communicating with Aboriginal patients. 

Part of this is practising communication skills, such as with someone acting in a ‘simulated patient’ 

role.  

In this program students are learning about a communication framework called ‘Clinical Yarning’.  

Clinical yarning is a more patient-friendly way to gather information during the consultation.  

Clinical yarning has three parts; a social yarn - sharing information about each other, finding out 

about you and common interest, a diagnostic yarn - gathering clinical information, but in a 

comfortable conversational way, and a management yarn - finding out what you know about your 

health, explaining health in ways that are understood (no jargon), and coming to a shared plan.  

When giving feedback to students you can consider: 

 How did the student/learner introduce themselves to you? 

 Did the student/learner make you feel comfortable? If so, how? If not, why? 

 Was there a social yarn? 

 How were you encouraged to tell the student/learner about your health issue?  

 Did you feel able to comfortably tell your health story? Why/why not?  

 What health information was provided to you?  

 How was information provided to you?  

 Was it explained to you in way you understood/felt you could act on? Why/why not?  

 How could the learner have done things differently to improve communication for you? 
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Appendix 6: Estimated costs of three potential future Clinical Yarning Education options 

1. Delivery of entire Clinical Yarning Education program by WACRH via a face to face workshop.  

 

This is for costs for facilitators only and does not include time for participants to attend or 

incidental costs such as venue fees or catering. This also assumes limited travel costs (same 

town), that there is an experienced Aboriginal simulation patient, and a group of 8 learners.   

 

The estimated cost is $146 per participant.  

 
Item Detail Cost ($) 

Personnel costs – 
facilitators  

2 WACRH staff members, 1 academic level C, step 3 
($83.20/hr incl on-costs), and other general casual 
level 5, step 1 ($51.22/hr incl on-costs). 
Delivery of Clinical Yarning Workshop – 4 hours 
Preparation (includes organisation of simulation 
patient, travel, preparation of learning materials, 
handouts, evaluation, set-up of audio-visual 
equipment) – 4 hours  

1,075.36 

Simulation patient  Acknowledgement (voucher - $100) 100 

TOTAL   1,175.36 

Cost per learner  Group of 8 learners  146.92 

 

 

2. Delivery of practical learning element of Clinical Yarning Education by WACRH via a face to 

face workshop and theory element via self-directed eLearning.   

This is for costs for facilitators only and does not include time for participants to attend or 

incidental costs such as venue fees or catering. This also assumes limited travel costs (same 

town), that there is an experienced Aboriginal simulation patient, and a group of 8 learners.   

The estimated cost is $80 per participant. 

Item Detail Cost ($) 

Personnel costs – 
facilitators  

2 WACRH staff members, 1 academic level C, step 3 
($83.20/hr incl on-costs), and other general casual 
level 5, step 1 ($51.22/hr incl on-costs). 
Delivery of Clinical Yarning practical workshop – 2 
hours 
Preparation (includes organisation of simulation 
patient, travel, preparation of learning materials, 
handouts, evaluation, set-up of learning 
environment) – 2 hours  

537.68 

Simulation patient  Acknowledgement (voucher - $100) 100 

TOTAL   637.68 

Cost per learner  Group of 8 learners  79.71 

 

3. WACRH staff developing a Clinical Yarning train-the-trainer program and training a cohort of 

health care staff to facilitate Clinical Yarning Education via a supported train-the-trainer 

approach.  

This is for costs for facilitators only and does not include time for participants to attend or 

incidental costs such as venue fees or catering. This also assumes limited travel costs (same 

town), that there is an experienced Aboriginal simulation patient, and a group of 8 learners.   
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Item Detail Cost ($) 

Developing train-the-
trainer program  

Four weeks for 1 WACRH staff members, 1 academic 
level C, step 3 ($83.20/hr incl on-costs), and 2 weeks 
for general staff, casual level 5, step 1 ($51.22/hr incl 
on-costs). 

20,163 

Personnel costs – 
facilitators  

2 WACRH staff members, 1 academic level C, step 3 
($83.20/hr incl on-costs), and other general casual 
level 5, step 1 ($51.22/hr incl on-costs). 
 
Two 2-day training workshops.  
 
Follow-up support – observation, feedback and 
debriefing – equivalent of 2-days.  
 

6,048.90 

Simulation patients  Four simulation patients - Acknowledgement 
(voucher - $400) 

400 

TOTAL   26,611.90 

Cost per learner 
(excluding 
development costs) 

Group of 8 learners 806.11 

 

 

 

 

 

 


