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A B S T R A C T   

Objectives: Ineffective communication between healthcare clinicians and Aboriginal and Torres Strait Islander 
patients with persistent pain is a significant barrier to optimal pain management. This manuscript is a study 
protocol and describes the development and evaluation methods of a tailored, culturally-informed training 
program, to improve clinicians’ communication with patients. 
Study design: This is a single-arm, multicentre (2 metropolitan and 1 regional persistent pain service) intervention 
feasibility study that will be evaluated using mixed methods. 
Methods: A communication training program will be developed informed by qualitative interviews with key 
stakeholders, and adapt the patient-centred ‘clinical yarning’ framework for the Queensland context. Evaluation 
of the effectiveness of the training will involve the analysis of quantitative data collected at three study sites over 
a 12-month period. At the patient level, communication experience will be rated at differing times of the training 
rollout to reflect participants’ experience of communication either prior to or following the treating clinician 
attending the communication training. At the clinician level, evaluation of the training program will be based on 
changes of ratings in the importance of training, knowledge, ability and confidence to communicate with 
Aboriginal and Torres Strait Islander patients; satisfaction, acceptance and relevance to their clinical practice. 
This study will be grounded in the needs and preferences of communication of Aboriginal and Torres Strait 
Islander people living with pain. 
Conclusion: It is hypothesized that the patient-centred intervention will have immediate benefits for patients, 
improving patient experience of care. This research will focus on an area of unmet need in addressing persistent 
pain.   

1. Introduction 

Nationally, persistent pain (i.e. pain lasting > 3months) costs the 

Australian economy ≈ $139 billion per annum, impacting more than 
68% of Australians of working age, accounting for 6.8% of the total 
burden of disease in Australia and 6.5% of total health system 
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expenditure [1]. 
To date, there has been a significant failure in Australia’s ability to 

‘Close the Gap’ between persistent pain management for Aboriginal and 
Torres Strait Islander people and the remainder of the Australian pop
ulation [2–5]. 

A literature review by Arthur and Rolan (2019) [2] examining pain 
experience, assessment and management for Aboriginal and Torres 
Strait Islander peoples (in some instances hereafter respectfully referred 
collectively as Indigenous Australians) reported that communication is 
an important factor to improve pain assessment and management. This 
review also described the implications of the misinterpretation of 
Aboriginal and Torres Strait Islander culture for pain healthcare provi
sion: a) Deficits in knowledge and appreciation of cultural schema 
resulting in a tendency to use inappropriate tools to measure pain; b) 
Cultural and language barriers impeding the clinician’s ability to 
sensitively interpret, assess and manage pain; c) Pain being expressed in 
a way that the clinician is unfamiliar with and the tendency for the 
clinician to misinterpret cues such as a patient appearing to be 
comfortable and pain free; d) Pain being under-reported, possibly 
because patients do not want to appear weak; e) The potential for his
torical treatment of Aboriginal and Torres Strait Islander people, their 
family and communities to influence and impact their trust of health 
personnel, services and systems and, f) A reluctance among Aboriginal 
and Torres Strait Islander patients to use opioids, even in palliative care. 

In Queensland, Australia, the disease burden for Indigenous 
Queenslanders is 2.2 times the rate for non-Indigenous Queenslanders 
[6]. The Closing the Gap Strategy and Recommendations for Reset, a 
ten-year review document, points to the failure of the strategy to reduce 
inequality between Indigenous Australians and non-Indigenous Austra
lians and that the focus on preventing and supporting people to better 
manage chronic diseases must be maintained [7]. Chronic diseases ac
count for 70% of the health gap that exists between Indigenous and 
non-Indigenous Australians. Evidence suggests that there is a greater 
burden and prevalence of pain amongst Aboriginal and Torres Strait 
Islander people [3]; Aboriginal and Torres Strait Islander people may be 
‘quiet about pain, ‘because no one listens to us anyway’ [5] and that pain 
may be under-recognised and poorly treated [8–10]. Referrals of 
Aboriginal and Torres Strait Islander people to pain management ser
vices remain low [11]. 

This study aims to: (Aim 1) Introduce a novel patient-centred 
communication framework for Aboriginal health care entitled ‘clinical 
yarning’ [12] and, adapt based on feedback from Indigenous patients 
with persistent pain, their family/carers, and health professionals of 
pain specialist services in three sites in the Australian state of 
Queensland; 

(Aim 2) Identify barriers and enablers to effective communication 
between health professionals and patients with persistent pain in 
Queensland. Draft, refine and validate the clinical yarning training 
program; 

(Aim 3) Deliver the clinical yarning training program and determine 
changes in communication, patient, and clinician outcomes after 
implementing clinical yarning training; 

(Aim 4) Explore the feasibility of implementing clinical yarning 
training in the Queensland context. 

2. Methods/design 

This is a single-arm, multicentre (2 metropolitan and 1 regional 
persistent pain service) intervention feasibility study that will be eval
uated (pre and post-training measures) using mixed methods. The study 
uses a consultative approach involving key stakeholders (Aboriginal and 
Torres Strait Islander patients diagnosed with persistent pain, family 
members, Queensland Health Cultural Capability Network and Aborig
inal and Torres Strait Islander Hospital Liaison Officers, and clinicians 
employed at each study site) to inform the development of a ‘clinical 
yarning’ training program to improve communication skills of clinicians. 

Evaluation of the efficacy of the training involves analysis of data 
collected at the three study sites over a 12-month period. The study will 
be rolled-out with an emphasis on 5 different foci (Fig. 1). 

Phase 1 - Governance: Project governance comprises a steering 
committee and two advisory groups. This project is led by an Aboriginal 
researcher and guided by a steering committee of Indigenous and non- 
Indigenous researchers with expertise in Indigenous health, pain man
agement, and communication. Two advisory groups will support and 
monitor the conduct of the study: a patient advisory group (PAG) of 
representative patients’ family members and/or carers, and a clinical 
advisory group (CAG) of representative clinicians. 

Phase 2 - Adapting the Clinical Yarning Framework to Draft the 
Training Program (Aims 1–2): Semi-structured interviews and focus 
groups with patients, their family members and/or carers, and clinicians 
will explore experiences of receiving or providing pain care and 
communication. The clinical yarning framework [12] will be introduced 
to patients and discussed with respect to its relevance for patients and in 
the Queensland context. Clinicians will similarly be invited to identify 
barriers and enablers to effective communication between patients and 
health professionals. Information gathered from patients and clinicians 
will be used to identify communication needs and preferences in the 
context of pain management services to then be incorporated in a draft 
of the clinical yarning training program. Patients and their family 
members will be invited to provide feedback about the draft clinical 
yarning training program. The training program will utilise methods 
recommended when training clinicians in patient-centred communica
tion skills including experiential learning, interaction, role play and 
feedback [13]. 

Phase 3 - Pre-Training Data Collection (Aims 1–2): Patients, family 
members and carers will be invited to complete a survey rating their 
experience of communication during a clinical consultation. The 
communication survey is an adapted version of the Cultural safety sur
vey by Elvidge (2020) [14]. The Cultural safety survey [14] was 
developed and validated to measure cultural safety in hospitals from an 
Aboriginal patient perspective. This survey has 23 questions distributed 
across five domains (domain 1: communication (positive); domain 2: 
communication (negative); domain 3: trust; domain 4: environment, and 
domain 5: support for Aboriginal families and culture); and respondents 
indicate agreement using a four-point Likert scale with ‘always’, ‘usu
ally’, ‘sometimes’ and ‘never’. In the adapted communication survey to be 
used in this study, the domains 1, 2, 4 (communication: positive and 
negative and environment) remained unchanged; in the domain 3 (trust) 
an extra question was added, and in domain 5 (support for Aboriginal 
families and culture) four items were removed, details are described in 
Table 1. A research assistant will be available to assist completion of the 
survey. Associated survey data will be analysed to describe changes in 
communication experiences prior to and following a health professional 
attending clinical yarning training. 

Qualitative data will also be collected through video recordings of 
consultations for the analysis of communication practices and explore 
differences pre and post a health professional attending clinical yarning 
training. In contrast to self-reported data about communication experi
ences, video-recordings provide detailed information about communi
cation behaviours and associated change [15]. Video recordings will 
only be offered if both the consumer and provider involved in a 
consultation freely and independently consent. Patients can choose to 
participate in either or both the survey and video-recording dimensions 
of the study. 

Additionally, data on experiences supporting patients with persistent 
pain will be collected within the Queensland Health Cultural Capability 
Network (Cultural Capability Coordinators, facilitators and Aboriginal 
and Torres Strait Islander Hospital Liaison Officers) to inform the 
training content. 

Phase 4 - Training Program Refinement (Aim 2): Researchers sup
ported by the advisory groups (PAG and CAG) will refine the initial draft 
of the Queensland clinical yarning training. The draft of the training 
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program will be further discussed with the PAG to ensure it responds to 
patient communication needs and preferences. 

Phase 5 - Training and Post-Training Data Collection (Aims 3–4): 
The research team will deliver the clinical yarning training to clinicians 
in the three study sites. The training format will involve two 

components: cultural capability and clinical yarning, and will be deliv
ered in 1 day, 7 h training experience combining education and inter
active activities with simulation patients. The training sessions will be 
recorded and consent will be obtained from each participating clinician. 
Following the delivery of the training, clinicians will complete an 

Fig. 1. Development and implementation flowchart of the Qld Clinical Yarning Training Program.  
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Table 1 
Elvidge et al. (2020) Cultural Safety Survey questions, response options and 
adapted Communication Survey version for the Clinical Yarning Study.  

Domains Response 
options 

CY adapted version 
Patients/Family 
members/Carers 

Response 
options 

Domain 1: 
communication 
(positive) 

Domain 1: 
communication 
(positive) 

Q1 During your stay 
in hospital, how 
often did the 
hospital staff listen 
carefully to you? 

Never, 
sometimes, 
usually, 
always 

Q1 During this visit to 
the clinic, how often did 
your clinician listen 
carefully to you? 

Never, 
sometimes, 
usually, 
always 

Q2 Were you able to 
talk to hospital 
staff about any 
health questions or 
concerns? 

Never, 
sometimes, 
usually, 
always 

Q2 Were you able to talk 
to your clinician about 
any health questions or 
concerns? 

Never, 
sometimes, 
usually, 
always 

Q3 How often did 
hospital staff give 
you easy to 
understand 
information about 
your condition or 
concerns? 

Never, 
sometimes, 
usually, 
always 

Q3 How often did your 
clinician give you easy to 
understand information 
about your condition or 
concerns? 

Never, 
sometimes, 
usually, 
always 

Q4 How often did 
hospital staff seem 
to know the 
important 
information about 
your medical 
history? 

Never, 
sometimes, 
usually, 
always 

Q4 How often did your 
clinician seem to know 
the important 
information about your 
medical history? 

Never, 
sometimes, 
usually, 
always 

Q5 How often did 
hospital staff show 
respect for what 
you had to say? 

Never, 
sometimes, 
usually, 
always 

Q5 How often did your 
clinician show respect 
for what you had to say? 

Never, 
sometimes, 
usually, 
always 

Domain 2: communication 
(negative) 

Domain 2: communication (negative) 

Q6 How often did 
hospital staff 
interrupt you 
when you were 
talking? 

Never, 
sometimes, 
usually, 
always 

Q6 How often did your 
clinician interrupt you 
when you were talking? 

Never, 
sometimes, 
usually, 
always 

Q7 How often did 
hospital staff rush 
or talk too fast 
with you? 

Never, 
sometimes, 
usually, 
always 

Q7 How often did your 
clinician rush or talk too 
fast with you? 

Never, 
sometimes, 
usually, 
always 

Q8 How often did 
hospital staff 
explain your 
treatment in a way 
that was difficult 
to understand? 

Never, 
sometimes, 
usually, 
always 

Q8 How often did your 
clinician explain your 
treatment in a way that 
was difficult to 
understand? 

Never, 
sometimes, 
usually, 
always 

Q9 How often did 
hospital staff talk 
down to you or use 
a rude tone or 
manner with you? 

Never, 
sometimes, 
usually, 
always 

Q9 How often did your 
clinician talk down to 
you or use a rude tone or 
manner with you? 

Never, 
sometimes, 
usually, 
always 

Domain 3: trust Domain 3: trust 

Q10 How often did 
hospital staff 
spend enough time 
with you? 

Never, 
sometimes, 
usually, 
always 

Q10 Did your clinician 
spend enough time with 
you? 

Not at all, 
somewhat, 
mostly, 
definitely 

Q11 Do you feel like 
you can tell 
hospital staff 
anything? Even 
things that you 
might not tell 
anyone else? 

Never, 
sometimes, 
usually, 
always 

Q11 Did you feel like you 
could tell your clinician 
anything? Even things 
that you might not tell 
anyone else? 

Not at all, 
somewhat, 
mostly, 
definitely 

Q12 Do you trust the 
hospital staff with 
your medical care? 

Never, 
sometimes, 
usually, 
always 

Q12 Did you feel you 
could trust your clinician 
with your medical care? 

Not at all, 
somewhat, 
mostly, 
definitely  

Table 1 (continued ) 

Domains Response 
options 

CY adapted version 
Patients/Family 
members/Carers 

Response 
options 

Domain 1: 
communication 
(positive) 

Domain 1: 
communication 
(positive) 

Q13 Do you feel that 
the hospital staff 
will always tell 
you the truth 
about your health, 
even if there is bad 
news? 

Never, 
sometimes, 
usually, 
always 

Q13 Did you feel that 
your clinician would 
always tell you the truth 
about your health, even 
if there is bad news? 

Not at all, 
somewhat, 
mostly, 
definitely 

Q14 Do you feel that 
the hospital staff 
really care about 
your health? 

Never, 
sometimes, 
usually, 
always 

Q14 Did you feel that 
your clinician really 
cared about your health? 

Not at all, 
somewhat, 
mostly, 
definitely   

EXTRA QUESTION 
ADAPTED FROM 
COMMUNICATION 
SURVEY    
Q15 Did you feel like you 
were able to get to know 
your clinician? 

Not at all, 
somewhat, 
mostly, 
definitely 

Domain 4: environment Domain 4: environment 

Q15 Were the 
receptionists at 
this hospital as 
helpful as you 
thought they 
should be? 

Never, 
sometimes, 
usually, 
always 

Q15 Were the 
receptionists at the clinic 
as helpful as you thought 
they should be? 

Not at all, 
somewhat, 
mostly, 
definitely 

Q16 How often did 
the receptionists at 
this hospital treat 
you with courtesy 
and respect? 

Never, 
sometimes, 
usually, 
always 

Q16 Did the receptionists 
at the clinic treat you 
with courtesy and 
respect? 

Not at all, 
somewhat, 
mostly, 
definitely 

Q17 How often have 
you felt 
uncomfortable in 
the hospital 
environment? 

Never, 
sometimes, 
usually, 
always 

Q17 Did you feel 
uncomfortable in the 
clinic? 

Not at all, 
somewhat, 
mostly, 
definitely 

Domain 5: support for Aboriginal 
families and culture 

Domain 5: support for Aboriginal 
families and culture 

Q18 Do you feel that 
hospital staff 
genuinely respect 
your cultural 
values and 
practices? 

Never, 
sometimes, 
usually, 
always 

Q18 Did you feel that 
your clinician genuinely 
respected your cultural 
values and practices 

Not at all, 
somewhat, 
mostly, 
definitely 

Q19 How often have 
you felt unfairly 
treated at this 
hospital because of 
your race or 
cultural 
background? 

Never, 
sometimes, 
usually, 
always 

Q19 Did you feel unfairly 
treated because of your 
race or cultural 
background? 

Not at all, 
somewhat, 
mostly, 
definitely 

Domain 5: support for Aboriginal 
families and culture 

Domain 5: support for Aboriginal 
families and culture 

Screening questions 
During your time 
in this hospital, 
were you ever 
asked if you would 
like to talk to the 
Aboriginal 
Hospital Liaison 
Officer? 

Yes, no, not 
sure, other 

Q20 During your visit to 
the clinic, were you 
asked if you would like to 
talk to the Indigenous 
Hospital Liaison Officer? 

Yes, no, not 
sure, other 

Would you like to 
have been able to 
talk to the 
Aboriginal 

Yes, no, not 
sure, other 

Q21 Would you like to 
have been able to talk to 
the Indigenous Hospital 
Liaison Officer? 

Yes, no, not 
sure, other 

(continued on next page) 
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evaluation form rating the importance of communication, their knowl
edge, ability and confidence to communicate with Aboriginal Torres 
Strait Islander patients (Fig. 2). This evaluation will be a post plus 
retrospective pre-training method of measuring change, that is, clini
cians will indicate their ratings before training for the four items 
(importance, knowledge, ability and confidence) at the time after 
training. Patients will complete the same communication survey and 
video recorded data will be collected as in Phase 3. 

Phase 6 – Project Conclusion and Dissemination of Study Results 
(Aim 4): Results and key learnings arising from the study will be re
ported and disseminated via publications in peer reviewed journals and 
presentations at conferences. The research team will undertake 

consultation, engagement and planning with identified and interested 
stakeholders and partners to explore the potential for transference of the 
lessons learned to other areas of the public hospital and health service 
sector (e.g. accident and emergency, maternity, mental health, etc). 

2.1. Data collection 

2.1.1. Participants 
There are four groups of participants for the study: Aboriginal and 

Torres Strait Islander patients; family members and/or carers for the 
patients; clinicians (pain specialist and registrars, nurses, physiothera
pists, psychologists, occupational therapists). Cultural Capability Co
ordinators (responsible for the development and implementation of 
cultural capability training within the Queensland Health Department) 
and facilitators and Aboriginal and Torres Strait Hospital Liaison Offi
cers part of the Queensland Health Cultural Capability Network. The 
Aboriginal and Torres Strait Hospital Liaison Officers are employed in 
public hospitals where the pain clinics operate and their role is to pro
vide support to patients and their families. 

Patients and Family and/or Carers will be invited to participate in 
the study: as members of the Patient Advisory Group (Phase 1); in an 
interview and/or as a focus group participant providing feedback about 
and supporting refinement of the clinical yarning training program 
(Phases 2 and 4); and/or providing feedback about their experience of 
communication in the context of a clinical consultation pre and/or post 
clinical yarning training of their health professional (Phases 3 and 5); 
and/or providing feedback about their experience of communication in 
the context of supporting a patient to attend a clinical consultation pre 
and/or post clinical yarning training of the associated health profes
sional (Phases 3 and 5). 

Clinicians will be invited to participate: as members of the Clinician 
Advisory Group (CAG; Phase 1); in an interview and/or as a focus group 
participant providing feedback about and supporting refinement of the 
clinical yarning training program (Phases 2 and 4); and/or providing 
feedback about their experience of communication in the context of a 
clinical consultation with an Aboriginal and Torres Strait Islander pa
tient pre and/or post their attending clinical yarning training (Phases 3 
and 5); and in the recordings and evaluation of the training sessions. 

4. Cultural Capability Coordinators and facilitators and Aboriginal 
and Torres Strait Islander Hospital Liaison Officers will be invited to 
participate: Cultural Capability Coordinators and Facilitators will be 

Table 1 (continued ) 

Domains Response 
options 

CY adapted version 
Patients/Family 
members/Carers 

Response 
options 

Domain 1: 
communication 
(positive) 

Domain 1: 
communication 
(positive) 

Hospital Liaison 
Officer? 

Q20 During your 
time in this 
hospital, how 
often have you 
been able to talk to 
the Aboriginal 
Hospital Liaison 
Officer? 

Never, 
sometimes, 
usually, 
always 

NOT APPLICABLE FOR 
THIS STUDY 

– 

Q21 After talking to 
the Aboriginal 
Hospital Liaison 
Officer do you feel 
more comfortable 
or at ease about 
your concerns? 

Never, 
sometimes, 
usually, 
always 

NOT APPLICABLE FOR 
THIS STUDY 

– 

Q22 How often did 
your family visit 
you in hospital? 

Never, 
sometimes, 
usually, 
always 

NOT APPLICABLE FOR 
THIS STUDY 

– 

Q23 Did your family 
feel comfortable 
visiting you in 
hospital? 

Never, 
sometimes, 
usually, 
always 

NOT APPLICABLE FOR 
THIS STUDY 

–  

Fig. 2. Training evaluation form for clinicians.  
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invited to provide feedback on the training outline about the adequacy 
and fit for purpose of the training. Aboriginal and Torres Strait Islander 
Hospital Liaison Officers will be invited to share their experiences of 
communication issues while supporting patients. 

2.2. Materials and procedures 

Individual in-depth interviews and focus groups sessions will occur 
at each site. Feedback collected via focus group sessions and in-depth 
interviews serve to inform and refine the clinical yarning training pro
gram. We will collect data from each of the three sites through:  

1) In-depth interviews and focus groups pre training. Focus groups will 
have a sample size of 5–10 participants in each group. In-depth in
terviews will be conducted until saturation is reached [16].  

2) Communication surveys. These surveys will be completed after a 
patient had a consultation or after family members or carers 
accompanied a patient in a consultation. An estimate provided by the 
pain clinics demonstrated that in 2018, a total of N = 195 patients 
were seen across the three clinics. Pragmatically, based on time and 
resources it is expected to recruit a sample of 25–50 patients per site. 
It is estimated an attrition rate of 20%.  

3) Video recordings of clinical consultations pre and post training. A 
purposive sampling [17] will be used to gather rich data related to 
the phenomenon of interest, that is, pre and post training 
patient-clinician communication interactions during consultations.  

4) Review of medical charts when participant recruitment is completed. 
A standard review form will include: patient demographics (age, sex, 
residence location, employment), recruitment place, referral details 
(date referral letter, received by the service), diagnosis, reason pain 
began, how long pain has been present, pain measure, pain inter
ference, depression, anxiety and stress scale (DASS), confidence 
rating, feelings and thoughts, comorbidities, services and medica
tions use.  

5) Feedback on the training outline by the Queensland Health Cultural 
Capability Coordinators and facilitators.  

6) A custom-designed training evaluation form and recording of the 
clinical yarning training sessions. It is expected that the training will 
involve at least 60% of the all clinicians listed as staff at the time of 
the training across the three study sites (estimated N = 55). 

The final Clinical Yarning training program will be delivered across 
the three sites in a staggered approach, commencing at site 1, followed 
by site 2 (3 months after site 1), and concluding at site 3 (3 months after 
site 2). 

2.3. Data analysis 

Descriptive statistics will be used to summarize patients and clini
cians demographic characteristics, appointments type (e.g. pain 
specialist, psychology, physiotherapy, psychiatrist), appointment 
outcome (cancelled, confirmed, fail to attend, re-scheduled), referral 
source. The results will be expressed in form of frequencies and per
centages for each categorical variables and mean, standard deviation 
(SD) and 95% confidence interval. The difference of the mean scores for 
the patients’ communication surveys (pre-post training) will be analysed 
using one sample t-test, as the data collected is not expected to match pre 
and post-training measures for each patient. Alternatively, if the data is 
not normally distributed, non-parametric test, Wilcoxon rank-sum test 
will be used. Statistical significance will be set at alpha = 0.05. Com
parison between the means of the three services will use analysis of 
variance (ANOVA) or Kruskal-Wallis test if not normally distributed. 

The evaluation of the training program will be focused on the 
feasibility (recruitment rates, reasons for non-participation and attri
tion); acceptability and satisfaction and results will be presented as 
frequencies and percentages for each categorical variables and mean, 

standard deviation (SD) and 95% confidence interval. The difference of 
the pre-training and post-training mean scores for importance, knowl
edge, ability and confidence will be analysed using parametric or non- 
parametric tests as appropriate (paired t-test or Wilcoxon signed-rank 
test). Statistical significance will be set at alpha = 0.05). 

Qualitative data from the focus groups and interviews will be audio 
recorded. The recordings will be transcribed and reviewed several times 
by the researchers. The data will be examined to identify barriers and 
enablers to communication needs and training preferences. Inductive 
thematic analysis [18] will be undertaken to identify emerging themes. 
Video recordings will be analysed using conversation analysis [19]. 

The feedback provided by Cultural Capability Coordinators and Fa
cilitators on the training outline, will be summarized and discussed by 
the training development team to incorporate in the final version of the 
training. 

3. Discussion 

This project was first conceived in January 2018 when members of 
the project team sought input from researchers as to potential and 
perceived barriers to Aboriginal and Torres Strait Islander patients 
accessing persistent pain services. Suboptimal communication was 
identified as a significant barrier to Aboriginal and Torres Strait Islander 
patients accessing quality, culturally appropriate and sensitive health 
care and confirmed by the findings of other studies [20–22]. Commu
nication issues can impact the provision of quality sensitive health ser
vices across any service and at any level of care provision, including (but 
not limited to) the management of persistent pain. Potential solutions to 
effective communication between Aboriginal and Torres Strait Islander 
patients and clinicians, should include appropriate cultural training, 
avoidance of medical jargon and accommodate patients’ psychosocial 
and logistical needs [22–24]. 

This proposal offers an innovative way to addresses communication 
between clinicians and Indigenous patients, combining a patient- 
centred framework embedded with cultural sensitive elements and 
contemporary biomedical knowledge [12]. 

In terms of practical or operational issues in performing this study, 
the research team will need to consider that the recruitment of patients 
may be affected by the nature of consultations in the persistent pain 
clinic (longer intervals between consultations) and the event of COVID- 
19. 

4. Conclusion 

We anticipate that this research will be a first-step for the study of 
clinical communication in this context as it is for intervention about 
communication. It is hypothesized that the patient-centred intervention 
will have immediate benefits for patients, improving patient experience 
of care. This research will focus on an area of unmet need in addressing 
persistent pain. 
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