A ‘Wellbeing Framework’ for Aboriginal and Torres Strait Islander
Peoples Living with Chronic Disease
This Wellbeing Framework is designed to assist healthcare services to improve the quality of life and
quality of care, as well as the health outcomes, for Aboriginal and Torres Strait Islander peoples living
with chronic disease. Guided by our National Reference Group, the Framework incorporates not just
physical but also social, emotional, cultural and spiritual aspects of health and wellbeing.

Underlying Assumptions
Fundamental to this Wellbeing Framework is also a set of internationally-recognised values and beliefs:
 The Declaration of Alma-Ata [1], which recognises health as a state of physical, mental and social
wellbeing rather than merely the absence of disease, and the right of people to participate in the
planning and implementation of their healthcare services.
 The United Nations Declaration on the Rights of Indigenous Peoples [2], which sanctions cultural
integrity and the rights of Indigenous peoples to practice and revitalise cultural traditions and
customs.
 The Ottawa Charter for Health Promotion [3], which advocates for health promotion as a means of
enabling people to increase control over, and thereby to improve, their health.
 The vision of the National Aboriginal Community Controlled Health Organisation [4], which seeks
to “deliver holistic and culturally appropriate health and health related services to the Aboriginal
community” (p.6).
Other chronic care models rarely addressed or even considered a holistic approach to care, often
neglecting to engage with the important roles of culture, family and spirituality in maintaining the
wellbeing of Aboriginal and Torres Strait Islander peoples. They have also overlooked how the health of
Aboriginal and Torres Strait Islander peoples has been deeply affected by colonisation, including formal
policies of segregation and exclusion, as well as forced removal from Country and family which have
long-lasting intergenerational effects. The themes, elements and principles contained within this
Wellbeing Framework will assist healthcare services to redress some of these important issues.

A Collaborative Approach
The Wellbeing Framework was developed by and for Aboriginal and Torres Strait Islander peoples.
Under the guidance of our National Reference Group, a team of researchers including thirteen
Aboriginal and Torres Strait Islander health professionals from across Australia came together to
undertake this important work. Over 70 community members and healthcare practitioners who provide
care to Aboriginal and Torres Strait Islander peoples also reviewed and provided advice prior to release.

Structure of the Wellbeing Framework
The Wellbeing Framework consists of two core values that are fundamental to the provision of care for
Aboriginal and Torres Strait Islander peoples. It also sets out four essential elements that can assist
primary healthcare services to support the wellbeing of Aboriginal and Torres Strait Islander peoples
living with chronic disease. Every element is supported by four principles. Underpinning each principle
is a number of practical and measurable applications that suggest ways in which the principle could be
applied or achieved. Primary healthcare services, in consultation with the communities they serve, are
encouraged to use the elements, principles and applications included within this Wellbeing Framework
to shape their own Wellbeing Model which specifically addresses the needs of their communities.
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Wellbeing Framework

Wellbeing is supported by upholding peoples’ identities in connection to culture, spirituality, families, communities and Country.
Wellbeing is supported by culturally safe primary healthcare services.
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Core Value 1: Wellbeing is supported by upholding peoples’ identities
in connection to culture, spirituality, families, communities and
Country.
Supporting the wellbeing of people in the presence of chronic disease must include upholding people’s
cultural connectedness and balance with their families, communities, Country, culture and spirituality
[5, 6]. For many Aboriginal and Torres Strait Islander peoples, there are complex relationships between
natural and spiritual worlds involving interconnections between themselves, their community
structures and their environments [7]. Creation beliefs shape people’s lives, as well as their spirituality,
values, attitudes, concepts, language and relationships to the physical and material world [8]. Often
there can be a perception that personal illness or injury is a manifestation of struggles to maintain
balance between spiritual, physical and emotional wellbeing and the wider world [9].

Core Value 2: Wellbeing is supported by culturally safe primary
healthcare services.
Cultural safety ‘involves health providers working with individuals, organisations and, sometimes,
[communities]’ [10 p. 23]. It extends beyond being aware of or sensitive to cultural differences. It
includes a deeper level of interaction and thoughtful practice that ensures safe services, as defined by
those who receive services [10, 11]. ‘Unsafe cultural practice comprises any action which diminishes,
demeans or disempowers the cultural identity and wellbeing of an individual’ [12 p. 6] or of their
families or communities [13].
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Element 1: Wellbeing is supported by locally defined, culturally safe
primary healthcare services.
Locally defined, culturally safe primary healthcare services can be achieved by creating culturally
welcoming space(s) as defined by Aboriginal and Torres Strait Islander communities; by developing
trusting relationships between healthcare providers, clients and communities; by understanding and
accepting diversity within and between communities; and by offering flexible approaches to the
delivery of primary healthcare services that can address the complex needs and accommodate the
competing demands experienced by many Aboriginal and Torres Strait Islander people with chronic
diseases.

PRINCIPLES
PRINCIPLE 1A: CREATING CULTURALLY WELCOMING PLACES
Culturally welcoming places include physical spaces as well as staff within the facility actively working
towards ensuring that Aboriginal and Torres Strait Islander community members feel safe and
comfortable [14]. Welcoming spaces are free from discrimination on the basis of differences, including
those of race, gender and disability [15], and are reflective of dynamic local community contexts [15,
16].

PRINCIPLE 1B: DEVELOPING TRUSTING RELATIONSHIPS WITH CLIENTS AND COMMUNITIES
Trusting relationships encourage confidence in primary healthcare services [17-19]. Fundamental to
developing trusting relationships is communicating responsively and responsibly and ensuring that
people feel respected, valued and cared for when accessing primary healthcare services [14, 19-22].

PRINCIPLE 1C: UNDERSTANDING AND ACCEPTING CULTURAL DIVERSITY WITHIN COMMUNITIES
Primary healthcare staff should become aware of the diversity both within and between Aboriginal and
Torres Strait Islander communities in order to ensure that a wide range of healthcare needs are
attended to [13]. Different communities and groups within communities have distinct laws, governance
arrangements, kinship structures and ways in which they view and maintain cultural identities [23],
which are often overlooked when providing primary healthcare services to Aboriginal and Torres Strait
Islander peoples.

PRINCIPLE 1D: DELIVERING FLEXIBLE PRIMARY HEALTHCARE SERVICES BOTH WITHIN AND OUTSIDE OF
HEALTHCARE FACILITIES

In order to adequately meet the complex needs and competing demands experienced by some
Aboriginal and Torres Strait Islander communities, the provision of primary healthcare services should
extend beyond the geographical and temporal constraints frequently applied in conventional primary
healthcare settings [24-28].

APPLICATIONS
APPLICATIONS ASSOCIATED WITH PRINCIPLE 1A: CREATING CULTURALLY WELCOMING PLACES
Culturally welcoming places may be created by:



Engaging with Aboriginal and Torres Strait Islander communities to determine what constitutes safe
and welcoming healthcare spaces within the local context [13, 14, 16, 19, 45, 47-49]
Developing resources that assist people to access primary healthcare services [13]
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Ensuring that primary healthcare facilities can be identified as culturally appropriate and welcoming
to Aboriginal and Torres Strait Islander people [13], for example by displaying culturally appropriate
posters, paintings and artefacts [18, 19, 47]
Ensuring that protocols acknowledging Country are in place [15]
Ensuring local Aboriginal and Torres Strait Islander staff are the first point of contact within primary
healthcare services [13, 18, 19, 50]
Ensuring staffing within primary healthcare services reflects an appropriate gender balance [15]
Being responsive to peoples’ diverse understandings and uses of English [13, 36, 44]
Using interpreters when and where appropriate [13, 44]



Ensuring that health promotion and information materials within facilities are designed to meet the
needs of local Aboriginal and Torres Strait Islander peoples [19]



Ensuring that healthcare providers are aware of Aboriginal ways

APPLICATIONS ASSOCIATED WITH PRINCIPLE 1B: DEVELOPING TRUSTING RELATIONSHIPS WITH CLIENTS AND
COMMUNITIES

Trusting relationships between healthcare providers and clients and their communities may be
developed by:






Ensuring that healthcare providers are aware of Aboriginal and Torres Strait Islander ways of
knowing and doing
Creating opportunities for two-way learning between healthcare professionals and communities
[13]
Scheduling appointments so that there is sufficient time to allow for the development of adequate
relationships between clients and healthcare providers [13, 17, 31]
Allocating appropriate case-loads in order to ensure staff have sufficient time to build relationships
with clients [13, 17, 31]
Developing procedures which ensure that client confidentiality is maintained [14, 45]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 1C: UNDERSTANDING AND ACCEPTING CULTURAL DIVERSITY
WITHIN COMMUNITIES

Understanding and acceptance of cultural diversity may be promoted by:



Involving local communities in the development of culturally safe practices [13, 16, 19, 47-49]
Seeking the opinions of a variety of locally identified community members to guide the delivery of
primary healthcare services [6, 13]



Encouraging significant input from Aboriginal and Torres Strait Islander peoples into the
development of primary healthcare services and resources [6, 13]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 1D: DELIVERING FLEXIBLE PRIMARY HEALTHCARE SERVICES BOTH WITHIN
AND OUTSIDE OF HEALTHCARE FACILITIES

Flexible service delivery may include:



Delivering services outside of primary healthcare facilities, including within homes, schools, cultural
venues or parklands [13, 20, 24, 25, 33, 44, 45, 51-55]
Providing services to populations who may be experiencing complex needs, including itinerant,
homeless or prison populations [13, 48]
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Using cultural ambassadors or local sporting groups to connect with young people about healthcare
and health promotion [13]
Communicating health messages more broadly through appropriate media [13]
Identifying and utilising appropriate healthcare electronic applications (apps) [13]
Offering after-hours phone services [13, 45]
Providing after-hours clinical services [13, 45]
Promoting Aboriginal and Torres Strait Islander healthcare through various media, including radio,
television, social media and electronic applications [29]

6

Element 2: Wellbeing is supported by an appropriately skilled and
culturally competent healthcare team.
Appropriately skilled healthcare teams are comprised of staff who are culturally competent as well as
appropriately skilled and qualified to provide the types of clinical care that are required. Given the
crucial role of Aboriginal and Torres Strait Islander staff in linking primary healthcare services with
communities, and in the provision of culturally safe care, their particular role needs to be valued.
Finally, effective leaders who can ensure that primary healthcare services are responsive to the needs
of local communities are essential.

PRINCIPLES
PRINCIPLE 2A: ENSURING THAT ALL STAFF ARE CULTURALLY COMPETENT
Ensuring that all primary healthcare staff are culturally competent may effectively protect the rights
and safety of both clients and primary healthcare providers [29, 30].

PRINCIPLE 2B: EQUIPPING STAFF WITH SUITABLE SKILLS TO SUPPORT PEOPLE WITH CHRONIC DISEASE
It is important that primary healthcare staff are appropriately skilled and qualified to meet the specific
and often complex health needs of the communities they serve. Enhancing the professional
development of staff can ensure the currency of clinical skills, as well as encourage retention of staff,
thereby supporting continuity of care.

PRINCIPLE 2C: VALUING AND SUPPORTING ABORIGINAL AND TORRES STRAIT ISLANDER STAFF
As a consequence of their cultural understandings and community connections, Aboriginal and Torres
Strait Islander staff bring unique contributions to primary healthcare services [17, 31, 32]. It is
important to ensure that Aboriginal and Torres Strait Islander staff are not discriminated against,
excluded or isolated from other members of the healthcare team [13, 16, 33]. Aboriginal and Torres
Strait Islander staff may require further support in managing any additional burden resulting from the
dual responsibilities associated with being both healthcare providers and members of local
communities [13, 17].

PRINCIPLE 2D: DEVELOPING EFFECTIVE CULTURAL LEADERSHIP
Effective leaders, whether they sit on governing boards or occupy management positions, will be able
to guide and direct the primary healthcare service to ensure that the diverse needs of communities are
met and that services remain adequately transparent to maintain the trust of communities.

APPLICATIONS
APPLICATIONS ASSOCIATED WITH PRINCIPLE 2A: ENSURING THAT ALL STAFF ARE CULTURALLY COMPETENT
Cultural competency may be developed by:






Providing regular cultural safety training to all staff members [13, 16, 26]
Supplementing generic cultural safety training with locally specific face-to-face training [13, 33]
Involving Elders and other members of local Aboriginal and Torres Strait Islander communities in
the development and provision of cultural safety training, and remunerating community members
for their contributions to cultural safety training [13, 20, 55]
Tailoring cultural safety training to the roles and responsibilities of staff members [13, 27]
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Ensuring that all staff are well-informed about local Aboriginal and Torres Strait Islander
communities [13, 35]
Providing local cultural mentors for new staff [13, 49]
Ensuring non-Indigenous staff can access cultural support from designated Aboriginal and Torres
Strait Islander staff members within primary healthcare services [19, 35]
Providing opportunities for staff to learn from each other [13, 20]
Ensuring that staff are aware of the important role of Aboriginal Health Practitioners [13, 16]
Providing opportunities for staff to engage directly with communities [55]
Utilising previous and current case studies where health service providers have applied cultural
competency programs effectively [55]
Monitoring the progress of staff in cultural competency practice as well as the completion of
cultural awareness training [55]
Ensure cultural competency is supported by appropriate procedures, policies and protocols

APPLICATIONS ASSOCIATED WITH PRINCIPLE 2B: EQUIPPING STAFF WITH SUITABLE SKILLS TO SUPPORT PEOPLE
WITH CHRONIC DISEASE

Equipping staff with suitable skills to support chronic disease may be enhanced by:












Identifying skilled and respected staff who are clinically competent to ensure evidence-based care is
provided [33, 56]
Developing recruitment policies that ensure that potential staff have sufficient skills, understanding
and ability to contribute to the healthcare needs of communities [16, 19, 22]
Articulating clearly the roles and responsibilities of staff members [13, 14, 26, 33]
Providing opportunities for staff to debrief with their supervisors [13]
Rotating staff through remote areas and mainstream primary healthcare services to develop skills
and experience [13]
Providing professional, personal and infrastructure support to staff working in rural and remote
areas [33, 42, 56]
Providing ongoing professional development [20, 33, 44, 45, 56, 57]
Acknowledging and utilising the skills of staff that have been developed through experience [13, 20]
Supporting staff to undertake appropriate training and obtain qualifications [13, 22]
Identifying the needs of staff in order to promote and support their wellbeing, including formal
support such as Employment Assistance Programs [14, 27, 55, 58]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 2C: VALUING AND SUPPORTING ABORIGINAL AND TORRES STRAIT
ISLANDER STAFF
Valuing and supporting Aboriginal and Torres Strait Islander healthcare staff may be achieved by:




Actively encouraging recruitment and retention of Aboriginal and Torres Strait Islander Health
Workers and staff members, and ensuring equity in salaries and remuneration packages [55]
Including Aboriginal and Torres Strait Islander staff in setting primary healthcare priorities and in
decision making within the primary healthcare service [16, 33]
Responding to cultural, spiritual, family and community obligations of Aboriginal and Torres Strait
Islander staff [13, 38]
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Ensuring that Aboriginal and Torres Strait Islander staff are provided with support to assist in
managing any additional responsibilities associated with being both members of local communities
and of primary healthcare teams [17, 31]



Encouraging and supporting Aboriginal and Torres Strait islander staff to meet their career goals
[13, 16, 55]



Recognising Aboriginal and Torres Strait Islander healthcare staff as an integral part of a multidisciplinary team

APPLICATIONS ASSOCIATED WITH PRINCIPLE 2D: DEVELOPING EFFECTIVE CULTURAL LEADERSHIP
Effective leadership may be developed by:






Supporting local community members to actively guide and govern local primary healthcare
services [17, 33]
Facilitating opportunities for Aboriginal and Torres Strait Islander people to take up leadership
positions [13, 27]
Employing leaders who are able to establish and implement clear strategies based on agreed-upon
goals [6, 28, 44, 49, 59, 60]
Establishing reporting systems which ensure transparency [16, 44]
Establishing a succession plan to ensure sound future leadership [6, 44]
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Element 3: Wellbeing is supported by holistic care throughout the
lifespan.
An integrated cycle of care recognises that people’s healthcare needs extend beyond the physical
body. For Aboriginal and Torres Strait Islander peoples, healthcare needs may be closely bound to
their spiritual, family, cultural, community and Country connections. An integrated cycle of care also
acknowledges that people’s needs differ according to where they are within their life-course.
Ensuring that appropriate resources are available is also essential to meeting the often complex
needs of Aboriginal and Torres Strait Islander clients.

PRINCIPLES
PRINCIPLE 3A: APPLYING HOLISTIC APPROACHES TO ADDRESS PRIORITIES DETERMINED WITH CLIENTS
Applying an holistic approach [18, 20, 28, 34, 35] includes addressing the physical, spiritual, social,
emotional, psychological and cultural aspects of people’s health [6]. Primary healthcare providers must
be aware of and, where possible, support people to address and work toward overcoming socioeconomic disparities [27, 28, 36, 37]. This may include providing opportunities for healing from trauma
and stress, as well as addressing the social and cultural determinants of health as part of chronic
disease care [13, 38].

PRINCIPLE 3B: LIFE-COURSE APPROACH FROM PRE -CONCEPTION TO POST-MORTALITY
A life-course approach considers healthcare needs and priorities according to life stages [13]. In
Aboriginal and Torres Strait Islander communities, a life-course approach extends from pre-conception
to post-mortality [16, 27, 32]. The development of risk factors for chronic diseases is influenced by
parents’ health prior to conception as well as during pregnancy [6]. Likewise, the ongoing
responsibilities for people who have passed, together with higher rates of morbidity and mortality, can
result in an increased burden of unresolved grief, loss and trauma [14, 24].

PRINCIPLE 3C: ENSURING APPROPRIATE RESOURCES ARE AVAILABLE TO MEET LOCAL PRIORITIES AND NEEDS
Resources include guidelines, assessment tools and measures, and information that support the
provision of healthcare to meet the specific needs of communities. Ideally, resources that are specific to
local communities should be used or developed. However, where these are not available, it may be
necessary to utilise or adapt generic resources to suit local contexts.

PRINCIPLE 3D: RESPONDING TO FAMILY , COMMUNITY, CULTURAL AND SPIRITUAL RESPONSIBILITIES AND
OBLIGATIONS

Primary healthcare providers need to understand and be willing to respond appropriately to people’s
range of cultural responsibilities, including family and kinship obligations [13, 20, 39, 40]. Wellbeing for
Aboriginal and Torres Strait Islander peoples is closely connected to Country and cultural practices, as
well as to the maintenance and application of traditional knowledge [6]. It is therefore important not
only to respond appropriately to the diversity of healthcare needs, but also to respect cultural and
social conditions at a local level [5, 13, 27, 41, 42].
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APPLICATIONS
APPLICATIONS ASSOCIATED WITH PRINCIPLE 3A: APPLYING HOLISTIC APPROACHES TO ADDRESS PRIORITIES
DETERMINED WITH CLIENTS

Applying holistic approaches that address needs and priorities as determined with clients may be
achieved by:












Identifying and responding to needs and priorities determined with clients [14-16, 38, 45, 52]
Encouraging and supporting people to be involved in the management of their healthcare [13, 37,
61]
Being prepared and having the capacity to engage in family-centred care, if desired [17, 42, 44, 45,
62]
Developing a range of approaches which can accommodate people with varying complex needs [15,
26, 53, 54]
Providing information to staff about external healthcare and non-healthcare services that are
available to address people’s needs [25, 49]
Collaborating with non-healthcare services, including housing and other social services [14, 18, 26,
32, 35, 36, 44, 56]
Advocating on behalf of clients to access non-healthcare services [14, 20, 28, 44]
Establishing communication protocols and care pathways which ensure continuity of care when
referring people to external services [16, 49]
Identifying and endeavouring to link clients with Aboriginal and Torres Strait Islander staff when
referring them to external services [13]
Facilitating case conferences, potentially involving healthcare and non-healthcare service providers,
clients and their families, and community Elders where appropriate [14, 20, 44]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 3B: LIFE-COURSE APPROACH FROM PRE-CONCEPTION TO POST MORTALITY

A life-course approach may be applied by:











Implementing disease prevention and health promotion activities, including maternal and child
health, and youth programs [5, 16, 37, 44]
Delivering age-appropriate health promotion activities in school settings in order to inform young
people about the risks associated with developing chronic diseases [13, 42]
Identifying risks of chronic disease and providing early interventions to address these risks [13]
Enhancing health literacy throughout the lifespan [55]
Organising respite excursions on Country as a strategy for dealing with stress [13]
Facilitating support groups for various chronic diseases [13, 51]
Providing acute care services in addition to chronic disease management [44]
Supporting wellbeing within aged care services [13, 29]
Facilitating appropriate palliative care, and end of life support [13, 16, 27, 44, 55]
Providing services that support healing from grief and loss [13]
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APPLICATIONS ASSOCIATED WITH PRINCIPLE 3C: ENSURING APPROPRIATE RESOURCES ARE AVAILABLE TO MEET
LOCAL PRIORITIES AND NEEDS

Appropriate resources that meet local priorities and needs may be provided by:










Compiling Directories of all local Aboriginal and Torres Strait Islander services including descriptions
of the roles and responsibilities of various services [13, 55]
Determining local priorities by utilising statistical data to identify trends and using qualitative
evaluations to capture the stories that explain local trends [13]
Identifying and evaluating the appropriateness of and, where necessary, adapting existing
resources to ensure they are appropriate for use in local Aboriginal and Torres Strait Islander
communities [13, 14, 16, 41, 42, 44]
Ensuring information is user-friendly, for example, by using lay language [20, 50] or using visual aids
to convey messages [16, 36, 56]
Identifying and utilising a variety of methods for disseminating information that take account of the
contexts and needs of clients and communities [13, 22, 27, 33, 56]
Including local community members on resources such as flyers or posters [13]
Providing information to communities about how to identify and interpret symptoms of chronic
disease, such as early signs of a heart attack [13]
Identifying and making use of healthcare standards, guidelines and programs that are appropriate
for Aboriginal and Torres Strait Islander peoples [14, 16, 31, 63]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 3D: RESPONDING TO FAMILY , COMMUNITY, CULTURAL AND
SPIRITUAL RESPONSIBILITIES AND OBLIGATIONS

Ensuring that primary healthcare services are aware of and respond appropriately to people’s family,
community, cultural and spiritual responsibilities and obligations may be achieved by:




Actively seeking Aboriginal and Torres Strait Islander staff members’ advice in order to give context
to the circumstances of clients’ families or their communities [17]
Building relationships with community members who could further contribute to understanding of
the cultural responsibilities, obligations and practices of individuals [16, 32]
Developing procedures which ensure staff are aware of and respond appropriately to cultural
sensitivities around gender and avoidance relationships [13]
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Element 4: Wellbeing is supported by best practice care that
addresses the particular needs of a community.
For Aboriginal and Torres Strait Islander communities, broadening the definition of best practice care to
include not only evidence-based medicine, but also Aboriginal and Torres Strait Islander worldviews,
will support wellbeing. Best practice care should also address the availability and accessibility of
services and should empower communities to actively determine local healthcare priorities. Fostering a
sense of empowerment is one strategy for supporting the wellbeing of entire communities. As there are
complex interplays between physical, social, emotional, and spiritual aspects to health, it is important
to develop multi-disciplinary teams that can adequately address the multiple dimensions of the health
and wellbeing needs of people with chronic disease.

PRINCIPLES
PRINCIPLE 4A: UTILISING CULTURAL AND SCIENTIFIC EVIDENCE TO PROVIDE BEST PRACTICE HEALTHCARE
Best practice care is based on the use of evidence from well-designed and conducted research in
healthcare decision-making [references still to be inserted]. This includes ensuring continuous quality
improvement through ongoing monitoring and regular evaluation [13, 14, 16, 43]. To adequately
support wellbeing, it is important to expand current clinical understandings of 'best practice' to
incorporate Aboriginal and Torres Strait Islander worldviews [13] and to include different types of
evidence and knowledge where appropriate [5, 13].

PRINCIPLE 4B: ENSURING THAT PRIMARY HEALTHCARE SERVICES ARE AVAILABLE, ACCESSIBLE AND
ACCEPTABLE

By exploring with communities the factors that impede peoples’ engagement with healthcare services,
including financial barriers [16, 20, 33], primary healthcare services can implement strategies to
increase the availability, accessibility and acceptability of services in order to adequately meet local
needs [13, 44, 45]. This may include facilitating access to specialist services [20], as well as ensuring
adequate follow-up care in some cases [13].

PRINCIPLE 4C: EMPOWERING COMMUNITIES TO BE INVOLVED IN DETERMINING LOCAL HEALTHCARE
PRIORITIES

Encouraging open and continuous dialogue between communities and primary healthcare providers,
and ensuring that communities are able to make informed decisions, will assist in ensuring that
healthcare priorities are contextually relevant [5].

PRINCIPLE 4D: DEVELOPING MULTI -DISCIPLINARY TEAMS THAT SUPPORT HOLISTIC CARE
In Aboriginal and Torres Strait Islander communities, it is important to recognise a broad range of
conditions that could be considered chronic, including social, emotional, mental and spiritual health
issues [6, 13]. Maintaining integrated teams of healthcare staff who can provide a range of services,
including those that support social and emotional health as well as chronic disease management, will
better meet the needs of people living with chronic conditions [13, 14, 16, 20, 44, 46].
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APPLICATIONS
APPLICATIONS ASSOCIATED WITH PRINCIPLE 4A: UTILISING CULTURAL AND SCIENTIFIC EVIDENCE TO PROVIDE
BEST PRACTICE HEALTHCARE

Evidence-based best practice healthcare may be applied by:











Including traditional healers, traditional bush medicines, and complementary healthcare within
chronic disease care [6, 13, 49]
Ensuring staff are trained in evidence-based practice [13]
Identifying and implementing evidence-based best practice guidelines [43, 56, 64]
Identifying or developing, and then implementing minimum service standards [16, 25]
Responding to locally based clinical contexts [5, 13, 14, 28, 33, 49, 59]
Ensuring that information management systems support systematic, organised and coordinated
evidence-based care [16, 33, 44]
Integrating existing information management systems to ensure that timely and accurate
information is available to support the care that is provided to individuals [16, 49]
Capturing population-based data to identify the healthcare priorities of local setting [16, 44]
Ensuring that Aboriginal and Torres Strait Islander ethnicity is identified, where appropriate [16]
Developing the capacity of primary healthcare services for in-house research, monitoring and
evaluation to reduce reliance on external research capacity [13]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 4B: ENSURING THAT PRIMARY HEALTHCARE SERVICES ARE
AVAILABLE , ACCESSIBLE AND ACCEPTABLE
Enhancing the availability, accessibility and acceptability of primary healthcare may be achieved by:








Establishing accessible primary healthcare services, including after-hours services and telephone
support [13, 16, 33, 45]
Using technology (e.g. texting people reminders of appointments) and social media to encourage
access to services [13]
Providing transport to primary healthcare facilities including vehicles that can accommodate people
with limited mobility [13, 20, 31, 42, 44, 45, 47, 65]
Keeping waiting times to a minimum [13, 20, 45, 47]
Providing specialist outreach services where they are not readily accessible [13, 20, 33, 44, 45]
Encouraging the use of E-Health especially for transient clients [13]
Evaluating the acceptability of care provided to individuals and communities [31, 37, 43, 59]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 4C: EMPOWERING COMMUNITIES TO BE INVOLVED IN
DETERMINING LOCAL HEALTHCARE PRIORITIES

Ensuring that healthcare priorities are determined by empowered communities and primary
healthcare services together may be achieved by:




Building and maintaining strong relationships between communities and primary healthcare
services [6, 14, 16, 18, 20, 32, 36, 44, 66, 67]
Facilitating regular dialogue and continuous consultation between primary healthcare providers
and communities [6, 14, 16, 44]
Providing information regarding consumer rights and formal processes for addressing consumer
rights issues [55]
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Demonstrating how primary healthcare services are addressing the priorities suggested by
communities [16, 44]
Sharing information between healthcare providers and communities to empower community
members to make informed decisions, both about their own healthcare and regarding community
priorities for local healthcare services [6, 14, 16, 18, 36, 44]

APPLICATIONS ASSOCIATED WITH PRINCIPLE 4D: DEVELOPING MULTI -DISCIPLINARY TEAMS THAT SUPPORT
HOLISTIC CARE

Holistic, multi-disciplinary chronic disease care may be developed by:


















Setting goals for chronic disease care [17, 26, 31, 51]
Recruiting skilled healthcare staff into chronic disease roles [25, 59]
Ensuring that roles and responsibilities for chronic disease staff are transparent [14, 26, 33]
Establishing specific chronic disease training which can be easily transferred into practice settings
[33]
Ensuring that chronic disease staff have the dedicated time required to build relationships and work
together with clients [13, 30]
Developing teams that may include traditional healers, complementary health practitioners,
pharmacists, psychologists, social workers, drug and alcohol workers, allied health staff, and nonclinical support workers [13, 55]
Maintaining strong leadership within chronic disease teams to ensure they function to best meet
people’s needs [13]
Co-locating staff who treat and manage people with chronic disease [13]
Utilising people living with chronic diseases as members of chronic care teams, as mentors, or as
community educators for health promotion [13]
Using care plans as required [13, 26, 54]
Ensuring continuity of care, especially when transitioning between healthcare and non-healthcare
services [13, 16, 31]
Co-ordinating follow-up healthcare [13, 16, 31, 42, 44]
Facilitating peer support groups [13]
Assisting to coordinate care for people with multiple care providers [17, 26]
Brokering tertiary healthcare and non-healthcare services which are not available within the
primary healthcare service [14, 46]
Establishing formal pathways for referral and interagency follow-up [55]
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