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Background: Cultural Safety is a mandatory training requirement for the 16 regulated health
practitioners in Australia. Tools measuring outcomes need to be appropriate for different
education and training contexts.
Aim: To test refinements to the 25 item Cultural Capability Measurement Tool (CCMT).
Methods: Framed by decolonising and relational ways of knowing, being, and doing in the
tool development process. New items of the CCMT were generated through engagement
with key knowledge holders. New items were piloted with expert reviewers and modified
accordingly to produce a 41-item scale. Two online surveys conducted with 875 students
and then 276 health professionals were collected for analysis. Exploratory factor analysis
and a parallel analysis were conducted.
Results: The newly named Ganngaleh nga Yagaleh (GY) tool contained 28 items loaded on 3
factors accounting for 47.95% of variance. Factor 1 (Commitment to Culturally Safe Practice;
α = .89) comprised 12 items, Factor 2 (Understanding of History and Power; α = .86)
contained 9 items, and Factor 3 (Attitudes, Values, and Beliefs; α = .52) contained 7. Total
scale reliability was good (α = .87).
Impact statement and conclusion: The GY Scale can be used in education and practice
settings. Challenges remain about how educational providers and health services approach
cultural safety as a life-long learning journey, and how education and clinical practice
embed cultural safety standards. Future directions for use of the GY tool include expanding
it for use in other contexts and more explicit separation of what is emerging as a separate
scale the ‘Keeping Culture Strong’ scale which evaluates the unique learning experiences
of First Peoples.

Keywords: evaluation; cultural safety; cultural capability measurement tool; First Peoples
health; indigenous research; exploratory factor analysis; students
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work and pay our respects to our continuing connections to culture, community, land, waters, and
sky and to all our Elders past and present. The term “First Peoples” is used to be respectful and
inclusive of all Indigenous Peoples whose countries and nations have been and still are impacted
by colonisation. The First Peoples of Australia represent over 500 Aboriginal and Torres Strait
Islander nations who have never ceded sovereignty. In this paper, we use the term First Peoples
to specifically refer to peoples from the First Nations of Australia.

Introduction

Patient safety includes the inextricably linked elements of clinical and cultural safety, and this link (in
Australia) must be defined by Aboriginal and Torres Strait Islander Peoples. (Australian Health Prac-
titioner Regulation Authority (Ahpra), 2019)

In 2020 the Australian Health Practitioner Registration Authority (Ahpra) launched the Aborigi-
nal and Torres Strait Islander Health and Cultural Safety Strategy highlighting the need to
address racism within the health care system. During the same year, the International Year of
the Nurse and Midwife, over 100 leaders in Australian nursing and midwifery issued a call to
action to address racism in the professions (Geia et al., 2020). In Australia, First Peoples
nurses and midwives have made significant contributions to upholding professional and pro-
gramme accreditation standards and ongoing Australian health care reform (CATSINaM,
2017; Goold et al., 2002; Milligan et al., 2021; Nursing and Midwifery Board of Australia
and CATSINaM, 2018).

As distinct professional groups within healthcare, First Peoples nurses and midwives have
made contributions to cultural capability, cultural awareness and cultural safety education, train-
ing and research innovations. They are also actively engaged in embedding the histories of Aus-
tralia’s First Peoples in nursing and midwifery education and continuing professional training
(Downing & Kowal, 2011; Goold, 2006; Goold & Liddle, 2015; Sherwood et al., 2021; West,
2012).

Lack of clarity about what the terms cultural safety, cultural capability and cultural awareness
means in policy implementation (Ahpra, 2020a; Curtis et al., 2019; Lock, 2018) is part of what
this research explores. From First Peoples perspectives these terms have emerged to respond to
the need to address individual and institutional racism within the Australian health care system.
In this paper the Ahpra definition of cultural safety frames the research:

Cultural safety is determined by Aboriginal and Torres Strait Islander individuals, families and com-
munities. Culturally safe practice is the ongoing critical reflection of health practitioner knowledge,
skills, attitudes, practising behaviours and power differentials in delivering safe, accessible and
responsive healthcare free of racism. (Ahpra, 2020a)

Ganngaleh nga Yagaleh (GY) are Yugembeh words gifted to the research team and mean edu-
cation and training. They were gifted by the Yugembeh traditional custodians from the Gold
Coast (Queensland) where the GY emerged and was further developed. The GY tool has been
adapted, from the Cultural Capability Measurement Tool (CCMT) originally developed in
2017 (West et al., 2017). The CCMT was developed in accordance with the 5 graduate cultural
capabilities identified in the federally endorsed Aboriginal and Torres Strait Islander Health Cur-
riculum Framework (ATSIHCF). Since then, there has been an increased focus in health prac-
titioner education and curriculum towards cultural safety and the tool has been refined within
this context. The CCMT assesses the effectiveness of First Peoples Health courses aligned
with the ATSIHCF in nursing and midwifery and other health professional programmes in
higher education. The ATSIHCF is a framework developed to support health education providers
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to attain consistency in the development and implementation of First Peoples health curricula
(Department of Health, 2014).

To test refinements of the CCMT and support the expansion of its use in different education
and training contexts, this paper outlines the development of the Ganngaleh nga Yagaleh (GY)
tool. The new items added to the tool measure understanding of cultural safety and culturally safe
practices, while remaining aligned to ATSIHCF and retaining the ability to assess training effec-
tiveness against the five capabilities in the ATSIHCF. Framed by decolonising and relational
ways of knowing, being, and doing (Martin, 2003; Sherwood, 2010; Sherwood & Edwards,
2006) the voices of First Peoples were privileged in the tool development process. Decolonising
approaches to research are characterised by the following features:

. Illustrates power differentials;

. Emphasises the ongoing maintenance of colonisation through institutions;

. Examines hegemonic practice and oppressive policy;

. Provides vital context of the issue or circumstance being investigated;

. Deconstructs and revealing practices used to problematise Australia’s First Peoples in the
past and currently;

. Recognises, respects and uses First Peoples ways of knowing, being and doing for; and

. Provides balancing stories and affirms that First Peoples are the holders of expert knowl-
edge about their lives and experiences within and outside of the health practice system.
This knowledge, which draws on and represents the particular and critical framing of
experiences, stands alongside and adds to the knowing and knowledge of other key stake-
holders from government, non-government and community-controlled organisations.

To transform interpersonal and institutional racism and to inform nursing and midwifery
praxis, innovations in education, training and research need to be inclusive of First Peoples
ways of knowing, doing, and being (Geia et al., 2020). These innovations are also needed to
address the impact of the cultural background of nurses and midwives on outcomes from
health care (Desouza, 2008; Ramsden, 2002). Such innovations are essential to respond to
increasing evidence of differential health outcomes and quality of care for the First Peoples of
Australia (Marrie, 2017; Marrie & Bourke, 2020). Current indicators show little evidence of
improvement in health outcomes across First Peoples in Australia (Australian Government,
2020). While there has been commitment from Queensland and South Australia to address insti-
tutional racism and assessment of organisational readiness (Marrie, 2017; Petric, 2019), there is
little available evidence to support organisations embedding cultural safety curricula, education
and training to identify what works. Publicly available evidence suggests a need to review how
cultural safety is captured in health care quality monitoring systems (AIHW, 2019; AIHW, 2020;
Australian Commission on Safety and Quality in Health Care, 2018).

There are well recognised tensions and challenges in collecting such evidence, as outlined by
the Australian Productivity Commission (Australian Productivity Commission, 2019). Two pro-
minent sources of tension being: (1) the broad definitions and confusion in use of terminology,
even though the recent definitions by Ahpra have introduced some clarity; and (2) lack of trans-
parency about theoretical assumptions in the measurement of education and training innovations
designed to promote cultural safety (Lock, 2018). Given the complex cross-cultural spaces being
navigated, there is a need for evidence to reflect the varying needs of learners, academics in uni-
versities and trainers in health services. There are few validated tools to measure the impact of
mandatory First Peoples health and cultural safety curricula, education and training on health stu-
dents and health professionals. Understanding how health professional education and training
affects change for students, practitioners and patients is important. In this paper we describe

358 R. West et al.



the limitations, rationale and approach to refinement and further validation of the Cultural Capa-
bility Measurement Tool (CCMT).

Method

Limitations of the CCMT

The CCMT was developed to measure the impact and effectiveness of cultural capability edu-
cation (West et al., 2017; West et al., 2018a, 2018b; West et al., 2019), where that education
is aligned with the ATSIHCF (Department of Health, 2014). The 25-item scale was validated
for use primarily with undergraduate midwifery and nursing students, with items presented on
a 5-point Likert-type response format (1 = strongly disagree, 5 = strongly agree), with higher
total scores indicating a higher level of cultural capability. Although led by a First Nations
Senior Academic the development was not framed by decolonising pedagogies and principles,
nor were relational ways of knowing, being, and doing privileged. It has also criticised for its
atheoretical and apolitical stance (Lock, 2018).

The CCMTconsists of five factors: 1 – Respect (10 items, α = .83, e.g. Reflecting on my own
cultural values and beliefs will help me become culturally aware); 2 – Communication (five
items, α = .75, e.g. I feel comfortable working with First Peoples); 3 – Safety and Quality
(five items, α = .73, e.g. Comprehensive primary health care services are fundamental to improv-
ing First Peoples health); 4 – Reflection (three items, α = .62, e.g. All First Peoples are treated
equally by health professionals [reverse-worded item]); and 5 – Advocacy (two items, α = .36,
e.g. I intend to work for changes in First Peoples health). While the overall scale is reliable
(α = .86), factors 4 and 5 were not reliable, with only three and two items, respectively, indicating
potential lack of coverage. The scale also contained significant cross-loading of items across
factors, indicating that differentiation between factors was lacking.

Approach to item refinement and new item generation

The approach taken to enhance and refine the CCMTwas framed by decolonising pedagogies and
principles. As such, First Peoples voices and ways of knowing, being, and doing are privileged in
this approach as are their interpretations of cultural safety (Cochran et al., 2008; Ormiston, 2010;
Sherwood, 2010; Sherwood & Edwards, 2006). A key goal of cultural safety education and
training is context or place-situated ‘ethical relationality’ (Donald, 2009; Kerr & Adamov Fer-
guson, 2021). What this means is that First Peoples philosophies, ethics and ways of knowing
centre how understandings of different perspectives and knowledge systems are constituted by
different colonial histories (Williams et al., 2018).

Theoretically significant in our work is the need to decolonise our approach (Sherwood,
2010; Sherwood & Mohamed, 2020). Our approach highlighted how critical and transformative
learning experiences deepen shared connections, create awareness of shared human experiences
beyond different cultural histories and stories, and enhance and improve the quality and safety
standards of education, training and health care.

Our intent was to strengthen the psychometric properties of the CCMT, while also enlarging
use of the scale outside the narrow context of cultural capability of students in the university
sector. Existing CCMT items (items 1–25) had minor variations to remove ambiguous wording,
alongside new items (items 26–41); the latter were generated through engagement with knowledge
holders, feedback from First Peoples participants when completing the CCMT, and were written in-
line with the theoretical frameworks of affective learning (Krathwohl, 2002) and cultural safety
(Ahpra, 2019; Ramsden, 2002) and evaluating the process of truth-telling in education and training.
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The revised CCMT items and new items were piloted with First Peoples and other expert reviewers
and modified accordingly before data collection as a 41-item scale.

Design and setting

Two cross-sectional studies were undertaken. Participants needed to be of an age to give their
own consent, be enrolled as a health professional student in a university programme (for stu-
dents) or be a registered health professional working in the selected hospital and health
service. Participants who had previously participated in any development or validation of the pre-
viously developed CCMT were excluded via matching of unique participant codes.

Student participants undertaking a self-paced pre-professional placement cultural capability
training module, delivered online were invited to complete the survey before and after the
module. Employed health professional participants were recruited from a major metropolitan
hospital and health service while undertaking cultural capability training. They were also
invited to complete the survey before and after training. In both contexts, training was manda-
tory, however participation in the research was voluntary. Human Research Ethics approval
was obtained from the ethics committees of both Griffith University (reference: PBH 40-10-
2012 HREC) and the participating hospital (GCHHS reference: HREC/2019/QGC/45171).

Data were collected in two waves, from November 2019 – January 2020, and January 2020 –
March 2020. Participants within the first wave comprised the sample for exploratory factor
analysis (EFA) and data from participants from the latter wave were included in the parallel
analysis. The target sample size was set at 800, for two samples of 400, in order to allow a par-
allel analysis. These numbers would allow 10 participants for every item to be validated. Of the
4500 students completing the training, 2291 elected to also complete the survey, with 875 com-
pleted surveys. Of the 371 health professionals completing the training, 287 elected to participate
in the study, with 276 completed surveys. Only completed surveys were included in the analyses.

Instrument overview

The survey consisted of a demographic section, and the 41 test items. The demographic section
contained items on age, sex, descent (e.g. English, Chinese, etc.), whether a participant identified
as First Peoples, primary residential location (e.g. major city, rural, remote, etc.), and their health
discipline. Student participants could indicate if they were enrolled domestically or internation-
ally, and health professional participants were asked to indicate their educational attainment and
time they had worked in their current health professional role. This section was followed by the
test items, presented in an identical format to the original CCMT, and intended to be scored in the
same way (West et al., 2017).

Reverse-worded items were used to reduce response bias. Questions were presented in
smaller blocks on screen to reduce participant fatigue, and the survey was kept short to
prevent participant burden. Random ordering of question blocks and items was implemented
to minimise order effects.

Results

Participants

The final sample size comprised 1151 participants, who completed both pre and post surveys.
The sample for exploratory factor analysis (EFA) was n = 483, and the parallel analysis n =
668. Characteristics of participants are presented in Tables 1 and 2.
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Exploratory factor analysis

Principle components analysis was used, with no set number of factors, in order to identify poor-
performing items and the number of factors. It was expected that factors would interrelate and so
varimax rotation was allowed, with Kaiser Normalization and five iterations. Regarding

Table 1. Participant characteristics with percentages, N = 1151.

Demographic

EFA
sample
N = 483

Parallel
sample
N = 668

Participant type Undergraduate student 434
(89.9)

441(66.02)

Health practitioner 49 (10.1) 227 (33.98)
Age (M, SD) 28.51

(10.9)
29.09 (10.4)

Sex Male 80 (16.6) 59 (8.8)
Female 375

(77.6)
441 (66.0)

Descent English 90 (18.6) 98 (14.7)
Irish 13 (2.7) 20 (3.0)
Italian 11 (2.3) 5 (0.7)
German 9 (1.9) 7 (.1.0)
Chinese 17 (3.5) 15 (2.2)
Scottish 18 (3.7) 10 (1.5)
Australian 158

(32.7)
223 (33.4)

N/A 167
(34.6)

290 (43.4)

Identification as First Peoples Aboriginal 9 (1.9) 18 (2.7)
Aboriginal and Torres Strait
Islander

2 (0.4) 6 (0.9)

Non-Indigenous 444
(91.9)

475 (71.1)

N/A 28 (5.8) 169 (25.3)
Main living location Major city 270

(55.9)
253 (37.9)

Inner regional 124
(25.7)

148 (22.2)

Outer regional 42 (8.7) 64 (9.6)
Remote 11 (2.3) 28 (4.2)
Very remote 0 (0.0) 1 (0.1)
N/A 36 (7.5) 174 (26.0)

Student type Domestic 348 (72) 282 (42.2)
International 42 (8.7) 40 (6.0)

Education of health professionals (excludes
students’ current enrolment)

Certificate 2 (.4) 0 (0.0)
Diploma 0 (0.0) 1 (0.1)
Degree 5 (1.0) 2 (0.3)
Postgraduate diploma 3 (0.6) 2 (1.3)
Master’s degree 3 (0.6) 0 (0.0)
PhD 3 (0.6) 0 (0.0)

Time working in current hospital Less than 1 year 29 (6.0) 127 (19.0)
1–3 years 12 (2.5) 30 (4.5)
4–6 years 3 (0.6) 7 (1.0)
7–10 years 2 (0.4) 3 (0.4)
Over 10 years 2 (0.4) 8 (1.2)
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factorability, interrelations show all items correlate with at least one other item. Sampling
was determined to be adequate (KMO = 0.94), and Bartlett’s test of sphericity indicated
factor analysis would be appropriate (χ2 (406) 5727.35, p < .001). All communalities
were over .3.

The number of factors was determined via examination of eigenvalues, the scree plot, and
theoretical linkages between items in each factor. A cut-off of .5 was used to determine which
item loaded onto which factor. Three factors were decided upon for the final solution, explaining
49.93% of variance. Factor loadings and factors, communality for each item, can be seen in
Table 3. The properties of the final solution and interrelations between factors can be seen in
Tables 4 and 5, respectively.

Items that cross-loaded or failed to load, items that loaded on factors that conflict semanti-
cally with the other items in the scale, items identified as redundant (r > .6), and poorly perform-
ing or confusing items were marked for potential removal. Items 1, 4, 7, 8, 12, 15, 21, 22, 27, 28,
29, 38 were removed prior to subsequent analysis. Some items performed poorly but were
retained for further analysis (e.g. item 11). Item 36 was flagged for possible removal, as it
improved the reliability of Factor 3 to >.7.

Parallel analysis

As above, assumption-testing indicated factor analysis as appropriate: all items correlated with at
least one other item, KMO = 0.93, Bartlett’s test of sphericity returned (χ2 (378) 5038.76, p
< .001), and all communalities were over .3. The same process in regards to setting the
number of factors, rotation, and determining the final number of factors in the solution were
employed in this analysis as the first.

The final solution contained 3 factors, explaining 47.95% of variance. Table 6 contains the
factors, loadings, and communalities. Table 7 contains the properties of the final solution, and
Table 8 shows intercorrelations between factors.

The same process for removing items was followed here as in the previous analysis. Only
item 32 was removed. Some items performed poorly but were retained for further analysis:

Table 2. Participant disciplines, with percentages, N = 726.

Programme
EFA sample,

N = 400
Parallel sample,

N = 326

Nursing 124 (31.0) 205 (62.9)
Dentistry 23 (5.8) 12 (3.7)
Biomedicine, medicine, paramedicine 56 (14.0) 8 (2.5)
Child and families studies 5 (1.3) 2 (0.6)
Exercise physiology and physiotherapy 16 (4.0) 16 (4.9)
Education 13 (3.3) 1 (0.3)
Human services and social work 33 (8.3) 20 (6.1)
Criminology 4 (1.0) 1 (0.3)
Midwifery 28 (7.0) 5 (1.5)
Nutrition and dietetics 25 (6.3) 6 (1.8)
Occupational therapy and rehabilitation 8 (2.0) 8 (2.5)
Pharmacy 12 (3.0) 12 (3.7)
Psychology, counselling, and mental health 20 (5.0) 12 (3.7)
Health service management or practice 9 (2.3) 9 (2.8)
Public health 3 (0.8) 4 (1.2)
Speech pathology 20 (5.0) 4 (1.2)
First Peoples community practice 1 (0.3) 1 (0.3)
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items 11 and 36 fell below the .5 cut-off (.49 and .48, respectively); item 36 was again flagged,
however removal would only improve Factor 3’s reliability to .64.

The exploratory factor and parallel analyses resulted in a 28-item, 3-factor structure that was
stable across both samples. After parallel analysis, items 2, 3, 5, 6, 9, 10, 11, 13, 14, 16, 17, 18,

Table 3. Factor loadings and communalities, exploratory factor analysis, N = 461.

Factor 1 Factor 2 Factor 3 Communality

Item 2 0.19 0.79 0.09 0.66
Item 3 0.18 0.63 0.28 0.51
Item 5 0.67 0.27 −0.01 0.52
Item 6 −0.08 0.08 0.73 0.55
Item 9 0.62 0.31 0.04 0.48
Item 10 0.70 0.16 0.04 0.51
Item 11 0.04 0.48 0.46 0.44
Item 13 0.73 0.14 0.00 0.56
Item 14 0.67 0.25 0.06 0.51
Item 16 0.56 0.19 −0.09 0.35
Item 17 0.61 0.09 0.02 0.38
Item 18 −0.07 0.02 0.80 0.65
Item 19 −0.13 −0.15 0.59 0.38
Item 20 −0.18 0.04 0.76 0.61
Item 23 0.65 0.14 −0.03 0.44
Item 24 0.68 0.34 −0.03 0.59
Item 25 0.15 0.13 0.58 0.38
Item 26 0.61 0.34 0.01 0.49
Item 30 0.75 0.07 −0.06 0.57
Item 31 0.74 0.22 0.05 0.60
Item 32 0.69 0.24 −0.05 0.53
Item 33 0.38 0.54 0.19 0.47
Item 34 0.26 0.64 0.15 0.50
Item 35 0.24 0.70 −0.02 0.55
Item 36 0.18 0.23 0.51 0.35
Item 37 0.51 0.37 −0.21 0.44
Item 39 0.37 0.60 0.04 0.50
Item 40 0.51 0.48 −0.21 0.53
Item 41 0.32 0.56 −0.07 0.42

Table 4. Properties of final solution, exploratory factor analysis, N = 461.

Factor 1 Factor 2 Factor 3 Total GY

Number of items 15 8 6 29

Mean 4.27 3.76 3.91 3.89
Std. error .02 .03 .03 .02
Median 4.29 3.75 3.17 3.86
SD 0.48 0.58 0.66 0.04
Std. skew −11.84 −2.84 −0.56 −6.88
Cronbach’s alpha .91 .84 .61 .87
Rotated loading 7.04 4.25 3.19 –
Variance explained (%) 24.27 14.65 11.00 –
Av. inter-item correlation .63 .57 .36 .46
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19, 20, 23, 24, 25, 26, 30, 31, 33, 34, 35, 36, 37, 39, 40, and 41 were retained. The factors were
labelled: Factor 1 – Commitment to Culturally Safe Practice (e.g. I accept that there is still much
for me learn about Aboriginal and Torres Strait Islander Peoples); Factor 2 – Understanding of
History and Power (e.g. I have an understanding of how Australia’s colonial history impacts on
my practice as a health professional); Factor 3 – Attitudes, Values, and Beliefs (e.g. There may
be few exceptions, but in general First Peoples are all the same [reverse-worded item]).

Discussion

Culturally safe healthcare practice requires a commitment to ongoing learning and unlearning,
critical reflection and evaluation, which in turn requires the development of skills and

Table 5. Intercorrelations of factors, exploratory factor analysis, N = 461.

Total Factor 1 Factor 2 Factor 3

Total –
Factor 1 .92** –
Factor 2 .74** .63** –
Factor 3 .40** .16* −.13* –

*p < .01, **p < .001.

Table 6. Factor loadings and communalities, parallel analysis, N = 467.

Factor 1 Factor 2 Factor 3 Communality

Item 2 0.21 0.72 0.04 0.56
Item 3 0.23 0.52 0.27 0.40
Item 5 0.54 0.36 0.01 0.42
Item 6 −0.15 0.11 0.72 0.55
Item 9 0.60 0.29 −0.03 0.44
Item 10 0.65 0.28 0.01 0.50
Item 11 0.27 0.20 0.48 0.35
Item 13 0.62 0.24 −0.02 0.43
Item 14 0.63 0.22 0.10 0.46
Item 16 0.54 0.30 −0.13 0.40
Item 17 0.64 0.20 −0.16 0.48
Item 18 −0.09 −0.03 0.76 0.59
Item 19 −0.30 −0.10 0.54 0.40
Item 20 −0.14 −0.03 0.77 0.61
Item 23 0.70 0.22 −0.10 0.55
Item 24 0.57 0.48 0.01 0.56
Item 25 0.05 0.00 0.61 0.37
Item 26 0.54 0.46 0.01 0.50
Item 30 0.60 0.06 −0.03 0.36
Item 31 0.71 0.22 0.05 0.55
Item 33 0.34 0.65 0.09 0.55
Item 34 0.27 0.56 0.27 0.46
Item 35 0.24 0.66 0.03 0.50
Item 36 0.35 0.07 0.48 0.36
Item 37 0.19 0.64 −0.20 0.49
Item 39 0.18 0.72 0.03 0.55
Item 40 0.27 0.66 −0.26 0.57
Item 41 0.22 0.64 0.07 0.47
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knowledge, and changes in attitudes and behaviours. The impact of education and training in cul-
turally safe practice is best measured through longer-term multi-level research approaches, of
which the revised CCMT, now appropriately re-named the Ganngaleh nga Yagaleh (GY) tool
presented here, constitutes only one small part.

The CCMTwas originally developed to measure the effectiveness of cultural capability edu-
cation in 2014 (West et al., 2017), where that education is aligned with the ATSIHCF and was
developed and framed within the context of tertiary education. The GY scale evolved and
emerged from applying the CCMT into contexts external to tertiary education with health pro-
fessional participants undertaking education and training in health service contexts. The new
items added to the tool measure understanding of cultural safety while still remaining aligned
to ATSIHCF and retaining the ability to evaluate education against the five capabilities.
Additionally, the GY was developed following decolonising pedagogies and principles that pri-
vilege First Peoples ways of knowing, being, and doing. As such, the GY has evolved into a
meaningful scale, although, as identified, further testing and refinement is required.

After exploratory factor analysis and parallel analysis, a three-factor structure was returned
for the GY, explaining 47.95% of total variance. These factors, Factor 1 – Commitment to Cul-
turally Safe Practice (12 items), Factor 2 – Understanding of History and Power (9 items), and
Factor 3 – Attitudes, Values, and Beliefs (7 items), yielded reliability coefficients of .89, .87, and
.52, respectively, with a total scale reliability of .87; aside from Factor 3, these indicate accep-
table reliability. From the analyses conducted, a stable factor structure emerged with improve-
ment in regards to reliability of Factor 3. Only two items changed factor loadings between
analyses, onto factors where their inclusion is more consistent with theoretical linkages within
the new Factor. For example, item 37, I recognise my own privileges and unequal advantages,
moved from Factor 1 to 2. The loadings for the final solution were all high, allowing for a
cut-off of .5 to be used, and no cross-loading was present, indicating a clear factor structure.

Table 7. Properties of final solution, parallel analysis, N = 467.

Factor 1 Factor 2 Factor 3 Total GY

Number of items 12 9 7 28
Mean 4.35 3.90 3.24 3.93
Std. error .02 .02 .02 .02
Median 4.33 3.89 3.23 3.89
SD 0.42 0.54 0.54 0.38
Std. skew −1.85 −1.78 1.79 −0.29
Cronbach’s alpha .89 .86 .52 .87
Rotated loading 5.41 4.88 3.14 –
Variance explained (%) 19.30 17.42 11.23 –
Av. inter-item correlation .60 .60 .26 .46

Table 8. Intercorrelations of factors, parallel analysis, N = 467.

Total Factor 1 Factor 2 Factor 3

Total –
Factor 1 .89* –
Factor 2 .83* .69* –
Factor 3 .56* .29* .14* –

*p < .001.
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Factors 1 and 2 were particularly strong, both correlating highly with total scores, but not so high
in their intercorrelation with each other as to indicate redundancy.

In ongoing research using the GY, we seek to further differentiate these factors, with items
flagged in the current, ongoing phase of validation as requiring re-writing or deletion. This is
aimed at collecting evidence around construct validity. Unfortunately, the way in which data
were collected in the present study resulted in a health professional sample that was too small
to be used on its own, and so needed to be combined with the student sample. Future research
will explore the possibility of some factors being present exclusively among health pro-
fessionals, students, or even healthcare professionals in different healthcare contexts, such
as community health workers. It should also be noted most participating students were of
a nursing background, and so more work is needed in determining if the tool is generalisable
across disciplines.

The value of the GY scale lies in creating evidence to support dialogue around embedding
indicators for change in mandatory cultural safety curriculum, education and training for
health professionals and students. Data from the GY tool is therefore not designed nor rec-
ommended for use in isolation, but rather as a vehicle to be interpreted within context and
embedded into systems for ongoing monitoring of cultural safety in First Peoples Health and
Cultural Safety education and training alongside other strategies designed to promote discussion
and deeper learning, and meaningful change.

Limitations

There are strengths and limitations associated with this study. The recruitment of 2 large and
diverse samples gives confidence to our findings. Given the nature of cultural safety, socially
desirability responding was expected. In order to reduce participant burden and decrease the like-
lihood that already busy participants would not complete the survey, a socially desirability
response scale was not included, however anonymity was stressed to study participants. While
we established face and content validity, work is currently underway to establish construct val-
idity; work is currently underway with this new GY scale to measure: social desirability scale,
attitudes to First Peoples in Australia, and symbolic racism.

There was a high attrition rate in the student cohort with 1416 students (61.8%) commencing
but not completing both pre- and post-innovation surveys. This could be attributed to the volun-
tary and anonymous nature of the survey, participant fatigue, lack of interest in the topic, or dis-
comfort over subject matter. Future research could attempt to follow-up non-completing
participants to better understand view towards this topic. This is also why our results suggest
the GY tool is therefore not designed nor recommended for use in isolation, but rather as a
vehicle to promote broader collaboration within health professional education.

Conclusion

In refining how the effectiveness of embedding mandatory First Peoples health and cultural
safety education and training is assessed, the GY tool responds to the need to go beyond asses-
sing cultural capabilities. It also reflects and responds to the more rigorous approaches being
developed in policies, registration standards, codes and guidelines for registered health prac-
titioners and students (Ahpra, 2020a) and in mandatory reporting of significant departures
from accepted professional standards (Ahpra, 2020b).

Collaborative research, led by First Peoples and framed by decolonising and relational ways
of knowing, being, and doing, can promote best practice in education and training that addresses
cultural safety and the health inequities of First Peoples. The GY tool enables the ongoing
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monitoring of the effectiveness of education and training innovations aligned with the ATSIHCF
(Department of Health, 2014).
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