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THE AIATSIS MAP OF
INDIGENOUS AUSTRALIA
i O

This map attemptsto representthe language, social or nation groups of Aboriginal Australia. It shows only the general locations of larger groupings of
people which may include clans, dialects or individual languages in a group. It used published resources from 1988-1994 and is notintended to be exact,

nor the boundaries fixed. Itis not suitable for native title orother land claims. David R Horton (creator), © AIATSIS, 1996.
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What 1S Implementation science?

ilT fer enuauon

pTaCjCit; ..g O]%%gxdkerence
* Implementation science is the scientific study of i educationylevels..
methods and strategies that facilitate the uptake of datg(résearoh 0%%1511;
evidence-based practice and research into regular use by ol eLo . 5
practitioners and policymakers (WU,2024) p:l-emeI‘J-.tat:'-onpl

goals evidence-based
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* Implementation, evidence, and politics should operate ita sclencel iaplenentatior collatoration
together to increase the use of evidence in decision- » M

making policy and practices (Stewart et.al, 2022).

* Barriers to the use of research evidence in the policy
include lack of research-policy engagement, lack of
policy-relevant research, differences in policymaker and
researcher practice norms, time constraints, difficulties in
coordination, and divergent languages and reward
systems (Banks..Yaday, 2023)



1. Case study- Australia

Systems
Evidence Strengthening

Population level Health service level -

Better CVD risk prediction Enhancing service delivery

Ensuring CVD risk assessment Identifying sustainable

is appropriate for Aboriginal and approaches to support high

Torres Strait Islander peoples quality risk assessment and
follow-up

Shared Knowledge

Individual level - Supporting shared decision
making Developing resources to engage Aboriginal
and Torres Strait Islander peoples in shared decision
making about their health.
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Kairuz et al. BMC Public Health (2021) 21:1302
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Impact of racism and discrimination on ®

physical and mental health among

Aboriginal and Torres Strait islander
peoples living in Australia: a systematic
scoping review

Camila A. Kairuz'?, Lisa M. Casanelia', Keziah Bennett-Brook?, Julieann Coombes? and Uday Narayan Yadav'?

updates

Abstract

Background: Racism is increasingly recognised as a significant health determinant that contributes to health
inequalities. In Australia efforts have been made to bridge the recognised health gap between Aboriginal and
Torres Strait Islander people and other Australians. This systematic scoping review aimed to assess, synthesise, and
analyse the evidence in Australia about the impacts of racism on the mental and physical health of Aboriginal and
Torrens Strait Islander peoples.

Yadaw et al Health Research Policy
Health Research Palicy and Systerms (Z024) 22:34
httpsyidoiorg 10,1186/ 12961-024-01 1215 and Systems

A rapid review to inform the policy R
and practice for the implementation of chronlc
disease prevention and management programs
for Aboriginal and Torres Strait Islander people
in primary care

Uday Narayan Yadav'=""@®, Jasmine Meredith Davis®, Keziah Bennett-Brook”, Julieann Coombes™,
Rosemary Wyber' = and Odette Pearson®
Abstract

Background More than 35% of Aboriginal and Torres Strait Islander adults live with cardiovascular disease, diabetes,
d se prevention and management among Aborigi-
to synthesise cade of contemporary
ent for Aboriginal
and Torres Strait Islander P
Methods We =y
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Absolute Cardiovascular disease risk and
Aboriginal and Torres Strait Islander peoples

The vast majority of heart attacks and strokes can be prevented
through lifestyle changes and taking recommended medications
to lower blood pressure and cholesterol.”

CVD AND ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES

D - 0 o o@ ® 1in7 Aboriginal and
1\ \ Torres Strait lslander
%K@Tﬁ‘w adults aged 18-74 are at
| | high absolute CVO risk '

The rate of deaths from CVD in Aboriginal and
Torres Strait [slander peoples has fallen by half in
the past two decades’. However, CVD remaina
the leading cause of deaths, despite being highly

preventable with early detection, lifestyle and
medication management.

@ 2 ¢

Cardiovascular disease, chronic kidney disease and diabetes are
often associated with each other and share risk factors.

The presence of one can exacerbate the progress of the others.!

WHAT YOU CAN DO

|

CVD eents and CVD ()
related deaths occur an \J
average of 10-20 years i
earlier in Aboriginal and 5

Torres Strait Islander
peoples than non-
Indigenous Australians.*

isk of CVD, around haf are undertreated/not taking recommended lipid-
‘ ‘ ‘ lowering medications'

jt ““‘ Of those Aboriginal and Tores Strait Islander peoples who ae at high

Calculated cardiovascular disease
risk may underestimate actual
risk in people with high levels

of psychological distress or
socioeconomic disadvantage.

WHAT YOU CAN DO

» G0 to: auscvdrisk.com.awrisk-calculator

4in 8 young adults have a CVD risk factor.
I From 18 years of age at the latest, undertake combined
11 early screening for diabetes, CKD and CVD. This health
! check should include checking smoking status, checking
blood pressure and urine/bloods for diabetes, kidney
disease and lipids.

From 30 years of age at the latest, undertake absolute
CVD risk assessment using the recommended
calculator:

o Upward adjustment of risk score>> consider adding
5% to calculated risk score to take info account
local risk factor and/or CVD epidemiology and local
guideline use.
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WEIGH UP Chronic disease
THE 0DDS prevention
and management

for Aboriginal and

Torres Strait Islander ’
WAYS OF People
KNOWING, BEING ]

AND DOING

SUPPORT ’




SHARING WHAT WORKS TO IMPROVE CHRONIC DISEASE CARE FOR ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES SUMMARY OF RESULTS, NOVEMBER 2023

DoMAIN

Aboriginal and Torres

Strait Islander Cultura
Fecognition, calebration. and
acknowledgment of Aboriginal
and Tomes Strait |slander
culture underpins effective
chronic disease care for
Ahorginal and Tormes lalandear
people. Chronic diseass
prevention and manadement
requines a holistc approach
which recognisas the
importance of cultural and
social delesrnanants of health.

Clinical Care Pathways
Clinical cane pafhvways support
good chronic disease cane by
rnaking it efficient and inbultive
to deliver comprehensive, high-
quality care. This includes
dinical information aystems,
clinical guidelnes, recalls,
patient follow up, refedral
pathways and access 1o
hospital specialist services.
Clinical cane palhways ane
espacially important in settings
af high workforce funmover 1o
ensure conbinuity of care and
reducing varlation in care.

vl o vl s sl d 4

PARTICIPANT
PERSPECTIVES

“And these mob heme have

thedr howuses o sgsist them

= Owir bers driver, patents ke
bo fatk o him foo. And he gets
o Amow Mem as well Ang
they apen wup fo him as wel
and have a chal wilf firm and

“Aunfie previously mentioned
thiz place i a hub. The renge
and awvearsy of the senices

Mohic ham B haon wans
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PRACTICE RECOMMENDATIONS

Ensure that leadership by Aborginal and Torres Strait |slander
people undenpins primary care delivery and acoountability.
Ensure cultural competency |s 8 core element in staff recruitrment,
professional development review, and other educaon iraning
opportunites.

Increasse the use of interpreters, local language and plain
language comMUnicatkon ressurces.

Ensare environments are conducive o men's and wormen's
business whens approprate.

Create and supportive clinke environments. potentially
including tealcoffes, hairdressing or other serdices.

Recognise the role of farniles, carers and communities and
ensure they ane ncduded in models of care delivery.

Support team-based modeds of care which may ncdude Abonginal
and Torres Strait lslander Health workess/practibonars, nurses,
general practiioners, midwives and albed health providers.
Enswre Aboriginal and Tomes Strait Istanders people are able 1o
make their own health decisions and supported by the chronic
disease team.

Suppart flexbility in consultation times and fonmats to foster
genuine health care relationships.

Ensure mechanisms are in place to facilitate feedback and
address provider behaveours and attiludes.

Support atafl raining in holistic needs assesameant including
social and cultural delerminants of health.
Devalop mechanisms o 8L
health improvements.

125 and

Pricritee employment of Aboriginal and Tomes Strait Istander
people and provide onasing support for Aboriginal and Tomes
Strait lslander staff who sanice communities.

Explore workflows which include chionic disease portfolios within
primary cafe and allow for team-based cana.

Ensure ataff raning encompasses holistic chronic disease cane
and consumer priorittes alongside eomedical consideratbons.
Faciitate professional supenvision, peer support. and continuous
learming as prorities for siaff.

Develop workflows which support implementation of the National
Cuide io Preveniative Healihcans for Aboriginal and Torres Strait
|stander people and oier standards of cane.

Support adapbon of Health Pathways o provide lecally relevant
infarmation for clinkcal management and redenral

Ensure staff training for the effective use of the full funconality of
clinical information systema for recalls, reminders and reporting.
Develop systems to support navigation to kecal alked health and
coOFmUndy sefvices.

LUse a wariety of conlextual approaches to follow up wikh sendsce
users, including phone calls, text messages and home visits.
Support the delivery of hospilal specialist care in primary care
satimgs wherever possible_

Offer maximally flexible modeks of sandace delivery, including
outreach, extended opening hours and walk in services
wherever possitla.

Prowvide transport services for sendose users to atbend primary
care in settings whene physical access is a barrier to care.
Support capasity of clinke drivers 1o have a rele in haalth
promation and community engagemsant

Consider incentives for service users o suppor the uptake of
T15 health checks.

Engage in continuous quality improvement processes for
chronic disease care delivery.

PoLicy RECOMMENDATIONS

Funding
priorities

Aboriginal and
Torres Strait
Istander people.

= Ensure primary
care funding
modeds are
flexible enough
1o e wisesd for
Iocal pricoities.
petentially
il actingy
pravision of
serice user
trangport,
craating
welcaming
environments,
Iocal language
rESOLNCES,
imnovative
modeds of care
celivery.

= Renview
capacity for
MES rebates to
recognise and
renaumerate
flexible sarvice
delivery by
multidiscaplinarny
pEETETY CAre
teams,
imcluding
outresch and
extended hours
sErvices.

Domain-specific policy
recommendations

= Support process for ransiion to
Cormemunity Control of health
SETECES.

= INCreass resourcing and
workdorce for use of ranslation
and interpretation in local
|ampuages.

= Resource and implerment the
‘Cultural safety in health cane for
Indigenous Australians:
P boding frameworc with
adaptation to prifmary care.

= Resouwce implementation of the

lulinrml Abariginal and Tomes
Strail lslander Health

Strateqgic Frarmework and
Implementation Plan.

= Support equilable resourcing of
Aboriginal and Torres Strait
lslander chrom: disease
workfonce.

= Resource Communibes of
Practice 1o share best practices
and mitigate bumout.

= Celebrate strengths, successes,
and emprosernsent in health
ouUbcomes.

= Support strategic use of clinical
information systerns including
training on effective use.
= Support standards for clinical
Information aystarm funchiionality @n
Aboriginal and Tormas Sirait
Islander gelt) 5
Irvest in Health Pathways 1o
mitigate some of the effects of
high staff iurmowver and wisiting
staffl by increasing continuty of
Cane.

Explore funding modeds for clinics
to provide transporation services

for sendace users o attend primary
cAfe Servioes

Co-design needs based funding
siructures 1o support high quality
chronic disease care, nchuding
development of Mybledicare for
e sachor.

ALIGNMENT: NATIONAL ABORIGINAL
& TORRES STRAIT ISLANDER
HEALTH PLAN

» Priority 1 (genuine shared decision making and
parinerships), Objective 1.2 (embed mecharsms to
suppont Abonginal and Torres Strait lstander nation
buiding to selt-determine heaith and wallbeng).
Priority 3 (workforce ). Objective 3.2 (improve
ciiliural safety in workplaces across the health,
mental health, disability, and anged care systemal,
Obgactive 3.3 Continue o support the leadership
robe of the Abariginal and Tomes Strait lslander
Community Controlled health workforos
onganisations.
= Priority 8 (ientfy and elrminate racsm), Objective
B.2 (imgrove cultural safety training across
mainstream health services and ssttings).

L]

Priority 1 (genuine shared decision making and
parinerships), Objective 1.1 (embed

and shared decision making across the whola
health, disability, and aged care systerms).

Priority 8 (ientfy and eirnate racsm), Oblective
B.2 (imgrove culural safety training across
mainstream health services and setbings) and
Objactive 8.3 [ensure racism complaints procedures
ane gvailabba and ) im e

Aporiginal and Tames Strait lstandes Health Plan.

L]

Priority 3 (workforce) in the Mabonal Aboriginal and
Torres Strait islander Heaalth Plan

Mational Abariginal and Tomes Strait stander
Health Weorkdorce Strategic Framework and
Imglementation Plan.

L]

Priority 8 (access o person-cenired and farmily-
centred cara), Objective 9.3 (ensure access 1o
talehealh, digital health and other echnologies b
enable better healthcane access and connectan to
services) and Objective 9.4 (enhance senice
linkages and integration for continuity and
coordination of hokstic are, ncluding follow-up care
and sUppot Serices).

=« Priority 8 in the National Aboriginal and Tommes
Sdrait lslander Healih Flan- Access o person-
centred and CAre.

Priority 5 (early inarvention ), Objective 5.1
[increase the quality and uptake of health chiecks)
and Objactive 5.3 (enhance acosss io early

ALIGNMENT: NACCHO CORE SERVICES
AND OUTCOMES FRAMEWORK

Culture, Cultural Authority & Aboriginal and Torres Sirall kslander
Leadarship are overarching and embedded across the CSOF +
= 33 Cultural authority and safety: Ensure organisabon-wide
cultural safety policy, including regulsr mondonng of its
implementaton; effective orlentation is required for non-
Indigenous people.
CE1 Individual and fa healkth p
individuals and families io mlf—mga their haalth ‘Ill\ough
individual and collactive family actions, ncrease ind vidual
healih literacy and health knowledge:; Offer health promotion.
= CEZ2 Community Development: Translale resources as per
cormirunity need and provide n accessible fonmats.

CS0OF Framework ptlm:hll' Comprehensive primany haalth

CAre as an front-ine’ service based on

relationships = the mmhns of a susiainable health-care

aystam. Alknment also in Core Senice Domains:

= 33 Culiural Authority and Safety: knplement accesalble and
appropriate client and community feedback mechanisms.

= G5 Organisation-wide commitment to provision of
integrated person-cenired cane: and
reinforce multidisciplinany tﬁamstbmkdﬂwn “slos’ in sandbane
delvery to b ¥ meet
wmelresources 1o integrate case-management.

G6 Human resources (HR) and staffing: Prioritise recruitment,

training, suppon and retertion of Aboriginal and Tommes Strait

Istander siaff at all kevels.

= CE3 Cultural determinants and cultural affirmation:
Srengthen capacity of Abariginal and Torres Strai lslander
siaff o lead health promotion activites.

= CES Economic benefits: Offer basi-praciice fenms and
conditions for Aborginal and Torres Strait |slandes employvess_

= Infrastructure, workforce and continuows quwality
improvement: The ocal community i@ an invaluabke sowee of
stalt and expentise. Workioree development will reduce
reliance on terporary non-Indigenous staff.

= CS53- Adolescent and youth health; CS4- Health adulis
(25+); CS5- healthy aging of older adulis and meeting the
needs of frail eldery: chronic disease care plans and their
implementaton; comprehensive mulldisciplinary health
assasament including social and emotional wellhaing at least
annually, integrabed treaiment pathways including referral i
required and individual follow-up according to evidence: oinical
preventive services based on nsk- early clinical imterventon for
risk factors and early dissase.

Infrastructure, workforce and conlinuous ouality
improvement: mitigate risks from short-term locums and high
siafl turnowver; achiave failsafe systams for handover, pathology
ordernng. on-referral o non-GP madical specialists and return 1o
care™; maintain all clinical support systems necessary for highly
productive, integrated multidiscipinarny teams.

CS0OF Operating principle Infastruciure enables and supporis
= Infrastreciure, and contin queality

: advocate for the health of indhddual clients and

secure the social-sendce ons and supporis mecesgany

for the chent’s health and wellbeing.

CSOF Operating principles: Infrastructure enables and
supports._ A sulte of nfrastnechire (s required including funding for
‘support funclions’: elactronic dinical informaton and
mansgperment systems, lechnology (for example, teleheaalth),
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Understanding the implementation of
health checks in the prevention and
early detection of chronic diseases
among Aboriginal and Torres Strait
Islander people in Australia: a realist

review protocol

Uday Narayan Yadav

Kate Freeman,? Megan Passey
Raymond Lovett,' Kirsty A Douglas®

ABSTRACT

Introduction Chronic disease remains the leading
cause of morbidity and mortality among Aboriginal
and Torres Strait Islander peoples in Australia. Regular
structured, comprehensive health assessments are
awvailable to Aboriginal and Torres Strait Islander people
as annual health checks funded through the Medicare
Benefits Schedule. This realist review aims to identify
context-specific enablers and tensions and contribute
to developing an evidence framework to guide the
implementation of health checks in the prevention and
early detection of chronic diseases for Aboriginal and
Torres Strait Islander people.

Methods and analysis The review will involve the
following steps: (1) Aboriginal and Torres Strait Islander
engagement and research governance; (2) defining the
scope of the review; (3) search strategy; (4) screening,
study selection and appraisal; (5) data extraction and
organisation of evidence; (6) data synthesis and drawing

1 guide to a pr ti
health assessment for
Aboriginal and Torres Strait
Islander people

Thind odecn

2 Matthew Smith,® Jason Agostino,®* Victoria Sinka,®
Leonie Williamson,' Rosemary \."\."3‘erIJer:1“s Danielle C Butler

,?'3 Mary Belfrage,‘3

1% Emma Walke, '® Belinda Hammond,?

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The realist review addresses a policy initiative for
Aboriginal and Torres Strait Islander peoples in
Australia to promote the prevention and early detec-
tion of chronic diseases.

= The methodological approach of combining learn-
ings from publi and key 5’
experiences will provide a holistic view of the stud-
ied phenomenon.

= Involvement of key stakeholders including Aboriginal
and Torres Strait Islander peoples across project ob-
jectives, methodology, programme theory design,
data extraction, interpretation and dissemination of
study findings with valuing Indigenous viewpoints is
a novel approach.

— Certainty of the evidence generated may be limited
by richness and relevance of available published
literature.

“WyBukdoa

Aboriginal and Torres Strait Islander health check —
Adults (25—49 years)

MBS items 715 VR/228 non-VR

A good health check:

= iz useful to the pabient

- identifies health nesds including patisnt health goals and prianties

- supgorts patients b take charge of their health and wellbeing

= provides 8 framework for primary and secondary disesse p 1 thraugh

= i provided by the regular healtheane provider

= includes a ptan for follow-up of identified health needs, priorties and goals.

Disclaimer: This is an example health check template that includes recommended cofe elements and i intended for use as a general

guide ondy. Health checks should always be comglated bassd on clnical judgement of what ks relevant to individual patients snd

settings. Adaptation to eal needs and prionties & encouraged, with referance to curtent Australisn preventive health guidelines that

ane eulturally and clinieally suitable 1o Aboriginal and Temes Stralt lalander needs, evidence-based and generally accepled in primary

care practice, for examgle:

= Nationsl guide o 8 preventive health sssessmant for Aboriging and Tamres Stait islander peapis, 3rd edition, The Royal Australian
College of General Practiionens (RACGP) and Matonal Abordginal Community Controlled Health Organisation (MACCHO)

= CARPA stendand treatment manwal, Tth adition, Cenbral 1 Fural 8 (CARPA).

Where an individual practitiner o service has skills and capacity to provide culturally safe healthcare, the range of elements in the

health check, and use of clinkcal screening and assessment tools, may be extended.

advice, riak it and other measures

About the health check Yes | Mo | NA

Eligible for health check {not claimed 715 or 228 in Daie of last health check:

past rine manths):

Consent

Congent given after discussion of process and

benefits of a health check:

Consent given for sharing of informmnaton with ‘Wholdetais:

refevant healthcare providers:

Date: | Doctor: | MNurse:

Aborginal andior Tomes Strait lslander Health Worker | Health Practtioner:

Locatian of health check: [[]Cinic [[JHome [[Jschoot [[Joher:

Patient details

Mame: | Diate of birth: Ape | Gander:
Aborginal andor Tomes Sirait lslander ‘ [awerigina | [ Tomes Strait Istander ‘ [Jaboriginal and Tomes Strait lslander
atatus:

Address:

Home phone: | Mabile phone:

Emengency contact: Redationship o patient: Emergency contact phone:
Medicare number. Rederence numiber: Expiry:

Pension'Healih Care Card number:

This: termpliate i its ariginal form was deweloped as part of the 2018 NACCHO-RACSE Parnershin Project
This template is supperied by funding from the Austrakan urder the Depariment of Heatn




Yadav et al. BMC Public Health  (2024) 24:306 BMC Public Health

https://dol.org/10.1186/512889-024-17736-2 B eyo n d m ed | C a l SC rl pt: W hy d OCtO rS

e prescribe social activities to treat chronic
® ailments

™

A rapid review of opportunities i
and challenges in the implementation of social
prescription interventions for addressing

the unmet needs of individuals living

with long-term chronic conditions

Uday Narayan Yadav'?', Grish Paudel®, Saruna Ghimire®, Bhushan Khatiwada®, Ashmita Gurung®,
Shradha S. Parsekar® and Sabuj Kanti Mistry*®?
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Related links

Enhancing Chronic Disease Care

Contacts
Abstract PHXchange
Background People with long-term chronic conditions often struggle to access and navigate complex health
and social services. Social prescription (SP) interventions, a patient-centred approach, help individuals identify their ¥ phxchange@anu.edu.au
holistic needs and increase access to non-clinical resources, thus leading to improved health and well-being. This
review explores existing SP interventions for people with long-term chronic conditions and identifies the opportuni-
ties and challenges of implementing them in primary healthcare settings. Read alSO
Methods This rapid review followed the Preferred Reporting Items for Systematic Review and Meta-analysis guide- 28 FEBRUARY 2024
lines and searched relevant articles in three databases (PubMed/MEDLINE, EMBASE, and Web of Science) by using tadiaNid WAL Y

subject headings and keywords combined with Boolean operators. The search encompassed articles published
between January 2010 and June 2023. Two authors independently conducted study screening and data abstrac-
tion using predefined criteria. A descriptive synthesis process using content analysis was performed to summarise
the literature.

Results Fifteen studies were included, with all but one conducted in the United Kingdom, and revealed that social

prescribers help guide patients with long-term chronic conditions to various local initiatives related to health A gove rnme nt comm | SS | one d awo I’kl ng

and social needs. Effective implementation of SP interventions relies on building strong relationships between social
prescribers and patients, characterised by trust, empathy, and effective communication. A holistic approach

to addressing the unmet needs of people with long-term chronic conditions, digital technology utilisation, compe- group to Scope the Opportunltles Of SP
in the Australian Context
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2. Case study- Pakistan

Health Promotion International, 2022, 37, 1-12
https://doi.org/10.1093/heapro/daac140

Article
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Exploring the beliefs and experiences with regard
to COVID-19 vaccine hesitancy and acceptance in a
slum of Karachi, Pakistan

Rubina Qasim'+, Hakim Shah?, Aqsa Sultan3, Muhammad Yaqoob'{?,
Rukhsana Haroon’, Sabuj Kanti Mistry*, Amy Bestman®2,
Mohammad Tahir Yousafzai®’+, and Uday Narayan Yadav*&"+
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Community centred co-design
methodology for designing and implementing
socio-behavioural interventions to counter
COVID-19 related misinformation

among marginalized population living

in the squatter settlements of Karachi, Pakistan:
a methodology paper

Rubina Qasim @, Waqas Ahmed Farooqui®, Ativa Rahman?®, Rukhsana Haroon!, Madiha Saleermn’,
Muhammad Rafique®, Fiza Moor®, Afifa Ghani®, Muhammad Yagoob'. Uday Narayan Yadaw™" and
Mohammad T. Yousafzai®®

Fram WARNZ022: Shaping Global Vaccine Acceptance with Localized Knowledge
Wirtual 071-03 March 2022, hitpsyfanana vaccineacceptance org/home-pages warm 20 22-conference

Abstract

Background Misinformation regarding COMD-19 pandemic and vaccination is damaging COWID-19 vaccine trust
and acceptance in Low- and Middle-Income Countries (LMIC). identification of misinformaticon and designing lacally
acceptable solutions are needed 1o improve COVID-19 vaccine acceptance. This study aimed 1o utilize community
led co-design methodology to evaluate misinformation regarding COWID-19 and develop contextual interventions to
address misinformation in a marginalized peri urban slurm communities of Landhi town Karachi, Pakistan
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We are all DESIGNERS!

Learn about
the audience
for whom you
are designing,
by observation
and inteview.
Who is my
user? What
matters to this
person?

%“ PROTOTYPE

Createa
point of view
that is based
on user needs
and insights.
What are their
needs?

Brainstorm
and come up
with as many
creative
solutions as
possible.
Wild ideas

encouraged!

Build a
representation
of one or more
of your ideas to
show to others.
How can | show
my idea?
Remember: A
prototype is
Just a rough
draft!

Share your
prototyped
idea with your
original user for
feedback.
What worked?
What didn't?



Interventiondesign
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Implementation phase




* Improved COVID-19Vaccine
acceptance and reduced associated
vaccine misconceptions.

* [ntervention-informed state-level
vaccination program for addressing
misconceptionsin the Sindh Province
of Pakistan by the Sindh Government

* National level policy discussions
+next phase funding



3. Case study- Nepal

Yadav et al. Health Res Policy Sys (2021) 19:17 H
https://doi.org/10.1186/512961-020-00664-z Health Resea rCh PDIlcy

and Systems

RESEARCH Open Access
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Using a co-design process to develop ety

an integrated model of care for delivering
self-management intervention to multi-morbid
COPD people in rural Nepal

123"

Uday Narayan Yadav
and Mark Fort Harris'

, Jane Lloyd', Kedar Prasad Baral*, Narendra Bhatta®, Suresh Mehta®

Abstract

Background: People with chronic obstructive pulmonary disease (COPD) in Nepal are not receiving adequate sup-
port to self-manage their chronic conditions, and primary health care can play a key role in the effective management
of these. In this study, we aimed to develop a model of care, using a co-design approach, for delivering evidence-
based biomedical and psycho-social care to support self-management for people with multi-morbid COPD in rural
Nepal.

Methods: A co-design approach, guided by the five stages of the design thinking model, was used for this study.
Layering on "empathize” and "define” phases, we ideated a model of care that was further refined in a"prototype”stage,
which included a series of consultative meetings and a 1-day co-design workshop with stakeholders. This co-design
process involved a wide range of stakeholders from Nepal, including people with COPD and their families, community
representatives, local government representatives, primary care practitioners, community health workers, policymak-




PHICT: Pricvary Hewdth Care Contre

HP: Maaith Poet
FWS: Hes'th Workers

SMPx Seff-masagerrent praction



Unique features of our co-desighed integrated model of care

v" Ourdesigned integrated model of care included various elements(exceptclinical information
systems) of the existing models of care designed to deliver chronic care managementin
different settings.

v" Our designed model of care will be able to provide comprehensive care (promotive, preventive,
and clinical care) to a wide range of prevalent long-term conditions.

v" Our model of care adhered to the four principles of minimally disruptive medicine: addressing
patients’workload for disease management; encouraging coordinationin clinical practice;
acknowledging co-morbidity, and prioritising patient perspective in the care process.

v" Our care modelis alighed with health policies and strategies developed by Nepal’s government.
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| essons learnt

* Empowermentand educational activities must be adapted to the local language and culture
* Negotiations/adaptability/readiness

* Use of top-down (including political leaders) and bottom-up approach

* Commitmentfrom local political and community leaders

* Networking/communication

* Creatinga value-based respectful and trustful environment

* Funding constraints



Thank you for listening

{ ""'IVOI» , \;.v \

Our ECDC team at ANU

o £\

Any questions? Please feel free to contact me

at uday.yadav@anu.edu.au OR
u.yadav@unsw.edu.au


mailto:uday.yadav@anu.edu.au
mailto:u.Yadav@unsw.edu.au
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