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he health of the Australian population has improved 
since the 1980s. However, the gap in mortality between 
Aboriginal and Torres Strait Islander peoples and the rest of 

the population has not changed and is currently estimated to be 
11–20 years.1 There is a projected life expectancy gap of 9.5–10.6 
years for those born in 2010–12.2 

A shortage of primary healthcare professionals in Aboriginal 
primary care is one of the obstacles in accessing healthcare.3,4 
Achieving health equity is challenging, not only because of 
workforce deficits, finances and remoteness, but also because of 
service provider attitudes and practice, ineffective communication, 
poor cultural understanding and racism.5 The negative stereotype 
of Aboriginal and Torres Strait Islander peoples encourages ‘victim 
blaming’ and ‘further marginalisation’.6 This translates to their 
healthcare experiences, which results in disenfranchisement, 
neglect and paternalism.7 Such attitudes are also commonly 
displayed in the education environment. 

The Australian Medical Council’s (AMC’s) accreditation requires 
all Australian medical schools to provide cultural awareness 
training specifically for Aboriginal and Torres Strait Islander 
peoples’ health as part of their core curriculum, while meeting 
the Committee of Deans of Australian Medical Schools’ (CDAMs’) 
Indigenous Health Curriculum Framework.8,9

It has been postulated that ‘for a medical school to produce 
physicians who are sensitive to and competent working with 
diverse communities requires a balance between attention to 
difference, attention to self, and attention to power relations’.10 
Opportunities to practise resilience, and for problem solving, 
taking initiative, cross-cultural communication, boundary setting, 
and recognition of one’s own capabilities can usually be gained 
only ‘in the field’ through individual ‘exposure’, rather than ‘passive 
acquisition of knowledge’.10–14 Equipping medical students with 
critically reflective skills is essential for developing the future 
workforce and advocates required to address priorities and 
inequities in Aboriginal and Torres Strait Islander peoples’ health.15

Exposing students to a variety of Aboriginal health settings 
also allows consideration for future career opportunities and 

Background

Aboriginal and Torres Strait Islander peoples, particularly those 
in remote communities, have lower access to health services 
when compared with the rest of the Australian population. This 
research examined the expectations and outcomes of medical 
students who went on a 2-day trip to a remote Aboriginal 
community. 

Methods

Activities were organised by community members, ground staff 
and fly-in fly-out health professionals. Students wrote about 
their expectations and post-trip reflections on personal, medical 
and cultural themes. 

Results

Twenty-three students participated in this study. Themes 
included complex, different and increased illnesses; how 
culture affects day-to-day life and health; personal growth; 
administrative, health delivery and advocacy skills; learning 
cultural awareness firsthand; and future career options. 

Discussion

The 2-day trip gave students a profound learning experience. 
To build a culturally appropriate and dedicated workforce for 
Aboriginal and Torres Strait Islander peoples, medical schools 
should consider incorporating short trips to remote Aboriginal 
and Torres Strait Islander communities into their curriculum.
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establishes a means for recruiting and 
retaining doctors in Aboriginal and Torres 
Strait Islander communities.7,16,17 

The aim of this project was to research 
the utility of exposing medical students to 
life in a remote Aboriginal community over 
a short, 2-day visit. 

Methods
Medical students from ‘Insight’ at the 
University of Adelaide and the ‘Health in 
Human Rights Group’ at Flinders University 
(student-run global health groups) asked 
JB if they could attend monthly medical 
trips to remote Aboriginal communities. 
Purposeful sampling using a snowballing 
technique was used to select participants 
for this study from the two groups.18 The 
trips were not advertised and were known 
through ‘word of mouth’ from previous 
students in the global health groups. All 
students joined as volunteers, signed up 
as student members of Avant (a medical 
defence organisation), acknowledged that 
they travelled at their own risk and read 
an information sheet about the trip. They 
were involved in cultural awareness training 
as part of their university studies. Some 
received financial assistance from the Rural 
Doctors Workforce Agency, Insight, Health 
in Human Rights Group, the Adelaide 
University Rural Health Alliance or the 
Medical Specialist Outreach Assistance 

Fund. These organisations only required 
feedback on the number of students 
involved in the project. 

About 250 Aboriginal people live in the 
remote location, which is approximately 
200 km from the nearest rural town. 
JB has been working there for the past 
8 years and has a good relationship with 
the Aboriginal people and the staff. She 
discussed the opportunity for students to 
gain insight into life in a remote community 
with community leaders, the Health Board 
and the other stakeholders, and all were 
enthusiastic about the project. The staff 
at the community health service, school, 
playgroup, in administration and local shops 
defined the list of activities for the visits 
(Box 1). The Board of the health service 
was kept informed of the process and 
supported the trips. The Aboriginal health 
workers provided cultural orientation. 

Students were chaperoned by a health 
professional or trusted community member 
at all times. They slept in the same 
accommodation as the fly-in fly-out health 
professionals. 

Students completed two questionnaires 
prior to their travel. The first questionnaire 
collected demographic parameters on 
participants. The second explored previous 
experiences in Aboriginal communities, 
medical course preparation for the trip 
and future interest in Aboriginal health. 

Answers were graded on a 4-point Likert 
scale ranging from 0 = not at all, through 
to 4 = a great deal. In addition to the two 
questionnaires, each student wrote short 
narratives of at least 250 words under 
the headings ‘cultural’, ‘personal’ and 
‘medical’, to capture trip expectations 
before and outcomes after the trip. 

Staff and community members 
involved with students were also asked 
to complete a questionnaire on the 
beneficial, and possible detrimental, 
aspects of the trip for the students, health 
service and community. 

This research utilised interpretative 
phenomenological analysis to explore 
how students gave meaning to their 
experience.19 Inductive thematic 
analysis was conducted using 
‘prevalence’ (frequency) and ‘keyness’ 
(meaningfulness) to search for patterns, 
and subsequently organise and understand 
students’ experiences.20 The themes 
emerged were discussed and refined by 
the researchers individually and as a team. 

Ethics approval was obtained from 
the University of Adelaide (H-019‑2009), 
Flinders University (4425) and the 
Aboriginal Health Council of South 
Australia Ethics Committee. Permission 
was granted by the Aboriginal Community 
Controlled Board of the Health Service. 
All participants provided written informed 
consent. 

Results
Twenty-three students participated in 
the study between January 2009 and 
January 2012. Three completed the 
questionnaires but did not attach their 
demographic information. Two completed 
the ‘expectation’ questions but did not 
complete a reflection of the trip. All 
questionnaires were included in the 
thematic analysis.

Of those who completed the 
demographic question, there were equal 
numbers of males and females; three 
were under the age of 20; 13 were aged 
21–25 and four were older than 25; six 
were from the University of Adelaide and 
14 from Flinders University; eight were 

Box 1. Activities for students’ visits

Within the clinic 

•	 Organise drugs in pharmacy room (eg put older drugs near front of shelves)
•	 Inventory of emergency room, trolley, etc (inventory sheet on wall outside pharmacy)
•	 Help in aged care (eg cooking, showering, clean area)
•	 Sit in on meetings and appointments
•	 Front desk (eg answer phone, take messages)
•	 Assist nurses with their work
•	 Help in the Mothers and Babies Centre
•	 Weigh and measure babies

In the community

•	 Help at swimming pool, if open
•	 Help the store with cooking, sales
•	 Work with childcare workers
•	 At school (eg help teachers, breakfast program, music room)
•	 Games outside
•	 Accompany Aboriginal health workers on home visits
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first-year students, six were second-year, 
five were third-year, one was fourth-year 
and one fifth-year; 14 grew up in an urban 
environment and six in a rural area; 12 
were born in Australia and eight overseas. 
There was mixed previous experience 
in Aboriginal and Torres Strait Islander 
health, a perceived lack of preparation for 
this experience by the medical course 
and a strong interest in further work or 
experiences in Aboriginal communities 
(Table 1).

Students participated in a range 
of activities including assisting with 
supervising children at the swimming 
pool, assisting with major medical 
emergencies, undertaking research on 
scabies, pharmacy audits, helping to pack 

up a ‘sorry camp’ after a funeral, seeing 
a wombat skinned, doing the ‘ear run’ 
at the school (looking in the ears of all 
the children, especially to find chronic 
suppurative otitis media), delivering food 
to old people and setting up a football 
carnival.

Similar themes emerged on analysis 
of the narratives under the headings 
of personal, medical and cultural 
experiences. The research team decided 
to use the same thematic headings for 
the expectations and outcomes analyses 
(Box 2). This allowed for before and after 
comparison and interpretation of the 
themes in the context of the literature 
review and university-based learning. The 
themes were surprisingly similar across 

the range of year level, university, gender 
and country of birth. 

For those who had previous experience 
in remote communities, the medical 
expectations matched more closely with 
the outcomes. However, the cultural and 
personal experiences were still profound 
and students mentioned how different 
each community was. The differences 
between urban and remote communities 
were emphasised by those who had 
previously been in an urban Aboriginal 
health service. 

Cultural

‘No amount of reading, lectures or 
tutorials could have prepared me for this 
experience.’

Cultural themes are summarised in 
Table 2. Students were surprised at the 
children’s ability to organise and look after 
themselves, the importance of school 
in growth and development, the strong 
family and community focus, and people’s 
passion about their Aboriginal heritage. 

Others described feeling confronted 
by the obvious poverty, lack of shoes, 
different gender roles, large numbers of 
unaccompanied children, packs of camp 
dogs, overcrowded housing and low levels 
of personal hygiene.

Many recognised the respect the 
community had for their Elders and 
their role in guiding community decision 
making, but could also see that they were 
few in numbers. 

Students wanted to participate in 
community life, rather than as tourists, 
but were anxious about breaking cultural 
protocols. Individual goals included finding 
out how community members feel about 
being in an isolated community, how they 
feel about doctors and how the family 
helps to raise children.

For most of the participants, the trip 
was a cultural eye-opener, and they 
acknowledged that no amount of reading 
or lectures could have prepared them 
for it. They witnessed the resilience and 
self-determination in the strong family 
and community focus, in contrast to the 
individualistic focus in the city, but also 

Table 1. Data from questions about previous experience with, and interest in,  
Aboriginal health

Question* 1 2 3 4 0

Previous Aboriginal experience in Australia 5 6 5 4 0

Previous Indigenous experience overseas 10 5 4 0 1

How well did the medical course prepare you for this experience? 0 12 6 1 1

Interest in further Aboriginal experience or work 0 0 0 3 17

*Assessed on a Likert scale: 0 = not at all, through to 4 = a great deal
Completed before the trip by 20 of the 23 student participants

Box 2. Major themes emerging from ‘expectations’ and ‘outcomes’ reflections 
completed by students before and after the trip respectively

Cultural

•	 Understanding difference and comparison with own culture
•	 Learning firsthand compared with learning just from media or lectures
•	 Cultural respect and sensitivity
•	 Understanding how culture affects day-to-day life and health

Medical

•	 Complex, different and increased illnesses
•	 Social determinants of health and public health
•	 Listening, communicating and culturally appropriate healthcare
•	 Administrative, health delivery and advocacy skills

Personal

•	 Anxiety and challenges
•	 Personal growth
•	 Advocacy for Aboriginal people
•	 Future career option

The three headings structured the reflection and were used for both reflections
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commented that ‘despite many similarities 
within the community, my impression 
was that there are diverse attitudes and 
goals (eg towards family, spirituality, duty, 
health, education, etc)’. 

Students hoped to gain a better 
understanding of the interplay between 
day-to-day activities, lifestyle choices and 
consequent health problems. They also 
wanted to learn about traditional practices, 
social problems, cultural barriers to 
healthcare and the competing priorities of 
family and community rituals. 

Many felt confronted by the difficulties 
that people had in looking after 
themselves and their families, and in 
accessing adequate healthcare. 

Medical
‘You go on a ward round, chat to your 
friends, do a tutorial and have coffee and 
nothing changes. You go to [this community] 
and you can see what you can really do.’ 

Medical themes are summarised in 
Table 3. All students knew they were likely 
to see an increased burden of illness, 
more complex illnesses, more illnesses 
associated with lifestyle issues and 
social determinants of health, and health 
problems than they would in urban areas. 
One said, ‘I hope to see some “real” 
medicine – the type of medicine that has 
application the world over to save sight, 
hearing and the devastation of losing a child 
or a parent.’

Despite their prior learning, none of the 
students reported feeling prepared for their 
experience. The social determinants of 
health and public health were far removed 
from most students’ personal experience. 
Many aimed to gain insights into the 
obstacles to health and wellbeing, and the 
different strengths and challenges to health. 

Students reflected on their experience as 
a valuable glimpse into the social, cultural, 
economic and geographical issues that 
affect people’s health status (eg showering, 
nose blowing, brushing teeth, education, 
housing, the swimming pool and nutrition). 
One said, ‘My eyes were opened to the 
complexity of the interaction between 
medical conditions and the community’s 

Table 2. Summary of cultural themes emerging from ‘expectations’ and ‘outcomes’ reflections

Cultural theme Expectations Outcomes

Understanding 
difference and 
comparison with 
own culture

•	 Understanding Aboriginal peoples and whether 
they really are very different. Similarities and 
differences within my own culture to endeavor 
to gain a better understanding of the world and 
myself

•	 How relevant were the ‘cultural workshop’ 
training sessions? Lectures and books are not 
the same as practical experience 

•	 Participate in community life rather than as a 
tourist

•	 How to act in a culturally sensitive manner
•	 Open mind
•	 Insight
•	 Cultural and spiritual views and principles, and 

how these influence them in their cultural events 
and practices

•	 The whole way of life in this remote community was 
very different from anything I have ever come across. 
Strong family and community focus, in contrast to an 
individualistic focus in the city

Learning firsthand 
compared with 
just from media or 
lectures

•	 How relevant were the ‘cultural workshop’ 
training sessions? Lectures and books are not 
the same as practical experience 

•	 Participate in community life rather than as a 
tourist

•	 Lectures fail to recognise the issues of overcrowding, 
substance abuse, crime, cost of decent, nutritious food, 
and delivery of adequate healthcare. Lectures suggest 
things are simpler than they really are. I now have a 
personal connection to what I had previously seen as 
only a series of issues

Cultural respect and 
sensitivity

•	 How to act in a culturally sensitive manner
•	 Open mind
•	 Insight

•	 I learnt most about communication. We just jabber out 
our verbal diarrhoea. I have learnt to approach people 
how they approach you – don’t just wander up and 
start talking

Understanding how 
culture affects  
day-to-day life and 
health

•	 Cultural and spiritual views and principles, and 
how these influence them in their cultural events 
and practises

•	 Despite the hardships, their sense of loyalty and 
generosity was very clear

•	 Saw a ‘culture’ of poverty, held tightly by the grip of 
alcohol, with individuals struggling to manage their 
chronic illnesses, and children attempting to raise 
themselves in the absence of positive role models

Completed by students before (expectations) and after (outcomes) the trip
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remoteness, the Aboriginal culture, 
the limited resources (staff, medical 
supplies and technology), politics and 
socioeconomic difficulties.’
Another said, ‘Medical and healthcare 
efforts can only go as far as the 
infrastructure supporting it. No matter 
how great the health service is, if the 
government doesn’t spend money on 
increasing living standards, the community 
will still face the same health issues.’

Students experienced the challenges 
faced by staff in an environment designed 
to concentrate on acute medicine. There 
is often little time for health promotion, 
chronic disease or preventive health. 

Students anticipated gaining new 
skills in communication after this 
experience. Afterwards, they felt they 
had a better grasp of how imperative it is 
to take a patient’s cultural practices into 
consideration when planning healthcare 
management. 

Most students expressed surprise 
at how politics plays a major role in 
healthcare. Doctors must be active 
advocates for the community in order 
to be effective. Students participated in 
staff meetings, research, coordination 

of evacuations, discussions during 
lunch time, and clinical consultations 
and screening. They appreciated the 
importance of research and its benefits, 
and the business side of the clinic.

The burden of bureaucracy was evident 
to many and they saw the frustrations 
of the staff in dealing with issues such 
as organising transport for appointments 
and finding out what medications were 
changed while a patient was in hospital.

The students also witnessed the 
enjoyment and commitment of the staff, 
and described how ‘the Aboriginal health 
workers were fantastically dedicated 
people trying to improve the lives of 
their fellow Aboriginal people’ and the 
importance of Aboriginal health workers 
in liaising between clinic staff and 
community. 

Students were encouraged by being 
with ‘doctors who are enthusiastic 
about Aboriginal health and yet have 
so many other outside interests. I was 
so impressed that they still wanted to 
further their study’. They also saw how it is 
‘important for health professionals to look 
after their own physical and psychological 
wellbeing, to establish appropriate 

boundaries and to recognise and heed 
warning signs’. 

Personal

‘Before I went on this trip I was a princess. 
I’m not a princess anymore.’

Personal themes are summarised in 
Table 4. Before the trip, all of the students 
were well aware that they would be 
‘stretched beyond my usual boundaries, 
out of my comfort zone, and challenged 
intellectually and personally’. 

On reflection, after the trip, various 
emotions were expressed, from shocked, 
confronted and angry at the situation 
people were living in, to ‘surprise at 
how much I enjoyed the experience 
and dismayed at how quickly the time 
disappeared’. None of the students had 
any doubts about their safety or concerns 
that they would be expected to do anything 
beyond their capabilities. One said he was 
‘utterly exhausted’ and another found the 
‘odours confronting’. For most, the main 
difficulties revolved around ‘how different 
everything was to my preconceptions and 
images’. 

Students wrote about wanting to ‘grow 
as a person’, and ‘to learn about another 

Table 3. Summary of medical themes emerging from ‘expectations’ and ‘outcomes’ reflections

Medical themes Expectations Outcomes

Complex, different 
and increased 
illnesses

•	 Hope to see ‘real’ medicine •	 It is one thing to see statistics on paper, and it is 
simply another to witness the debilitating effects of 
alcohol, chronic illness, unmanaged illness and lack 
of life skills

Social determinants 
of health and public 
health

•	 Insights into obstacles to health and wellbeing •	 Medical aid is only one small piece of the puzzle for 
change

•	 There is a sense of frustration that even minor 
preventive health interventions are difficult to achieve

Listening, 
communicating and 
culturally appropriate 
healthcare

•	 Exposure to ways to practise medicine that 
respects cultural differences, while allowing the 
delivery of good treatment

•	 Many challenges facing communities are different 
and generalisation can be damaging. Each 
community is unique in its culture, history and 
contemporary interactions

Administrative, 
health delivery and 
advocacy skills

•	 A firsthand look at some of the rewards and 
challenges that are inherent in the delivery of 
decent healthcare to a remote community

•	 What does the community view as its health 
needs and how do they fit with government 
health priorities?

•	 Even simple things can consume significant amounts 
of time and thus exacerbate the pressure on staff

•	 Politics plays a major role
•	 The Aboriginal health worker is important to liaise 

with the community and encourage people to attend 
clinic and locate patients

Completed by students before (expectations) and after (outcomes) the trip respectively
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Table 4. Summary of personal themes emerging from ‘expectations’ and ‘outcomes’ reflections

Personal themes Expectations Outcomes

Anxiety and 
challenges

•	 Out of my comfort zone
•	 Need to deal with people who may not behave or 

interact in the way I am used to

•	 I was surprised by how friendly and inviting the 
community was

•	 I felt very at ease in the community
•	 I really enjoyed my interaction with the local residents
•	 I found the rubbish build-up, the isolation and the 

socioeconomic challenges to be confronting

Personal growth •	 In learning about another culture, also learn more 
about myself

•	 How it feels to be part of the minority
•	 Identify areas in which I can improve on when 

relating to people

•	 Coping skills have risen on a steep learning curve
•	 Encouraging me to be good at what I do, so as to have 

more scope to contribute to society
•	 In this environment, you are forced to think on your toes 

and adapt

Advocacy for 
Aboriginal peoples

•	 How to distinguish hearsay from genuine experience 
when discussing issues regarding Aboriginal health 
with others

•	 Feel confident to help raise awareness of the serious 
gap in health outcomes

•	 So many bureaucrats whose job would include the 
welfare of such Aboriginal communities and yet, they 
probably would not even be aware of the real problems 
these communities face on a day-to-day basis

Future career •	 Hope for a sharpened focus and zeal regarding 
Aboriginal health

•	 Find out how the doctors there became interested 
in Aboriginal health, what programs they run and 
what their professional background is

•	 I found it one of the most positive learning experiences 
of my medical training and can foresee this as influential 
in my future career choices

•	 I felt the workers must have to have a strong sense 
of purpose and self-fulfillment to continue in that 
environment without getting discouraged

Completed by students before (expectations) and after (outcomes) the trip

culture’ and ‘more about myself’. Many told 
stories of the unexpected acceptance and 
openness from the community. For some, 
the contrast with their own standard of 
living gave them a strong appreciation of 
their own privilege. Some gained insights 
such as ‘how to work towards being 
a more effective person, to take more 
initiative, to be more resourceful, to be a 
better problem-solver and to be good at 
what I do’. 

For many, the trip challenged their views 
of bureaucracy, politicians and the media 
on remote Aboriginal communities. The 
students were particularly concerned about 
the health and future prospects of children 
in the community, stating that they ‘could 
see great potential in the young people 
who, clearly, had dealt with significant 
adversity in their lives’. 

Most reported that the trip ‘inspired me 
to do work in Aboriginal communities in 
the future’. Conversely, several found the 
experience too confronting: 
‘Though I felt compassion and was 
distraught about the standard of living,  

I wasn’t sure I had it in me to work 
tirelessly with few thanks from the people 
who I was working for.’

Health service and 
community opinions
Community members and staff were 
enthusiastic about having the students 
as part of the team. The staff were 
very grateful for the assistance they 
received from the students. Community 
members enjoyed their role as teachers 
and emphasised the importance of the 
next generation of doctors having a 
well‑informed understanding of life and 
health issues in remote communities.

Discussion
The degree to which each university 
involves students in an Aboriginal and 
Torres Strait Islander environment varies 
widely. Involvement ranges from a 
formal presentation in an urban clinic to 
immersion in a remote environment for 
several months with off-site supervision. 
However, many students are never given 

the opportunity to have close contact with 
Aboriginal and Torres Strait Islander peoples 
or remote communities. Their learning is 
based mostly in the classroom.

Most of the literature on medical 
students’ placements in Aboriginal health 
services involves urban or rural health 
services, or longer periods in remote 
areas. While there are many similarities 
between urban and remote Aboriginal 
health services, there are some significant 
differences. 

As examined in this study, exposing 
medical students to a remote Aboriginal 
community deepens their understanding 
of the cultural and social determinants of 
health through ‘authentic, community-
based early learning experience’.21–23 This 
allows them to develop relationships 
with Aboriginal people and offer a more 
‘balanced and open-minded view of 
Aboriginal cultures’,24 and an appreciation 
that ‘culture and health requires an 
approach that acknowledges the fluidity, 
diversity, strength and vitality of Aboriginal 
cultures’.6,25 
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For many students, most of their 
teaching on Aboriginal health takes a 
‘deficit’ approach rather than positive 
interactions, as seen from those who 
participated in this study.14,17 The cultural 
‘otherness’ that might be generated 
in lectures is balanced with personal 
encounters that can lead to a sense of 
social responsibility.22 

Evidence-based medicine for remote 
Aboriginal communities can be learned in 
the classroom. However, experience is the 
only way to learn how diseases interact 
with each other, the impact of bureaucracy, 
the social determinants of health, the 
importance of advocacy, and cultural safety 
in practice.14,21 As illustrated by these 
students’ comments, ‘getting students out 
of urban hospitals and into places where 
Aboriginal people live is crucial to creating 
shifts in awareness and knowledge in 
relation to Aboriginal health’.21

Self-reflection has become an important 
tool in most medical schools, as it is 
acknowledged as an essential aspect of 
being a culturally safe doctor. Encouraging 
students to challenge their ‘own attitudes, 
assumptions and thinking’ in the context 
of a remote community is a much more 
effective way to learn.25 The personal 
relationships students built during this 
short visit were deeply meaningful. 
Students found that learning from the 
patients themselves and reflecting on 
these interactions were far more valuable 
strategies than being given a recipe for 
how to ‘deal’ with Aboriginal people. 

These face-to-face cultural experiences 
are obviously of immense value and are 
likely to remain embedded in the students’ 
future relationships with Aboriginal people, 
and their future career choices. 

Limitations
The students who participated in this study 
were self-selected and, therefore, not 
‘typical’ of all students. Many had previous 
experience in Aboriginal and Torres Strait 
Islander communities. Even so, the trip had 
a profound effect on them, which suggests 
that students with less experience or 
interest would at least be similarly affected. 

JB has a longstanding relationship 
with this remote community and was 
able to vouch for the students as part of 
her team. As such, the students were 
accepted more easily by the staff and 
community members, and were trusted 
to be involved in a variety of activities. 
It may not be possible to replicate this 
elsewhere.

JB holds academic positions at both 
the University of Adelaide and Flinders 
University, and was able to liaise with 
student groups to develop this program. 
This also may not be replicated in all 
universities. 

Students were part of the fly-in fly-out 
team. Not all remote communities have 
a similar team or ground staff who will 
have the resources to assist with such a 
program. Remote communities cannot 
accommodate every medical student in 
Australia to take part in such a trip. 

Conclusion
Even though a 2-day trip to a remote 
Aboriginal community is short, it was 
sufficient to allow students to reflect on 
the medical, cultural and personal aspects 
of cross-cultural competence. This cannot 
be learned in lectures or tutorials. Such an 
experience is likely to assist students in 
making a more informed decision about 
working in Aboriginal health in the future, 
in gaining valuable cultural and personal 
skills, and in being patient-centred 
practitioners. The effects of this trip were 
formative for most students.

We recommend that medical students 
should be encouraged to spend time 
in remote Aboriginal communities, and 
that Australian medical schools consider 
facilitating similar placements.
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