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Abstract 
Indigenous peoples in multiple settings suffer an increased chronic disease burden compared to non-Indigenous peoples. 
Interpersonal “racism or discrimination on the part of health care providers” can contribute to this.  

The Health Educator Survey tool investigates Australian and New Zealand health educator’s perspectives on health 
disparities between groups. Participants were asked to nominate the location of health disparities in the curriculum, 
including who was accountable for the content, and to nominate whether the content was placed within a health disparity 
context or separately. 

Risks identified included a lack of consistency in teaching, and teaching in a prescriptive style that could lead to the 
stereotyping of people of different ethnicities. Participants also identified a lack of professional training in health 
disparities. 

Key words 
Aboriginal health, Culture, Health disparities, Health educators, Stereotypes in health 

1 Introduction 
Whilst the health disparities experienced by Indigenous peoples reflects the influence of multiple factors there is 
increasing evidence of the contribution of health practitioners to disparities in health care outcomes. This paper outlines 
implementation of The Health Educator Survey as part of the Educating for Equity (E4E) project. The Health Educator 
Survey was developed as a pilot study to investigate health educator’s understanding of the teaching of health disparities 
and how, if at all, they related this to Indigenous health. The survey aimed to find out where participants identified the 
location of health disparities content in the curriculum, including who was accountable for the teaching of health 
disparities content, and the method in which it was taught.  

Indigenous people in multiple settings including Australia and New Zealand experience a greater burden of chronic 
diseases than non-Indigenous people [1]. This disparity in health outcomes is partly due to “health professional factors” [2] 
including, clinical decision making and client/health professional communication [2]. 
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Currently little is known to what extent educational pedagogy may influence health professionals and contribute to poor 
Indigenous health outcomes [3]. The E4E project aims to contribute to improving health professionals’ knowledge, 
attitudes and behaviours, plus share experiences and approaches to Indigenous health teaching and learning in the area of 
chronic disease [1]. Whilst the E4E project is a tri nation initiative this project participants were from universities in New 
Zealand and Australia.  

1.1 Background 
The relationship between health disparities, cultural training, and Indigenous health in medical education: Health 
disparity between population groups is often a key aspect of cultural competency training [4-6]. Indeed, it has been argued 
that inclusion of cultural competency in health professional education has been driven by the belief that this will remove 
ongoing health disparities [7]. 

Numerous papers have highlighted the importance of training health professional students and physicians about health 
disparities to reduce health outcome gaps between population groups [5, 7-12]. The effectiveness of teaching health pro- 
fessional students about health disparities between population groups is an under researched area [9, 14, 15]. This includes 
evaluation of the way in which curricula may influence patient outcomes. Furthermore, one study found that many cultural 
competency courses lacked evaluation and were not developed on a grounded basis [14].  

Other criticisms include that while the teaching about health discrepancies between population groups within health 
professional curricula is predominately titled ‘Cultural Competency’, there are few other consistencies between medical 
and health science schools [7, 16]. Smith et al. [7] also found that there were inconsistencies in curriculum design. In the 
literature the structure of the content varied from an intensive five day course [17] to numerous articles suggesting 
integrated curricula is the most effective structure to teach the content [8, 18-20]. The importance of how the content is 
delivered is best described as:  

An integrated approach to cultural competence requires a whole-of-school approach...without a meaningfully 
integrated approach, cultural competence curricula is at risk of being perceived by students and faculty alike as an 
‘add-on’ to the important core curricula [9, p22].  

Cultural competency training/education is quite often relegated to the domain of Indigenous organisations [21-23], implying 
culture is not inherent across communities, work places, clubs, and in all other human activity. This can lead to a discourse 
that essentialises Indigenous culture. For example, in Australia there have been high profile campaigns that specifically 
target health disparities between Indigenous and non-Indigenous Australians [23].  

Health disparities are defined as a “difference in health that is closely linked with social or economic disadvantage” [23] and 
that “people who live in areas with poorer socioeconomic conditions tend to have worse health than people from other 
areas” [11]. Such definitions do not relate health disparities with Indigeneity. However, the public discourse of health 
disparities often depicts a causal relationship with ethnicity [24]. For example, the Australian Government and Diabetes 
Australia have delivered ‘The National Diabetes Services Scheme’ [24]. On the website for the initiative there is a section 
titled “Why Me? (Risk Factors)” and states: 

You have more chance of getting it when you are Aboriginal or Torres Strait Islander but not all Aboriginal and 
Torres Strait Islander people have diabetes. 

Aboriginal and Torres Strait Islander people live different to how they used to live. Changes that add to your 
chances of getting diabetes are: 

• Not as active 

• More overweight 

• Eating fatty salty, sugary foods. 
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This statement conflates the health disparities with Aboriginality and attributing risk factors to ‘modern’ Aboriginal 
culture, whereas these risk factors can occur in any population group. 

This conflation was also highlighted by Jaiger whose study into cultural discourse in public health revealed that in a 
majority of public health texts, ethnic minority lifestyle and cultural practices were cast as being detrimental to health [27]. 
Similarly, Briggs [28], in a discourse analysis around epidemics, found that there was an implied association that bacteria 
and viruses only affected populations based on racial background. This attribution of disease to a culture can reinforce 
stereotypes further marginalising some communities. 

1.2 Creating ‘the Other’  
It has been argued that cultural competency is a key strategy aimed at the reduction of health disparities [5], however this 
can erroneously associate the cause of the health disparity to the patient's culture. This approach can ignore the societal 
impacts on health such as racism [6], historical factors [30, 31], and accessibility of health care service systems [6, 30, 31].  

Several issues have been identified that reinforce the potential negative impacts misguided teaching may have in shaping a 
student’s perception of health disparities. This can include essentialising a culture, creating a construct of non-dominant 
cultures being ‘the Other’, and only recognising culture to be along racial or ethnic spectrum [9, 12, 20, 32, 33].  

Prescriptive teaching, when ‘taken-for-granted’ assumptions about a culture are taught [34], can also lead to essentialism 
where one ascribes an essential set of characteristics to a particular population [32]. The implication of this is that culture is 
static [12, 20]. This static approach provides knowledge to the students, and later physicians, “with a narrow, stereotypical 
understanding of what ‘Indigenous culture’ is” [32]. Furthermore this prescriptive style insufficiently recognises individuals 
within groups [20].  

One of the problems with teaching culture as static, prescriptive, and essentialising ‘the other’ is that it can lead to a 
patient/clinician relationship where patients are blamed for non-adherence of health advice [20]. This project was developed 
to explore the above factors and the extent to which they reflected current tertiary health professional educators. The health 
educator survey was developed to investigate these issues and pilot the survey tool. 

2 Methods 
The Health Educator Survey was framed in the qualitative methodology of hermeneutic phenomenology. This metho- 
dology was utilised as this research was not about finding out how health disparities between population groups is taught, 
it is about the health educator's perspective of how, by whom, and where in the curriculum it is taught.  

Hermeneutic phenomenology is a framework that aims to use the terms and meanings of the participant to understand the 
participants lived experience from their perspective [35]. Within this framework the methods of semi-structured interviews 
and thematic analysis were utilised to analyse key meanings across interviews to show a trend in health educator’s 
perspectives. Interview questions were developed by experts in qualitative research and who were part of the E4E team. 
There were six main questions in the interview schedule that prompted participants to discuss how their university taught 
health professional students about health disparities between population groups. The questions were: 

• Does your School have particular curricula which is focused on addressing disparities in health outcomes 
between different population groups?   

• Who is responsible for, or has taken a lead, on its inclusion within your School?  

• What are the main aims/proposed outcomes for the inclusion of this content? 

• Are these aims/outcomes being achieved through this course?  
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• Is this content assessed at all, and if so, can you please describe where and how. 

• How has your professional experience informed your own learning of the disparities in health outcomes 
between population groups? 

The interviews were semi structured and varied in length depending on the participant’s knowledge of their own 
institutional curricula context. The questions specifically asked participants to explain how they thought health disparities 
between population groups is taught, where it is placed in the curricula, and how they were trained/informed to teach this 
content. 

Thematic analysis of the data was employed by coding the interviews to ascertain themes that occurred across all of the 
transcripts [36]. The themes and subthemes that emerged were professional experience, curriculum description, integrated 
curricula, curriculum assessment, input and responsibility for content, evaluation and aims, prescriptive teaching/othering 
and essentialising cultures.  

Sampling and population 
The participants of this pilot Health Educator Survey were academics currently teaching health professional students. All 
twenty participants were employees of a university medical or health science faculty. The participants of the survey were 
attending the Australian & New Zealand Association for Health Professional Educators conference that attracted an 
international audience. From the conference program ninety people were identified as health educators from 27 different 
universities. A purposive sampling method was applied to the 90 potential participants. The subsets of the stratified sample 
were the different Universities being represented at the conference. There were 20 participants who completed the survey 
representing nine different universities. The representatives of the Universities were predominately from Australia (15 
participants), and five participants from New Zealand. 

Fifteen of the participants were female and five were male. Twelve of the participants said they were between the ages of 
50-59, three identified as older than this and five identified as younger. The participants held various positions at their 
respective universities. Six were health science and/or medical lecturers, three were research fellows, three were senior 
lecturers, three were course coordinators, three were Deans or Associate Deans, two were professors, and one was a tutor 
and research assistant. The average time the participants had been in their current position was 4 years with a range from 3 
weeks to 20 years (median of 2.75 years). 

Ethics approval for this survey is from the Human Research Ethics Committee at the University of Western Australia 
(RA/4/1/4771). 

3 Results  

3.1 Professional experience 
All the participants answered the question “how has your professional experience informed your own learning of the 
disparities in health outcomes between population groups?” 

Fifty percent of the participants had learned about health disparities through their previous employment in the health 
system. Twenty five per cent learned about the issues during their undergraduate education; some of these participants said 
they had learned via biomedical statistics while others had learned via an arts degree within subjects such as sociology and 
feminism. Fifteen per cent learned via their own life experience which ranged from their own, or a family member’s, 
ethnicity. Ten per cent of the participants learned via Indigenous colleagues.  
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In summary 75% of the health educators had received no formal education regarding health disparities despite teaching the 
topic to health professional students. 

3.2 Curriculum description 
A range of curriculum frameworks were discussed when the participants were asked how health disparity between 
population groups is taught within their University. The methods ranged from a workshop and seminar the length of one 
day hosting guest lecturers, to immersion programs with clinical and academic learning approaches.  

The latter ranged from programs that had the students move to a rural community, to students following the health journey 
of a patient who was not from their own cultural background, to students learning about health disparities through an allied 
health immersion program.  

3.3 “Integrated”  
The most discussed model of how the content, regarding health disparities, is delivered to students was an integrated 
model. Sixty per cent of the participants stated that the content was delivered via an integrated model. However, as 
discussed later there was some diversity in what was meant by integrated teaching. For example, half of this 60% 
described content as being incidental and not deliberately integrated. Fifteen per cent of the participant’s curricula did not 
have integrated content, 15% were unsure and 10% were in the process of creating an integrated curricula model.  

Incidental integration was considered to be when content regarding health disparities between population groups was 
discussed via special guest lectures, discussions around social determinants, or epidemiological demographics of some 
diseases, and was not a formal part of the subject structure. Additionally, the majority of the interviewees stated that this 
type of content was not assessed and/or part of the learning outcomes. The following is an example of incidental content. 

It doesn’t say understanding health disparity but within that is has been raised a lot, incidentally. For example, we 
had someone come and talk about the social determinants of health and she talked about inequity, we had 
someone talk about the economic determinants of health and I hadn’t cued them in but they talked about the 
massive disparities (participant no. 11).   

Other issues raised by participants regarding this pedagogical approach was that they were unable to ensure the content is 
actually being delivered across the subjects. Additionally, one participant mentioned that there is a risk that the content is 
integrated into nothing. As one participant explained there needs to be mechanisms to ensure the content is being 
integrated into the teaching and learning forums via lectures and tutorials. 

Some of the participants had differing answers in regard to integrated curricula indicating that perhaps they did not have 
knowledge of this area. For example one of the participants described integrated curricula as the reduction of the content, 
as opposed to the content occurring over the course and throughout all years.  

They learn a bit [about health disparities] in 3rd semester 3rd year but after that the course changes significantly 
and it becomes a more integrated course. So there is some discussion around health disparities in relation to 
different conditions but not quite the same emphasis. And so that’s one of my initial concerns might be how much 
are they still thinking about it by the time they are out into the community unless they are particularly interested in 
it (participant no. 12). 

3.4 Curriculum assessment 
In relation to assessment, 45% of the participants said that content was formally assessed, 25% were unsure, and 30% 
stated that the assessment was not specific to content regarding health disparities between population groups. The latter 
participants’ responses varied from the assessment being a pass/fail learning hurdle, to the content being assessed only 
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“some of the time”, to the assessment being based on the learnings of a specific culture and not on health disparities 
between population groups. 

3.5 Input and responsibility for content 
When asked who was responsible for the inclusion of this content there was a range of responses including: 

• Academic boards 

• Chair/Head of School  

• Associate Deans 

• Teams of teaching staff 

• Community engagement/input 

Twenty per cent of the participants discussed how health disparities between population groups were taught via 
community engagement. However, one participant perceived community engagement to mean talking about community in 
the course content. Another participant perceived community engagement to mean recruiting more Indigenous students to 
the university. Thirty five per cent of the participants said the content was developed with Indigenous input, which was 
mostly at an academic level, and consultation at a community level did not occur. Further, ten per cent of the participants 
stated that the curricula had significant student input in the development.  

3.6 Evaluation and aims 
There was a considerable variation between the participants’ perceptions of the aims for including health disparities 
between population groups in curricula. Of those interviewed, fifty per cent stated that the aims were to equip the students 
with knowledge about a range of issues including inequity, cultural awareness, and primary health care issues. Fifteen per 
cent of the participants said that the aim was to help the underserved community/ies in Australia. Other responses included: 
to improve doctors’ health literacy; to teach the students about class in society; and, to increase the Indigenous health 
workforce. 

Only one of the participants could comment on whether these aims were being achieved. The interviewee said that 
increased Indigenous enrolment meant that their aims were being achieved. The other participants stated that they did not 
know if the aims were being achieved as they did not conduct evaluations of the content/course, they did not conduct 
evaluations on the proposed outcomes/aims, or they were in the process of developing an evaluation. One interviewee said 
they had heard no feedback from the community about the students so believed this to be ‘good news’. 

3.7 Prescriptive teaching/othering 
Some of participants used prescriptive teaching methods where they told the students how to ‘adapt’ their behavior when 
treating people of different ethnicities. The following are just some examples provided by the participants: 

We want them to enroll a patient that is culturally diverse to them as possible. So whether that be ethnically, 
socioeconomically, sexuality, religions, whatever, age even, we want them to pick someone who is different 
(participant no. 4). 

If it’s an Indian woman you may have to speak to her husband and those sorts of things. Different requirements 
and you feel for students because they have to learn all that (participant no. 8).  

Some of the comments by the participants suggested associated assumptions regarding patient’s ethnicity/culture. For 
example: 

You don’t need to be an academic to know that if someone says what's a disadvantaged culture that people will 
say Aboriginal (participant no. 2) 
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4 Discussion  
The results of the Health Educator Survey revealed some key insights into the health educators’ perspective on how the 
participants and their faculty or school delivered teaching about health disparities. The results also revealed how the 
participants professional training or experiences have influenced how they deliver this content. The following section 
discusses the research results and their implications in regards to medical and health science education.  

4.1 Course description 
There was a wide variation between the models of teaching about health disparities which emerged from the interviews. 
The structure of the curriculum ranged from a one day intensive workshop under the title of ‘cultural competency’, to 
community immersion programs where the students lived and learned within a rural/remote community. There were a 
variety of ways in which the participants described their model of teaching. This was consistent with findings elsewhere 
which conclude that colleges and schools do not implement consistent methods that evaluate whether cultural competency 
outcomes are achieved [7]. Further, the effectiveness of educational programs can be compromised when there is a lack of 
consistent or explicit guidelines along with limited knowledge of the detail of the content being taught [35].  

The participants also used different descriptive terminology regarding the model of teaching and implementation of the 
content. Additionally, assessment of this content varied from formal examination to no assessment of the content. The 
latter may be an indication of how unimportant the inclusion of this content was to their faculty. Hafferty [37] reminds us of 
the importance of assessment, noting that:  

Tools of evaluation, however, are not simply instruments of assessment. They also are vehicles for conveying 

what is and is not important within the organization (p.405). 

The lack of consistency, assessment, and evaluation in the way the participants described the teaching of health disparities 
between population groups, may be an indicator of the university system having the content lower on the hierarchy of 
teaching and learning importance.  

4.2 Essentialising cultures 
The results of the Health Educator Survey showed a difference in the pedagogical approach adopted by the health 
educators. This included prescriptive teaching, where academics told the students how to ‘adapt’ their behavior when 
treating people of different ethnicities. As highlighted in literature, prescriptive teaching may lead to essentialism where a 
patient’s ethnicity is seen to represent a set of behavioural characteristics [32], implying that culture is static [12, 20], and 
leading to a “stereotypical understanding” [31] of Indigenous cultures. The participant comments listed in the results section 
(see ‘Prescriptive teaching/othering’ section of this paper) aligned with the literature, which highlighted that language can 
reflect the stereotyping and essentialising of some cultures [9, 12, 20, 32]. This essentialising of culture could lead to the patient 
and patient’s family feeling a breach of confidence from the clinician [32]. For example, the clinician may have been told 
that in some ethnicities it is culturally appropriate to address the male in regard to his wife’s health, but that behavior may 
actually be highly offensive. Essentialising a culture can also lead to inappropriate communication and lead to broad 
assumptions about an individual’s situation and health perspectives. The following statement by one of the participants is 
a case where the patient and the patient’s culture are being blamed for non-compliance. For example, 

What would happen is a patient that doesn't really understand what the doctor wants or whatever who is then 
requested to go over to the pathology lab and have some blood or urine taken often won’t come, they won’t do 
their follow ups. And that’s because of their culture; I’m not sure how it all ties in because I’m not an expert at 
that. But once again it puts them at a disadvantage (participant no. 8). 

This can create a discourse that health disparities are explicitly linked to one culture. Such a discourse can lead to the 
dismissal of important causal factors of health issues as culturally based explanations are mobilised. Further, some 
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patient’s health issues may be overlooked as the health professional does not associate a particular issue with that patient’s 
cultural background. 

4.3 Professional influence 
All the participants were asked “how has your professional experience informed you own learning of the disparities in 
health outcomes between population groups?” Seventy five percent of the health educators had received no formal 
education regarding health disparities, despite teaching the topic to health professional students. Half of the participants 
described that they had learned about health disparities through their previous employment in the health system. Therefore, 
the health system which has struggled to reduce health disparities may be influencing health educators, who in-turn teach 
the next generation of health professionals. In other words, this informal training and then teaching is reinforcing the 
hidden curriculum which often works against the formal curriculum [37]. 

4.4 New contribution to the literature 
Reducing the health burden in marginalised communities has led to health care systems integrating cultural safety into 
health professional training [8-10, 12, 13, 39]. However, there has been very little investigation regarding the opinions of those 
who undertake this teaching. The Health Educator Survey contributes to this knowledge gap in the literature and found that 
the health educators’ opinions were associating negative stereotypes, which could impact on the way the students 
perceived some cultures.  

5 Conclusion 
The Health Educator Survey investigated health educators’ understandings of the teaching of health disparities and how, if 
at all, they related this to Indigenous health. One of the key findings was the inconsistency in the development and 
implementation of teaching about health disparities within and between universities.  

Numerous studies purport the importance of teaching health professional students and physicians about health disparities 
to reduce health outcome gaps between population groups [9, 10, 12, 13]. Additionally, cultural diversity, Indigenous health, 
and cultural competency are part of the Australian Medical Council (AMC) guidelines [39]. Despite this there are no 
recommendations as to how this content is delivered and this may be why the participants described a variety of teaching 
models and terms.  

There may not be a ‘one size fits all’ framework. However, the variety in structures, assessment and definitions that were 
raised in the participant interviews suggest there would be merit in investigating best practice models for curricula 
development and delivery regarding health disparities between population groups.  

The Health Educator Survey revealed that some of the teaching styles were of a prescriptive method that essentialised 
cultures with particular behaviours. The assumption that a patient’s cultural background dictated their behaviour and 
health highlighted a lack of meaningful communication with the patient and could be perceived as stereotyping the 
patient’s ethnicity. This can lead to a community or individual being marginalised because of being associated with 
misleading essential aspects, such as being blamed for medical non compliance. Additionally, essentialising culture is one 
of the ways that racism is expressed in health care [30]. 

Given the considerable diversity in cultural norms and practices across communities, essentialism is not an appropriate 
approach. In some settings “not looking Aboriginal patients in the eye” (participant no. 2) may be the correct approach, but 
other settings this may be inappropriate. Having particular knowledge about a specific ethnic group is not sufficient to 
understand all members of that group or a particular client [40]. 

Half of the participants had become informed about health disparities through working in the health system. Therefore, 
they learned via a clinical setting, a system that is yet to eliminate health outcome inequalities between population groups, 
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and can be embedded with informal and hidden curriculum [37] in the teaching process. This study indicates that the health 
professional education system is yet to recognise culture beyond ethnic groupings. This was highlighted by the way the 
health educator’s themselves discussed their methods of teaching about health disparities and how and where their 
universities placed this content in the curriculum and whether it was evaluation and/or assessed.  

Further, the results highlight that the health education system is still reflecting culture as someone not from the dominant 
‘normal’ culture via essentialisation and a lack of consistent content. The medical and health science tertiary level 
education system appears to be failing to recognise adequately the culture of the dominant, the culture of medicine and 
health professions, the culture of the education system, and still predominately teaches about culture by focusing on ‘other’ 
cultures and assigning them with a set of health issues. 

Limitations 
The Health Educator Survey was intended to be an international representation. However, due to the skewed numbers at 
the data collection setting there is an overrepresentation of participants from the east coast of Australia. However, as a pilot 
survey this has provided useful information in relation to the scope of understandings from a range of universities and 
health disciplines across Australia and New Zealand. 
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