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Abstract

Background

Social determinants of health (SDoH) determine a person’s health status. Type 2 diabetes
mellitus (T2DM) has an increased prevalence among people with poor SDoH. Furthermore,
suboptimal social determinants such as low income, inadequate employment, low-quality
education, unsuitable transport, limited healthcare access and adverse living conditions
combine and constrain T2DM self-management. Poor self-management increases the
likelihood of adverse health outcomes. SDoH are usually considered and addressed at
population and community levels and are not formally incorporated into an individual’s care
at the clinical level. Care for people with T2DM may be improved by incorporating SDoH into
individual care at the clinical level. Utilising clinical settings to identify and respond to the
self-management barriers imposed by an individual’s social determinants may increase the self-
management ability of people with T2DM and therefore, improve the associated health

outcomes.

Research question

How can SDoH be incorporated into individual care for people with T2DM?

Aims
This research aimed to:

1. identify and explore the SDoH-related barriers and facilitators to T2DM self-

management

2. identify and explore how to incorporate SDoH into individual care for people with

T2DM.
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Design

The research design was guided by the ‘Knowledge to Action Framework’ (K2AF). This
framework has two components. The first component (Knowledge Creation) was informed by
the phenomenologically-based exploratory, descriptive research reported in this thesis.
Subsequently, the study findings informed the second component of the ‘Knowledge to Action

Framework’ (Action Cycle), in which considerations for the application of findings were made.

Methods

This qualitative, exploratory, descriptive research used yarning circles, one-on-one interviews
and focus groups as data collection methods. The studies were conducted in regional, rural and
remote communities throughout North Queensland, Australia, and comprised three studies: (1)
Indigenous Australians (people with T2DM and Indigenous health workers); (2) non-
Indigenous people with T2DM; and (3) health professionals (HPs) who work with people who
live with T2DM. Study participants were purposively recruited to participate in their respective
studies. Data were collected via yarning circles, one-on-one interviews and focus groups. Data
analyses and theme identification were conducted using a combination of deductive and

inductive thematic analyses.

Findings

The total study participants (N = 75) included Indigenous Australians (health workers and
people with T2DM) (n = 14), non-Indigenous people with T2DM (n =10) and HPs who
provide care to people with T2DM (n = 51). The three cohorts independently confirmed that

suboptimal SDoH were indeed a barrier to T2DM self-management.

SDoH form part of Indigenous Australians’ holistic view of health. Care for Indigenous

Australians with T2DM should revolve around a culturally responsive service that
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accommodates an individual’s unique circumstances. SDoH and other non-medical factors,
including suitable transport, culturally appropriate diabetes education, support mechanisms,
community service availability, and cultural awareness training for HPs should all be

considered and incorporated into care for Indigenous Australians with T2DM.

Non-Indigenous people with T2DM expressed that in addition to SDoH, self-management is
also affected by an individual’s feelings about living with T2DM and mental health, competing
priorities and their level of diabetes understanding. Study participants reported utilising various
different support mechanisms to address SDoH-related issues. This included assistance from
HPs, community supports, financial supports, personal supports and informal self-management

support.

HPs who work with people with T2DM indicated that understanding, and formally
incorporating SDoH into individual clinical care would be beneficial to practice, and is
ultimately necessary for comprehensive diabetes management. They felt that incorporating
SDoH into care for individuals with T2DM involves identification of, and action on the self-
management barriers that suboptimal social determinants can inflict. Successful and
sustainable incorporation of SDoH into individual care requires organisational and
management support and leadership drive, guiding policies and procedures, adequate
resources, a team member with a thorough understanding of T2DM dedicated to incorporating
social determinants, SDoH champions, teamwork, validated tools to identify an individual’s
social determinant-related barriers, ongoing team education and training, respect of client

privacy, client trust and rapport, and effective communication.

Conclusions

Incorporating SDoH into individual T2DM care at the individual clinical level requires a

holistic, person-centred approach that accommodates an individual’s culture, personal
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circumstances and other external influences on their ability to self-manage the disease. Thus, a
broader view of health is required. Considering the complex interactions between an
individual’s self-management ability and interpersonal, community and societal factors is
necessary for SDoH to be incorporated into T2DM care. SDoH could be incorporated at the
clinical intervention level (where HPs and people with T2DM interact), practice level (where
the service is provided) and community level (where the people with T2DM live and where the
T2DM service is located). However, successful and sustainable incorporation of SDoH into
individual care for people with T2DM is dependent on organisational, management and

leadership actuation and support.

Summary of recommendations

Successful and sustainable incorporation of SDoH into individual care for people with T2DM

requires:

1. organisational drive and commitment, and supportive leadership
guiding policies and procedures

a commitment to person-centred care

Sl

a team member dedicated to incorporating SDoH, in conjunction with a whole-of-team
commitment

ongoing team education, training and capacity building
action at the clinical intervention level, practice level and community level
validated individual SDoH assessment tools

resources to support incorporating the SDoH into individual clinical interventions

e S AN

strong and effective relationships between people with T2DM and HPs
10. the capacity to address the identified SDoH-related issues
11. a comprehensive understanding of current community issues

12. a comprehensive understanding of supports utilised by the person with T2DM e.g.
family, friends and other community services

13. a comprehensive understanding of community services and how they relate to SDoH
14. strong and effective partnerships with community services
15. continuous stakeholder involvement

16. continuous success and sustainability monitoring.
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Chapter 1: Introduction

1.1 Chapter outline

Chapter 1 introduces the research topic reported in this thesis, which is followed by a summary
and ‘roadmap’ of the entire thesis structure. An infographic summarising the research is then
presented. Subsequently, an introduction to social determinants of health (SDoH) and their
relationship with type 2 diabetes mellitus (T2DM) is provided. This leads to the research
question, aims, design and methodology. Next is a concise background on the researcher, both
professionally and personally. Chapter 1 concludes with the first publication associated with
this thesis: ‘Including social determinants of health in the clinical management of diabetes’,

and a chapter summary.

1.2 Introduction to the research topic

This thesis explores how SDoH could be incorporated into individual care for people with
T2DM. The impact of SDoH on T2DM self-management and the importance of this research

are detailed in Chapter 1, and throughout the thesis.

1.3 Thesis overview

This is a PhD thesis by publication, and where relevant the publications are presented as
chapters. The thesis comprises 10 chapters. Each chapter begins with a chapter outline, includes
an ‘implications for practice’ comment, and ends with a chapter summary. Chapters 1 to 9
include infographic representations of the focus of the relevant chapter. The infographics have
been included to bring a visual aspect to the thesis. Chapter 1 is an introductory chapter, which
has been outlined above. Chapter 2 describes the theoretical framework (Knowledge to Action

Framework [K2AF]) used to guide the research in this thesis, and justifies its use. Chapters 3
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to 6 detail the four phases of the research. These four chapters present the literature review and
three studies investigating how SDoH could be incorporated into individual care for people
with T2DM. The studies gather the perspectives of Indigenous Australians, non-Indigenous
people with T2DM and health professionals (HPs) who work with people who have T2DM.
Chapter 7 synthesises the literature review and three studies; it draws together the findings
described in the respective chapters (Chapters 3 to 6). This ‘synthesis’ provides direction for
answering the research question. Chapter 8 presents the ‘products and tools’ that were
conceptualised as a result of this research. Chapter 9 outlines the considerations to be made
when applying the research findings in varying settings (based on the K2AF). The final chapter,
Chapter 10 revises and critically discusses the research methodology, the study findings and
their ‘synthesis’. Final implications for practice are also made. The strengths and limitations of
this research are then reported, and conclusions are made. Chapter 10 closes with
recommendations (based on the research findings) for incorporating SDoH into individual care
for people with T2DM. Figure 1.1 outlines each chapter. Infographic 1.1 displays a visual

representation of the research topic.

Appendices A—J include all published articles, ethics and site specific approvals, interview
guides, study information sheet, study participant demographic forms, consent form and letters

of support for this research.
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Figure 1.1. Summary of thesis content

Introduction
*Thesis outline \
*Overview of the social determinants of health and type 2 diabetes
*Situational position of the researcher and her motivation for the research
*Publication I: Frier A, Devine S. Including social determinants of health in
the clinical management of diabetes. Australian Diabetes Educators.
2017;20(2):9-12. Available from: https://ade.adea.com.au/wp-
content/uploads/2017/06/ADE-June-2017.pdf /

Theoretical framework
*Description of the theoretical Knowledge to Action Framework
*Explanation of how the framework was applied to the research, and guided its
execution

Literature review
*Publication 2: Frier A, Devine S, Barnett F, Dunning T. Utilising clinical
settings to identify and respond to the social determinants of health of
individuals with type 2 diabetes—a review of the literature. Health & Social
Care in the Community. 2019;28(4):1119-33. Available from:
https://doi.org/10.1111/hsc.12932
Literature update
*Implications for practice /

Indigenous Australians \
*Publication 3: Frier A, Devine S. Poverty and inequality in Australia. The
Australian Journal of Rural Health. 2020;28(1):94-95. Available from:
https://doi.org/10.1111/ajr.12571
*Publication 4: Frier A, Devine S, McBain-Rigg K, Barnett F, Cassady ZA,
Dunning T, et al. Indigenous Australian perspectives on incorporating the social
determinants of health into the clinical management of type 2 diabetes. Rural and
Remote Health. 2021;21(2): Article 6352. Available from:
https://doi.org/10.22605/RRH6352.

Implications for practice J

Non-Indigenous people with type 2 diabetes \
*Publication 5: Frier A, Devine S, McBain-Rigg K, Barnett F, Dunning T.
Improving type 2 diabetes care and self-management at the individual level
by incorporating social determinants of health. Australian and New Zealand
Journal of Public Health. (2022). Available
from:https://doi.org/10.1111/1753-6405.13296
* Implications for practice J
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Figure 1.1. Continued

Health professionals
*Publication 6: Frier A, Devine S, Barnett F, McBain-Rigg K,
Dunning T. Incorporating social determinants of health into
individual care—a multidisciplinary perspective of health
professionals who work with people who have type 2 diabetes. PLoS
ONE. 2022;17(8): €0271980. Available from:
https://doi.org/10.1371/journal.pone.0271980
Implications for practice

Knowledge to action framework:
'Synthesis’
*Summary of the Knowledge to Action Framework (‘synthesis')
*Summary of literature review findings
*Summary of focus group and interview findings
*Bringing it all together
*Implications for practice

tools")
*Developed concepts of 'products and tools'
*Implications for practice

Knowledge to action framework:
The final phase
*Knowledge to Action Framework (Action Cycle)
*Implications for practice

Final discussion, conclusion and recommendations
«Justification of research methodology
*Research findings
*Synthesis of findings
*Final implications for practice
Strengths and limitations

Knowledge to action framework:
'Products and tools'
*Summary of the Knowledge to Action Framework (‘products and

Note. Created by the author.
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Infographic 1.1. Incorporating social determinants of health into individual care for people

with type 2 diabetes

INCORPORATING SOCIAL DETERMINANTS OF HEALTH INTO
INDIVIDUAL CARE FOR PEOPLE WITH TYPE 2 DIABETES

. Social Determinants of Health

the societal conditions into
which people are born,
grow, live, work and age

= Addiction = Healthcare access
= Early life = Housing
= Economic status (income) = Social exclusion - - :
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= Employment = Stress person’s life determine
» Food security = The social gradient(1) their health.
Approximately In Australia type 2
1 B MILLION diabetes represents

85-90 %

Australians live with diabetes (2). of all diabetes cases (3)

Type 2 diabetes is highest Social determinants of health

amongst people who are socially are usually considered at a

disadvantaged (4). population level (1).

- those who have poorsocial - not at an individual or clinical level.
determinants of health.

This research project looks into how the social determinants of health can be

included into individual care for people with type 2 diabetes.

OUTCOME

An evidence based approach to incorporate the social determinants of
health into individual care for people with type 2 diabetes.

Rafarancas
1. WHO. Social determinants of health: the solid facts. Second Edition. Wilkinson RG, Marmot MG, aditors. Copenhagen: WHO Regional Office for Europe; 2003.

2. Diabetes Australia. Diabetes in Australia: [died 2020 Apnl 20, Avallable from: https://www.dabetesanstralia, com.auy about-diabetes/disbetes-in-australia/.
3, Disbetes Australia. Type 2 Diabetes: [cited 2020 April 20]. Avallable from: https:/waew. disbetesaustralia.com.auftype-2-diabetes; 2015.
4. ATHW. Australia's health 2016. Canberra: ATHW; 2016,

Note. Created by ROUNDHOUSE The Creative Agency.
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1.4 Social determinants of health and type 2 diabetes mellitus

SDoH are known as the societal conditions into which people are born, grow, live, work and
age. These involuntary life circumstances have a powerful influence on health. SDoH include
early childhood environments, education, employment, income, food security, housing,
transport, economic status, social support and access to healthcare.">? As the quality of
people’s SDoH decline, so can their health status. If a person is born into an affluent society
with quality education, favourable life circumstances, opportunity and healthcare access, they
have an increased chance of good health, because of their affluence. Conversely, unfavourable
SDoH and the associated societal inequities lead to premature mortality, high morbidity, poor

quality of life and suboptimal health-related choices.>*

Proactive political and societal influence is necessary for sustained, population-wide
improvement of SDoH.? This macro level approach, which includes policy change and ‘whole-
of-government’ systems-based action on improving people’s SDoH?**, would help reduce the
risk factors associated with chronic diseases such as T2DM at the individual (micro) level.
Essential advocacy and action toward this are underway across the globe, demonstrated by the
increase in SDoH research, healthy public policies and practices, and guiding documents

designed to improve people’s SDoH.>”

The momentum of these preventative, upstream approaches for addressing SDoH must
continue for sustained health equity. Additionally, in developed countries like Australia, the
relative affluence® may mean complementary strategies that incorporate SDoH-related issues
at midstream/community (meso) and downstream/individual (micro) levels are possible. By
doing so, inequities resulting from disparate SDoH could be acknowledged and addressed at

all points along the healthcare continuum, from preventative primary health care
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(macro/upstream/population level) to treatment-based secondary and tertiary care

(meso/community and micro/individual level).

While maintaining a focus on upstream approaches to addressing SDoH, the simultaneous
acknowledgement of SDoH at a more downstream, micro level of healthcare may assist with
identifying an individual’s SDoH-related self-management barriers. More specifically for this

thesis are the self-management barriers relevant to T2DM.

T2DM is a chronic health condition, typically managed individually at the treatment-based
clinical level.” In Australia, the prevalence of diabetes mellitus (Type 1 and Type 2) has more
than tripled since 1990, with 85% to 90% being T2DM.!® Approximately 1.8 million
Australians now live with this condition.®!%!! Furthermore, including family members and
carers, who also ‘live with diabetes’, approximately 2.4 million Australians are affected by the

disease.'”

For Indigenous Australians, diabetes rates are 3 to 6 times higher than non-Indigenous
Australians, and Indigenous Australians are four times more likely to die from diabetes-related
complications.® Consequently, when combining Indigenous and non-Indigenous Australian
statistics, diabetes is in the top five leading contributors to the total disease burden among

people aged 25 to 74 years, and its complications contribute to 10% of all deaths in Australia.®

Complications of T2DM can include heart disease, stroke, kidney disease, retinopathy, heart
failure and limb amputation.”!%!? Lifestyle choices around smoking, nutrition, alcohol
consumption and physical activity are associated with the development of T2DM and, in
conjunction with medication adherence, are also central to managing the disease.” These
health-related behaviours are all directly influenced by an individual’s SDoH.!*!'* Furthermore,

T2DM is far more common among those at socioeconomic disadvantage®!? (i.e., people with
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poor SDoH). People with poor SDoH are also less likely to partake in the self-management

behaviours necessary for effective T2DM management. '

6.9-12 combined with the

The increasing prevalence of T2DM and the associated comorbidities,
well-documented association between inadequate SDoH and T2DM,"? infers plausibility that
identifying and responding to an individual’s SDoH-related self-management barriers may
strengthen current approaches to diabetes care. Therefore, incorporating SDoH into individual

care for people with T2DM may provide a progressive and valuable contribution to attaining

improved health outcomes for people with T2DM and contribute to reducing its disease burden.

Progress towards incorporating SDoH into individual clinical care has commenced in the
United States of America (USA), Canada and Australia.'®?! There is an emphasis on increasing
the social accountability of healthcare providers, and strong advocacy for providing resources
in clinical care to assist in addressing an individuals’ SDoH issues and the associated social
need.'®!” However, this recommendation is general in nature and lacks a specific focus on

T2DM care.

Despite the increased prevalence of T2DM among the socially disadvantaged i.e. those with
poor SDoH,%!*“there is a deficit in evidence suggesting that the inclusion of SDoH into T2DM
care at the individual clinical level would improve health outcomes. Consequently, evidence-

based support for incorporating SDoH into individual clinical T2DM care is required.

The Australian National Diabetes Strategy 2021—-2030 presents an opportunity to contribute to
this shortfall by calling for research on diabetes prevention and care.?? The irrefutable

connection between SDoH and T2DM self-management and prevention®!%!3

suggests a greater
understanding of how to incorporate SDoH into individual, clinical T2DM care i.e. tertiary

prevention, could contribute to filling this research void. Furthermore, the knowledge paucity
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on SDoH and individual T2DM care may also underpin the lack of evidence-based guidelines,
strategies and tools for incorporating SDoH into the individual care for people with T2DM.

The research reported in this thesis contributes to reducing this resource dearth.

1.5 Research question

The research question is: how can SDoH be incorporated into individual care for people with
T2DM? This question was answered by investigating and collating three differing perspectives.
The first is the perspectives of Indigenous Australians (people with T2DM and health workers).
The second is the perspectives of non-Indigenous people with T2DM, and the third is HPs who
work with people with T2DM. Note that the term ‘people’ used throughout this thesis refers to

people over 18 years of age.
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1.6 Research aims

The research aims for each cohort were to:

1. Identify and explore the SDoH-related barriers and facilitators of T2DM self-
management

2. Identify and explore how to incorporate SDoH into individual care for people with

T2DM.

1.7 Research design and methodology

This qualitative research was conducted in regional, rural and remote communities throughout
North Queensland (NQ), Australia. A phenomenologically-based, exploratory, descriptive
research design was used. Phenomenology enabled this research to be based on the ‘lived
experiences’ of the study participants and formed the basis of exploration into the research
topic.?>** The underlying phenomenological philosophy was enhanced by the K2AF.2>2¢
Chapter 2 provides a detailed explanation of the K2AF, and how it supported the

phenomenological ‘lived experience’ approach to the research. 23-26

A literature review was conducted on the research topic (see Chapter 3),2” which informed the
direction of the three subsequent studies. Study participants were purposively recruited®® (see
Chapters 4 to 6). The first study was with Indigenous Australians (people with T2DM and
Indigenous health workers [[HWs]), the second study was with non-Indigenous people with

T2DM, and the third study was with HPs who work with people who have T2DM.

Focus groups, interviews and yarning circles provided rich information that allowed a deep
understanding of each cohort’s perspectives on T2DM and SDoH, and how SDoH could be

incorporated into individual care for people with T2DM. The resultant data were analysed, and
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themes were identified through a combination of deductive and inductive thematic analysis?*-
2 using QSR NVivo 12 (QSR International; http://www.qsrinternational.com/nvivo) as the

data management tool.

1.8 Situating the researcher

Upon graduating from nutrition and dietetics in 2003, my first role as a dietitian was in Mount
Isa, North West Queensland (NWQ), Australia. Mount Isa is a mining town and is a place of
opposing coexistence. There are residents with extremely high incomes, university education
and solid employment. To the contrary, there are also people living impoverished lives with
unacceptable SDoH. With a perplexing sense of guilt, I profess I was one of those university
educated people with a reasonable income, employment and the accompanying life benefits.
However, it was my experience in Mount Isa, and working with people whose strength and
resilience is unabated, and often untold, that opened my eyes to the health disparities that occur
in a developed and fortunate country like Australia. Put simply, I do not think this is fair, and

I am grateful for this exposure to social injustice because it has directed the course of my career.

My work took me all throughout NWQ. I provided nutrition and dietetic services to many rural
and remote communities in the region. This included Indigenous communities, mining
communities, farming communities and communities with seemingly little industry at all. I saw
first-hand how difficult life was for some people. There were droughts, floods, poor food
supply, limited education and employment opportunities, and low-quality, expensive housing.
People were required to travel hundreds and sometimes thousands of kilometres for their

healthcare needs, or they just went without.

Of the many health issues people experienced, the one that stood out to me as being the most
prevalent was T2DM. I completed a Graduate Certificate of Diabetes Education in 2005 to

build my skills in this area. Although I was now equipped with more university qualifications,
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I still felt underprepared to address the broader social issues that permeated people’s lives. All
I felt was an increased awareness of the devastating impact SDoH can have if they are not
conducive to good health. Accompanying this was a great amount of frustration. Frustration
because although I enjoyed being a clinician and working one-on-one with people, I knew true
change could only be made through population and public health action. Despite this, I
persisted with individual interventions because this was how services were delivered in the
organisation I worked for. While I definitely considered people’s SDoH in all treatment

interventions, I still felt as though I was not helping anyone in a lasting way.

In 2007 my own personal health issues came about and I was required to seek specialist opinion
and treatment in Sydney, New South Wales, Australia, because the required procedures were
not available in Queensland. This involved frequent and lengthy visits to Sydney and was
within the private health care system, all of which cost a great deal of money. I was educated
enough to know I needed second and third opinions, which also cost more. I had no problems
justifying this expense and felt it was just what had to be done. So of course, I did it without a

second thought.

On one of the flights to Sydney, it dawned on me... ‘this is what it means to have good SDoH.
I can afford flights and accommodation, I am educated enough to research my condition and
gain as many opinions as I feel necessary, I have ongoing support, and I am filled with hope
because of these things’. I am also quite certain that if my SDoH were poor, I would probably
not be here today. Fortunately, due to my favourable social circumstances, I am back to good

health.

With this parallel grasp of how social determinants affect health, I continue my career working
towards health equality for people living a poor life. My desire to work with individuals in

clinical settings has remained. However, I have merged this with my intimate comprehension
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of SDoH and my experiences in T2DM care to become the motivation for my PhD topic,

incorporating SDoH into individual care for people with T2DM.
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1.9 Publication 1: Including social determinants of health in the clinical

management of diabetes.

Overview of Publication 1 3°

Publication 1 was written to create awareness of, and introduce the research topic and
represents the rationale for this research. It explains how including SDoH could enhance
usual diabetes care and describes how this fits within the Australian National Diabetes
Strategy 2016-2020. 1t outlines the prevalence of diabetes in Australia and describes the
disease’s association with SDoH. A discussion follows on why SDoH should be included
into clinical care and how this could be achieved. Publication 1 concludes with a reminder
of health disparities occurring within Australia and how incorporating SDoH into the clinical

management of diabetes could contribute to health equity.

Publication details
Status: PUBLISHED. This article is published in the Australian Diabetes Educator (see
Appendix A).

Citation: Frier A, Devine S. Including social determinants of health in the clinical
management of diabetes. Australian Diabetes Educators. 2017;20(2):9-12. Available from:
https://ade.adea.com.au/wp-content/uploads/2017/06/ADE-June-2017.pdf

Contribution of authors: A Frier (conceptualisation, writing of original draft), S Devine

(review and editing, supervision).

Note. The referencing and formatting in this publication is consistent with journal requirements and, therefore,
may be inconsistent with the thesis referencing and formatting.
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1.9.1 Introduction

Diabetes educators improve the lives and futures of people with diabetes by helping them
improve their glycaemic management. Along with other approaches, behaviour change around
smoking, nutrition, alcohol and physical activity are central to this improvement. However,
despite passionate educator intent, and desperate client willingness, sometimes changes are not
possible because of the environment the client lives, and has grown up in. These influences on
diabetes self-management can be described as social determinants of health (SDoH).
Addressing SDoH, even in a clinical setting, may lead to improved glycaemic management,

and increased choice and control over life for people with diabetes. !

1.9.2 What is already known?

It is known that people with poorer social and economic circumstances have worse health
outcomes than their more affluent counterparts. More specifically, the development of diabetes
and suboptimal management is more likely amongst individuals with poor SDoH.?
Socioeconomic status (SES) is synonymous with SDoH, however, SDoH connect the social
and economic contributors to SES with health outcomes. Specifically, SDoH include early
childhood development, education, employment, food security, housing, transport, economic
status, social support and healthcare access. As the quality of people’s SDoH decline, so does
their health status. Unfavourable SDoH and the resultant social inequities lead to premature
mortality, higher morbidity, poor quality of life and suboptimal health-related choices.?
Conversely, if a person is born into an affluent society with quality education, positive life

circumstances, opportunity and healthcare access, they are more likely to be in good health.>*

The prevalence of diabetes in Australia has tripled since 1990, with 1.7 million Australians
now living with diabetes.> Of this population, diabetes is far more common among those at

socio-economic disadvantage®, and people of lower SES are less likely to partake in the
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self-management behaviours necessary for improved glycaemic management.” Logical
inference, therefore, suggests that understanding this health inequity and working within the
SDoH of individuals with diabetes may be a further step in optimising diabetes management

and quality of life for this population.

1.9.3 Why include the social determinants of health?

The solution to working within this social disparity is not an easy one. While addressing
non-medical issues is not the typical focus in a clinical setting, the relationship between poor
SDoH and a person’s ability to better manage their diabetes is undeniable. High-level policy
changes and upstream approaches to sustainably address the SDoH have gained traction and
momentum. Nonetheless, while this essential work is under way, people are still living in

circumstances that are not conducive to a healthful life, free of chronic disease.

The National Diabetes Strateg)y® articulates seven goals designed to influence the practice of

all health professionals working in diabetes care:

Goal 1: Prevent people developing type 2 diabetes.

Goal 2: Promote awareness and earlier detection of type 1 and type 2 diabetes.

Goal 3: Reduce the occurrence of diabetes-related complications and improve
quality of life among people with diabetes.

Goal 4: Reduce the impact of pre-existing and gestational diabetes in pregnancy.

Goal 5: Reduce the impact of diabetes among Aboriginal and Torres Strait

Islander peoples.
Goal 6: Reduce the impact of diabetes among other priority groups.

Goal 7: Strengthen prevention and care through research, evidence and data.
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Goal one specifically focuses on preventing type 2 diabetes (T2DM). Although it is clearly
identified that diabetes awareness, health behaviours and choice are integral for T2DM
prevention,” the causative link between the higher incidence and prevalence of diabetes in
lower SES populations requires further consideration.>!® The convolution of early life
experience, income, education, housing, living environments, access to nutritious food and
health care influence health-related choices and behaviours.* Alarmingly, SDoH also have a
biological impact on health. For example, a child of parents with poor SDoH is more likely to
develop chronic conditions as an adult.!! Consequently, the powerful influence of SDoH is
fundamental in the Centers for Disease Control and Prevention (CDC) diabetes prevention

programs.’

Though not explicit, goals five and six indirectly allude to the impact of SDoH on diabetes.
Broadening interpretation to overtly include SDoH, in an Australian context, will add to a
worldwide evidence expansion demonstrating the correlation between SDoH and diabetes
self-care and management.'*!>"!6 Furthermore, assimilating SDoH into clinical management
will enable SDoH to span the diabetes care continuum. This could then improve health

outcomes for people with diabetes.!

Goal seven’s call for prevention and care through research, evidence and data, combined with
the indivisible connection between SDoH and diabetes, innately requests advancement in this
area. Currently, in Australia, SDoH research and action is necessarily conducted at policy and
upstream levels. The additional incorporation of SDoH at a clinical level could further

strengthen current approaches to diabetes prevention and care.

The remaining goals of the ‘National Diabetes Strategy’ also have an association with SDoH.
The direct link between people’s social and economic circumstances, quality of life and health

outcomes (including diabetes)? infers plausibility that addressing SDoH, in a clinical setting,
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may provide a progressive and valuable contribution to all seven goals, either directly or

indirectly.

1.9.4 How to include the social determinants of health?

Though the connection between SDoH and diabetes has been identified, to date, there has been
minimal emphasis or resources applied to specifically identifying and addressing SDoH on
individual and clinical levels (micro level). Targeted integration and collaboration between
health professionals, health services and community supports that acknowledge and focus on
individual social needs are required to address SDoH on a clinical level.!” Furthermore, a
deeper understanding of how an individual’s SDoH and unmet social needs affect their ability
to self-manage their diabetes is required. Once these are identified and explored, action can
then be taken towards improving them. Validated questionnaires to assess the SDoH of clients
with T2DM in clinical settings have been trialled by American researchers. Assessments
include education level, employment, income, living and housing situations, expenditure
capacity, safety, stress, substance use, and access to and use of social support."'” SDoH
assessments were completed in parallel with usual clinical outcome measures. The specific
assessment and documentation of clients’ social needs allowed meaningful approaches for

addressing SDoH to be incorporated into client care.!!”

Utilisation of community health workers and collaboration with social support services within
the community were recommended as the basis for assessing and addressing the SDoH of
clients."!”!8 The associated positive health outcomes, enhanced client care and feasibility of
this approach have led to the inclusion of SDoH into T2DM quality improvement projects.’ In
addition to social support referral and collaboration, advocacy and partnerships are imperative

to comprehensively address SDoH.!” The inclusion of SDoH into clinical settings contributes
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to proactive influence at client, practice, community and population levels.!%!*!? It also implies

merit for including SDoH in Australian clinical settings.

Understanding and addressing non-medical barriers to self-management is an important part of
providing holistic, person-centred and team based diabetes care. However, extending this role
to include a broader focus on SDoH is fundamental if vulnerable populations are to move
towards achieving improved diabetes management and overall health outcomes. Of course, the
necessary population-based strategies must continue; however, an extension of these strategies
would value add to the overall approach to addressing the strong relationship between SDoH
and diabetes. Furthermore, to ensure efficacy in an Australian context, locally based research
is required to develop strategies that accommodate the diverse range of populations and

communities across the continent, and the equally diverse SDoH they experience.

This approach is not intended to create additional work for diabetes educators and other clinical
staff. Instead, the emphasis should be on enhancing their effectiveness and quality of care
provided to people with diabetes. Consequently, research into the most beneficial approach
and strategies for incorporating these non-medical aspects into diabetes management in a
clinical setting, and in an Australian context is required. Assessment of an individual’s SDoH,
documentation, health literacy, staffing requirements and intervention and referral approaches
are conceivable themes for initial investigation.'!'”1%2° Following that, evaluation of the
effectiveness on both health outcomes and cost is necessary.® Finally, flow-on effects that

improve quality of life and overall wellbeing also deserve exploration.!

1.9.5 Conclusion

In Australia we are fortunate to have choice and control over our life. This however, is not
equally true for all of the population. People at greater socioeconomic disadvantage suffer the

consequences of higher morbidity and mortality from all chronic diseases, including diabetes.?
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Health professionals working within diabetes care are in the advantageous position to
contribute to health equity. Broadening the focus of diabetes services to include SDoH on a
clinical level could augment current contributions towards this. A desire for improved self-
management and enriched lives for their clients is a probable motivator for all health
professionals working with people who have diabetes. Indirectly, this then becomes a plea for

action towards incorporating SDoH into diabetes management in clinical settings.
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1.11 Implications for practice

A social assessment is part of usual care for people with T2DM.° However, developing a more
in-depth and formalised approach, which uncovers SDoH issues and the associated social need
that hinder self-management, may improve T2DM care. Thus, improved health outcomes may
be more likely when more holistic care, that incorporates SDoH, is provided and people with

T2DM can achieve their self-management goals.

1.12 Chapter summary

Chapter 1 has:

» provided an overview of the thesis content and purpose

» described SDoH, their impact on overall health, and how they are currently addressed

= outlined the prevalence of T2DM in Australia

» described the intertwined relationship between SDoH and T2DM

= announced the research question

» demonstrated a need to conduct research on incorporating SDoH into care for people with
T2DM

= explained the researcher’s professional and personal motivations for conducting this
research

* included a publication introducing the research topic

* implied the benefits of this research for current T2DM practice.

Chapter 2 will describe and justify the use of the K2AF as a guide to the research reported in

this thesis.
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Chapter 2: Theoretical framework

2.1 Chapter outline

Chapter 2 describes the theoretical framework, the K2AF, which was used to guide the
qualitative research in this thesis. First, a description of the K2AF and an overview of how it
guides the research is provided. Second, a diagrammatic representation of the research design
based on this framework is presented. The implications for practice of using the K2AF are then

discussed. Chapter 2 concludes with a summary and an introduction to Chapter 3.

2.2 What is the Knowledge to Action Framework?

The K2AF is a conceptual framework developed in Canada by Graham et al. in 2006.!? It was
developed to assist the translation of evidence and research knowledge into workable practice
(action) (i.e., knowledge to action) and is defined as a ‘process model’.>* Process models
describe or guide the specific steps or phases required to translate knowledge and research into
practice.* An additional and critical aspect of the K2AF is integrating stakeholder input which

is necessary for transferring evidence-based ‘knowledge’ into ‘action’.!?

There are two components of the K2AF: (1) Knowledge Creation; and (2) the Action Cycle.!
In the K2 AF, the phases involved within the framework are dynamic and can all influence each
other. The Knowledge Creation phase involves tailoring the knowledge to be specific to its
desired setting and comprises ‘knowledge inquiry’, ‘synthesis’ and ‘products and tools’.
Knowledge Creation is diagrammatically represented as a funnel to indicate the progression of
the created knowledge, from ‘knowledge inquiry’, to ‘synthesis’ to the development of
workable ‘products and tools’ (see the centre of Figure 2.1). The Action Cycle surrounds the
Knowledge Creation funnel in the K2AF (see the outer circle in Figure 2.1). The purpose of

the Action Cycle is to guide the application of the knowledge created into workable and
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sustainable action that is relevant to the chosen setting. The bidirectional Action Cycle phases

arc:

* identifying problem (determine the ‘know/do gap’; identify, review and select
knowledge)

» adapting knowledge to the local context

= assessing barriers to knowledge use

= selecting, tailoring, implementing interventions

* monitoring knowledge use

= evaluating outcomes

» sustaining knowledge use.

The Knowledge Creation and Action Cycle phases are continuous and interdependent. That is,
knowledge is continually created and modified to suit its application.!® Figure 2.1 provides a

diagrammatic representation of the K2AF.
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Figure 2.1. Diagrammatic representation of the Knowledge to Action Framework
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2.3 Why use the Knowledge to Action Framework to guide the

research?

Despite the influence of SDoH on T2DM being well researched and understood,””’
SDoH-related barriers to self-management are not identified and addressed as part of usual care
for individuals with T2DM.®? This gap in action may be because SDoH are not formally

incorporated on an individual level within clinical healthcare practice. '

Incorporating knowledge and understanding about the influence of SDoH on T2DM® into the
individual level of T2DM care may be assisted by utilising the K2AF.? Using the K2AF to
guide the incorporation of SDoH into T2DM care will combine empirical knowledge on the
interplay between SDoH and T2DM?>"’ with the lived experience of people with T2DM and the
expertise of the HPs who work with them. The K2AF will also facilitate stakeholder
involvement in all research phases and allow for the unique needs, barriers and facilitators of

stakeholders to be considered and integrated.'!

Input from the stakeholders of T2DM care will add an experienced-based contextualisation
dimension to other models of healthcare that acknowledge SDoH, such as the socio-ecological
model of health.'>!*> The socio-ecological model considers the broader multilayer influences
on health and the related behaviours.!*!> This model has been used previously to demonstrate
the effects of SDoH on T2DM. Accordingly, the acknowledgement of SDoH in T2DM care is
encouraged in the relevant literature.'>!%!” While the imperative of deeply understanding and
considering the influences of social determinants on T2DM self-management is irrefutable, the
socio-ecological model of health does not facilitate stakeholder input and the contextualisation
necessary for incorporating the SDoH into individual T2DM care. Alternatively, the K2AF
requires stakeholder input and was specifically developed to guide the incorporation of

evidence-based knowledge into healthcare practice. Therefore, using the K2AF to incorporate
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SDoH into individual clinical care of people with T2DM facilitates contextualisation and
application to the chosen setting.!* Furthermore, utilising the K2AF to incorporate SDoH into
individual clinical care for people with T2DM enables and facilitates the lived experience of

the stakeholders to inform each stage of the research.'®

2.4 Using the Knowledge to Action Framework to guide the

research

The K2AF guided the design of the research reported in this thesis. The research has five
phases. The Knowledge Creation component comprises Phases 1 to 4, each representing an
aspect of the Knowledge Creation funnel (see Figure 2.1). Phase 5 involves the considerations
to be made when applying the seven steps of the Action Cycle (see Figure 2.1). The
stakeholders included in this research are those responsible for health service delivery to people
with T2DM, people with T2DM and the SDoH-related services available in the chosen

community.
The phases of the research design are as follows:

» Phase 1 involved the literature review (‘knowledge inquiry’).

= Phases 2a and 2b comprised the focus groups and interviews with people who have T2DM
and the HPs who work with them (‘knowledge inquiry’).

* Phase 3 includes the ‘synthesis’ (‘tailoring knowledge’).

* Phase 4 involves the ‘products and tools’ (‘tailoring knowledge’).

= Phase 5 is the Action Cycle (application considerations).

Infographic 2.1 provides a diagrammatic representation of the five-phase research design based
on the K2AF. In this diagrammatic representation, the outer circle represents the seven steps

of the K2AF Action Cycle. While full use of the K2AF relies on an interdependent and
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continuous flow between the Knowledge Creation and Action Cycle,!** the research reported
in this thesis aligns mostly with the Knowledge Creation component. It does not include the
application of the findings because this was beyond the scope of the research in this thesis.
Thus, only considerations and future research recommendations for the Action Cycle
component can be made. Infographic 2.1 provides a diagrammatic representation of the

research design.
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Infographic 2.1. Research design using the Knowledge to Action Framework
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2.4.1 Identified problem

First, it is necessary to identify the problem. Identifying the problem is a part of the Action
Cycle (see Figure 2.1).!* In this instance, the identified problem is: how can SDoH be
incorporated into individual care for people with T2DM? The ‘know/do gap® associated with
the identified problem involves extending the usual population- and broad setting—based

approach to addressing SDoH'? and incorporating it into an individual level of T2DM care.

The outcomes of this research are intended to provide guidance on ‘working within’ the current
SDoH circumstances of individuals to incorporate them into T2DM care, not necessarily to
improve an individual’s current SDoH. Nonetheless, it is essential to note that improving the
SDoH of individuals, such as healthier environments and living conditions and improved

19,20

employment, working conditions and educational levels, should always remain on the

agendas of government departments, local councils and health authorities.

2.4.2 Knowledge Creation: Phases 1 to 4

Knowledge Creation is a progressive process that refines and synthesises the acquired
knowledge about the identified problem into usable ‘products and tools’. The Knowledge
Creation process involves three stages, or generations, of knowledge. First-generation
knowledge is elicited by building an understanding of current literature, practices and
perspectives on the identified problem (‘knowledge inquiry’). Second-generation knowledge
is when the findings associated with first-generation knowledge are synthesised and tailored to
the specific situation (‘synthesis’), and third-generation knowledge is when the synthesised
knowledge is further tailored to develop usable and well-informed ‘products and tools’® (see

Figure 2.1).
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2.4.2.1 ‘Knowledge inquiry’

‘Knowledge inquiry’ (first-generation knowledge)® has been separated into two of the five
research phases: Phase 1, the literature review; and Phase 2, the focus groups and interviews.
The focus groups and interviews are further separated to involve two of the main stakeholders
associated with T2DM care: (1) HPs who work with people who have T2DM; and (2) people

with T2DM.

2.4.2.1.1 Phase I: literature review

The literature review was conducted to gain a global understanding of current research,
practices and discourse on how clinical settings are utilised to incorporate SDoH into the care
of individuals with T2DM. Additionally, the literature review findings assisted the formulation

of questions for the focus groups and interviews?! (see Appendix B).

2.4.2.1.2 Phase 2: focus groups and interviews

2.4.2.1.2.1.  Health professionals who work with people with type 2 diabetes mellitus

A multidisciplinary approach to T2DM care is essential for comprehensive diabetes
management. T2DM management and care require input from endocrinologists, general
practitioners (GP), nurses, diabetes educators, exercise physiologists, psychologists, social
workers, dietitians, podiatrists and pharmacists.® Engaging these integral stakeholders is vital
to understanding how SDoH can be incorporated into the usual practices of these disciplines.
Additionally, the perspectives of HPs who work with people who have T2DM will highlight
foreseen barriers and facilitators to incorporating SDoH into the clinical care of individuals

with T2DM.
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2.4.2.1.2.2.  People with type 2 diabetes mellitus

Person-centred care is essential for effective T2DM self-management.”? Understanding an
individual’s social situation (i.e., their SDoH) is integral to person-centred care.?>? The
influence of social determinants on the ability to self-manage T2DM?>® suggests the
SDoH-related self-management barriers of people with T2DM should be assimilated when
determining how SDoH could be incorporated into individual care. Further, the necessity to
include patient perspectives rests on the conviction that patients should be involved in their

own care.”*

2.4.2.2 Tailoring knowledge
Tailoring knowledge leads to the production of second- and third-generation knowledge.’ The
research design categorises the tailoring knowledge component of the K2AF into ‘synthesis’

(Phase 3) and the development of ‘products and tools’ (Phase 4).

2.4.2.2.1 Phase 3: ‘synthesis’

Second-generation knowledge arises when the comprehension and insights elicited during the
‘knowledge inquiry’ (Phases 1 and 2) are synthesised. Synthesising the knowledge created
from the literature review (global knowledge) and focus groups and interviews with relevant
stakeholders (local knowledge) will impel consolidation of these perspectives and enable
global evidence to be locally contextualised, thus, bridging the gap between global research

and local knowledge on how SDoH can be incorporated into individual care for people with

T2DM. '

2.4.2.2.2 Phase 4: ‘products and tools’
The ‘synthesis’ of the reviewed literature and stakeholder perspectives will inform concepts
for possible ‘products and tools’. These concepts will require further refinement based on

stakeholder input before they can be developed into usable knowledge translation tools, such
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as decision aids and practice guidelines (third-generation knowledge). Further development
will ensure these tools are specific to the end users of the knowledge, and support the
incorporation of SDoH into individual care for people with T2DM.? Note that it is beyond the

scope of this research to fully develop the conceptualised ‘products and tools’.

2.4.3 Action Cycle: Phase 5

Following Knowledge Creation comes the implementation of the new knowledge and
appropriate ‘products and tools’ into the chosen healthcare setting. Therefore, the Action Cycle
of the K2AF is where the created knowledge is applied in the real-world context and is where
the desired changes within the healthcare system occur. While there are seven steps to the
Action Cycle,'? it is a dynamic and iterative process® (i.e., they may occur simultaneously,

progress in a back-and-forth manner or one step may inform and advance the next).

2.4.3.1 Phase 5: application considerations

Phase 5 of the research design outlines the considerations needed when following the steps of
the Action Cycle (see Figure 2.1). As noted earlier in this chapter, only application
considerations are made because applying the findings is beyond the scope of the research
reported in this thesis. The application considerations are based on the findings of Phases 1 to

4.

The first step of the Action Cycle involves identifying the problem, which in this case is the
posed research question: how can SDoH be incorporated into individual care for people with
T2DM? The remaining steps of the Action Cycle rely on the knowledge created within the
chosen healthcare setting, the people with T2DM in that setting and the HPs who work with
them. Because the research findings have not been applied (or actioned), only the aspects to
consider regarding community service availability, access and utilisation can be documented.

For example, an outreach-based health service may utilise services in a community differently
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from a centre-based service. Thus, the health service delivery model should be considered when

applying the current research findings.

2.5 Implications for practice

Using the K2AF to guide the research design has enabled structured and formal inclusions and
considerations of current literature, practical expertise and experiences of how SDoH can be
incorporated into care for individuals with T2DM. When research is based on the K2AF, the
findings will be evidence-based, contextualised and practically applicable to the clinicians who

will be applying them.>?

2.6 Chapter summary

Chapter 2 has presented the research design based on the K2AF and described why the K2AF

was the model of choice to guide the research design.

Chapter 3 will present the literature review, which explores the methods and strategies
currently utilised in clinical settings to assess and address the SDoH of individuals with T2DM.
Chapter 3 will also provide an update of the current literature on this topic for the years 2017

to 2021.
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Chapter 3: Literature review

3.1 Chapter outline

Chapter 3 contains the literature review titled, ‘Utilising Clinical Settings to Identify and
Respond to the Social Determinants of Health of Individuals with Type 2 Diabetes—A Review
of the Literature’. The chapter begins with Infographic 3.1, which summarises the literature
review. The publication of this literature review follows: ‘Utilising clinical settings to identify
and respond to the social determinants of health of individuals with type 2 diabetes—a review
of the literature’. Next, a literature update for the years 2017 to 2021 is included. The
implications for practice regarding the findings are then discussed. Chapter 3 closes with a

chapter summary and a brief introduction to Chapter 4.

Amanda Louise Frier 47



Infographic 3.1. Utilising clinical settings to identify and respond to the social determinants

of health of individuals with type 2 diabetes—a review of the literature

UTILISING CLINICAL SETTINGS TO IDENTIFY AND RESPOND TO THE SOCIAL DETERMINANTS

OF HEALTH OF INDIVIDUALS WITH TYPE 2 DIABETES - A REVIEW OF THE LITERATURE.

BACKGROUND AlM

Type 2 diabetes is increasing in global prevalence . It is more common among people To explore the methods and

with poor sodial determinants of health. Sodal determinants of health are typically strategies used in dinical settings
considered at a population and community level; however, identifying and addressing to identify and address the sodal
the barriers related to sodal determinants of health at an individual and dinical level, determinants of health in

could improve the self-management of type 2 diabetes 2. individuals with type 2 diabetes.
METHODS?

. reseeftltch 1 gystemaﬁc = study. 4 quality : énalysis anfi 6. summarising,
question literature selection appraisal interpretation collating and
formulation searching reporting

RESULTS

Title and Abstract screening n = 1119
Full text screening n = 56

Qualitative n=1, Quantitative n=7, Mixed Method n=1
Sample sizes n=14 - 13,366
Studies Included n =9

Studies from USA, New Zealand and Australia

Socisl detenninants ofhaalth When and how were the social determinants of health assessed.
e ] All studies assessed social determinants of health prior to study £

-
« income li] g
« employment - —

« access to medical/healthcare

« education (’*m::l‘:lxys phona survays healthclinicdatabasas medical chartantrias

« health literacy

* social Suplf;ﬂ Addressing social determinant of health related issues.

« social exclusion 5 SR : :

S bt Atk skl n st Ak 1/9 studies address the ldentrﬁedbsoaal delenmrfam related need.

« serious psychological distress (stress) Support provided by Community Health Advisors

« financial constraints A

« transport I

« food security @

« housing and earlylife ) T ) _ )
translation homa appointment education general capacity

sarvices visits remindars strategies building

LIMITATIONS

Minimal research on incorporating social determinants of health into the dinical management of type 2 diabetes limited the
availably and breadth of eligible literature at the time of the review.
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3.2 Publication 2: Utilising clinical settings to identify and respond to the
social determinants of health of individuals with type 2 diabetes—a review of

the literature.

Overview of Publication 2'
This literature review was conducted to determine the methods and strategies that have been
utilised to incorporate SDoH into the clinical care of individuals with T2DM. It outlines the
disease’s prevalence and describes its higher occurrence among people with poor SDoH. It
explains that SDoH are not usually incorporated into clinical or individual care for people
with T2DM, and how SDoH are mostly addressed at a population level, not clinically or
individually. The literature review describes the systematic process followed and the
identified results. The findings confirm a strong relationship between T2DM and SDoH and
the need to incorporate SDoH into individual clinical care. Although SDoH have begun to
be incorporated on an individual and clinical level in a small number of locations around the
world, there remains little action specific to T2DM. This review determined that if SDoH
are to be included in clinical care, the individual must perceive the SDoH issue as a barrier
to T2DM self-management. It also determined that health literacy must be considered when
incorporating SDoH into clinical care. Furthermore, the review highlighted that more
research is required if SDoH are to be incorporated successfully into individual clinical care

of people with T2DM.

Publication details
Status: PUBLISHED. This article has been published in Health & Social Care in the

Community (2019) (see Appendix C).

Citation: Frier A, Devine S, Barnett F, Dunning T. Utilising clinical settings to identify and
respond to the social determinants of health of individuals with type 2 diabetes—a review
of the literature. Health & Social Care in the Community. 2019;28(4):1119-33. Available
from: https://doi.org/10.1111/hsc.12932

Contribution of authors: A Frier (conceptualisation, data collection and analysis, writing of

original draft), S Devine (conceptualisation, reviewing and editing, supervision), F Barnett
(conceptualisation, reviewing and editing, supervision), T Dunning (reviewing and editing,

supervision).

Note. The referencing and formatting in this publication is consistent with journal requirements and, therefore,
may be inconsistent with the thesis referencing and formatting.
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3.2.1 Abstract

Type 2 diabetes (T2DM) is increasing in global prevalence. It is more common among people
with poor social determinants of health (SDoH). Social determinants of health are typically
considered at a population and community level; however, identifying and addressing the
barriers related to SDoH at an individual and clinical level, could improve the self-management
of T2DM. This literature review aimed to explore the methods and strategies used in clinical
settings to identify and address the SDoH in individuals with T2DM. A systematic search of
peer-reviewed literature using the electronic databases MEDLINE, CINAHL, Scopus and
Informit was conducted between April and May 2017. Literature published between 2002 and
2017 was considered. Search results (n = 1,119) were screened by title and abstract against the
inclusion and exclusion criteria and n = 56 were retained for full text screening. Nine studies
met the inclusion criteria. Review and synthesis of the literature revealed written and phone
surveys were the most commonly used strategy to identify social determinant-related barriers
to self-management. Commonly known SDoH such as: income, employment, education,
housing and social support were incorporated into the SDoH assessments. Limited strategies
to address the identified social needs were revealed, however community health workers within
the clinical team were the primary providers of social support. The review highlights the
importance of identifying current and individually relevant social determinant-related issues,
and whether they are perceived as barriers to T2DM self-management. Identifying self-
management barriers related to SDoH, and addressing these issues in clinical settings, could
enable a more targeted intervention based on individually identified social need. Future
research should investigate more specific ways to incorporate SDoH into the clinical

management of T2DM.
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3.2.2 Keywords

clinical settings, literature review, social conditions, social determinants of health, social need,

socioeconomic factors, type 2 diabetes

3.2.3 What is known about this topic

= Social issues directly influence health, and are called social determinants of health

(SDoH).

» Type 2 diabetes (T2DM) is more common among people with poor SDoH.

* SDoH are usually considered at a population level, not individually or clinically.

3.2.4 What this paper adds

= This is the first known literature review on how SDoH are incorporated into the clinical

management of T2DM.

= Identified SDoH should be individually relevant and considered a barrier to T2DM

self-management by the person with T2DM.

= There is a gap in formal methods and strategies to incorporate SDoH into usual clinical

care for people with T2DM.

3.2.5 Background

Diabetes prevalence has increased globally over the past three decades, with type 2 diabetes
(T2DM) accounting for 85%—-90% of all diagnoses (Diabetes Australia, 2015; World Health
Organization [WHO], 2016). People at socioeconomic disadvantage are more likely to develop
T2DM and are more susceptible to suboptimal self-management due to the consequences of
poor social determinants of health (SDoH) (Australian Institute of Health & Welfare [AIHW],

2014, 2016). This socially influenced health disparity suggests a need to investigate strategies
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to optimise healthcare provision so that social disadvantage and SDoH are acknowledged and

incorporated into the standard practice of T2DM care.

Social determinants of health are described as ‘the societal conditions in which people are born,
grow, live, work and age’ (WHO, 2003). More specifically, they include early childhood
development, education, employment, food security, housing, economic status, social support
and healthcare access (Centres for Disease Control & Prevention [CDC], 2013; WHO, 2003).
Social determinants influence both good and poor health. If a person is born into an affluent
society with quality education, positive life circumstances, opportunity and healthcare access,
the likelihood of good health is increased. To the contrary, when a person’s lifespan is
permeated with poor education, low economic status, unemployment, inadequate housing and
limited access to quality health care, it is probable that their health status will be of poor quality,

and they will have a shorter life expectancy (WHO, 2003).

Sustainable change towards improved SDoH requires political and social influence (Marmot
& Wilkinson, 2006). Essential advocacy and action are underway at population and community
levels (Keleher & MacDougall, 2016; Marmot & Wilkinson, 2006; Solar & Irwin, 2010);
however, while the approaches to address the causes of poor SDoH are occurring, the
immediate and individual needs of people who live in circumstances contrary to a healthy life

also require attention.

Despite the increasing prevalence of T2DM, especially amongst those at social disadvantage
with poor SDoH (AIHW, 2014, 2016; Diabetes Australia, 2015; WHO, 2016), there are
currently no published guidelines on how to consider T2DM and SDoH simultaneously,
particularly at a clinical level. Living with suboptimal SDoH impedes the lifestyle choices
essential for effective T2DM self-management (Royal Australian College of General

Practitioners [RACGP], 2016). Therefore, including strategies that identify and account for
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SDoH-related barriers may augment usual care by allowing additional interventions to be
instigated as part of standard clinical practice. This may be an additional step towards

improving health outcomes for people with T2DM.

Health services could embed SDoH as part of standard practice. Identifying SDoH-related
barriers to T2DM self-management could provide health professionals with insight into their
clients’ life circumstances. Understanding an individual’s SDoH and the associated health
disparities could then help health professionals to develop more contextualised interventions
(Baum et al., 2013; Newman, Baum, Javanparast, O'Rourke, & Carlon, 2015). The limited
guidance to enable such an approach is stemmed from an overall deficit of supportive policies,
frameworks and structure (Baum et al., 2013). This may also explain the lack of guidelines to

incorporate SDoH into the clinical management of T2DM.

Although considering non-medical issues is not the main focus in clinical settings, the
relationship between poor SDoH and the ability to self-manage diabetes is supported by an
extensive evidence base (Brown et al., 2004; Kumari, Head, & Marmot, 2004; Marmot, 2005;
WHO, 2003). Therefore, the formal incorporation of SDoH into usual clinical management of

T2DM deserves more in-depth consideration and strategic progression.

Incorporating SDoH into T2DM clinical care by identifying, considering and subsequently
addressing the related self-management barriers could improve T2DM outcomes by enabling
the ability to make the positive lifestyle choices required for effective T2DM self-management.
This in turn, could help reduce the personal suffering that often accompanies the burden of

living with diabetes.
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3.2.6 Methods

3.2.6.1 Aim of the review

This literature review aimed to explore methods and strategies used in clinical settings to
identify and address the SDoH of individuals with T2DM. It is worth noting the word ‘address’
and its synonyms should not be interpreted as resolving the SDoH issue. Instead, the correct
interpretation is the strategies used to accommodate for the identified SDoH issue. For
example, if it had been identified that a patient has limited transport options which would
therefore impact their healthcare access, then arranging appropriate transport could alleviate

the consequences of these SDoH issues.

The initial focus on identifying individuals’ SDoH-related issues was to gain insight into what
factors were included, and how and when SDoH identification could be incorporated into
routine T2DM clinical care. Strategies and recommendations to address the identified SDoH
issues were then explored to determine how the related barriers to T2DM self-management

could be addressed.

3.2.6.2 Systematic approach

The varied methodologies used in the reviewed studies indicated the suitability of an integrative
approach to the literature review (Whittemore & Knafl, 2005), however its iterative and
interpretive nature is similar to that of a scoping review (Arksey & O’Malley, 2005).
Consequently, the current review borrowed from both styles of literature review. Both follow

a systematic process, which includes:

1. research question formulation
2. systematic literature searching

3. study selection (informed by inclusion and exclusion criteria)
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4. quality appraisal
5. analysis and interpretation
6. summarising, collating and reporting

(Arksey & O’Malley, 2005; Whittemore & Knafl, 2005).

3.2.6.3 Search strategy

The PRISMA protocol (Liberati et al., 2009) for searching literature guided a systematic search
of the computerised databases MEDLINE, CINAHL, Scopus and Informit. Keywords,
synonyms and associated truncations, including MeSH terms, were categorised into three

groups: SDoH, T2DM and clinical setting (Table 3.1).

Table 3.1. Categorised groups of keywords, synonyms and truncations

T2DM

adult onset diabetes

ketosis resistant diabetes
mody

maturity onset diabetes
maturity-onset diabetes
NIDDM

non-insulin dependent diabetes
noninsulin dependent diabetes
slow-onset diabetes

slow onset diabetes

stable diabetes

type 2 diabetes

type II diabetes

Group SDoH

health social determinants
social determinants of health
social determinants
socioeconomic
socioeconomic factors
socio-economic factors
socioeconomic status
health status disparity
health status disparities
health disparity

health disparities

social conditions

social circumstances

Clinical Setting

primary care clinic

health service

health services
community healthcare providers
health centre

health centres

health clinic

health clinics

health care providers
community health workers
community health worker
clinic setting

family medicine

societal conditions
societal circumstances
societal factors

SES

Synonyms & truncations

medical care
medical centre
health workers
health worker

healthcare providers
healthcare provider
health personnel
clini*

Note. SDoH = social determinants of health; T2DM = type 2 diabetes mellitus; SES = socioeconomic status.

The search was limited to papers published between 2002 and 2017, English language and
human studies. The 15-year search scope was applied to identify publications influenced by
Social Determinants of Health: The Solid Facts (second edition) (WHO, 2003). This

publication was considered important because it preceded an increasing evidence base

Amanda Louise Frier 55



concerning the influence of social determinants on health. The keywords were combined to

obtain the primary search results.

Titles and abstracts were screened to ensure all of the included articles discussed clinical
settings, identification and/or addressed the SDoH-related issues of individuals with T2DM.
Incorporating the keywords (or their synonyms) identification* and/or address™* into the search
strategy appeared to eliminate pertinent articles; thus manual screening of titles and abstracts
was necessary. After the initial screening and duplicate removal, the full text of the articles
were read in brief. The inclusion and exclusion criteria were then applied to the remaining

articles (see Table 3.2).

Table 3.2. Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria
>18 years <18 years
SDoH and T2DM in clinical settings AND type 1 diabetes

identifying* SDoH of individuals (strategies to gestational diabetes
identify/screen/assess/measure) AND/OR

addressing™ SDoH (recommendations only to acute settings

include) AND/OR

addressing™ SDoH (practical strategies to area/region identification® of SDoH

address) issues rather than on an individual
level

published in a peer-reviewed journal policy/upstream approaches to

addressing®™ SDoH (only) rather than

on an individual level

Note. SDoH = social determinants of health; T2DM = type 2 diabetes mellitus.
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The search identified 1,244 articles. One hundred and twenty-five duplicates were removed,
leaving 1,119 articles. Title, abstract and text screening reduced the remaining articles to 56.
The inclusion and exclusion criteria were applied to these 56 articles. Nine articles remained
and were included in the review. Figure 3.1 outlines the process followed to identify, screen

for eligibility and to include and exclude articles.

Figure 3.1. PRISMA flowchart of article identification, screening eligibility and inclusion

Records identified through
database searching

P (n=1244)
: '
.0
]
i
= MEDLIME 1139 CINAHL 48 Informit & Scopus 1
t
L]
E l
¥
) ] Duplicates
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¢ ¥
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o title and abstract Records excluded
@ n=1119) " {n=1063)
LS
v Articles excluded, with
—,
Articles assessed for reasons
eligibility — (n=47)
= (n =56) » Ineligible
i * Study protocol only
= » Abstract only
Ll
—
Articles included
P (n=%9)
£ / \
7]
-
=1
o
£ Qualitative Quantitative Mixed Method
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R

Note. Created by the author.
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3.2.6.4 Critical review, data extraction and analysis

Each study was critically reviewed using the McMasters critical appraisal tools for both
quantitative and qualitative studies depending on the methodology used (Law et al., 1998; Letts
et al., 2007). One study used mixed methods; therefore, both quantitative and qualitative
McMasters appraisals were conducted for that study (Loh, Jaye, Dovey, Lloyd, & Rowe, 2015).
The reviewed studies were then summarised and collated for comparison and interpretive
analysis. Commonly known SDoH (WHO, 2003) provided a reference for determining which
SDoH were identified (Table 3.3). The methods used to elicit this information were also

ascertained during the study reviews (see Table 3.4)

Table 3.3. SDoH factors included in the reviewed studies

SDoH factor Included in screening
access to medical/health care 9/9 studies
income 8/9 studies
education 7/9 studies
employment 7/9 studies
social support 7/9 studies
subjective social status (social gradient) 6/9 studies

psychological or emotional distress (stress) 6/9 studies

financial constraints 3/9 studies
transport 3/9 studies
health literacy 2/9 studies
food security 1/9 studies
housing 1/9 studies
social exclusion 1/9 studies
early life 1/9 studies

Note. SDoH = social determinants of health.
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Table 3.4. Summary table of the methods used to identify social determinants of health

issues

Study Title Citation

Patient perceptions of a
community-based care

Methods Used to Conduct SDoH Screening

Gimpel et al.,, 2010 ~ Modified risk assessment tool (survey). The survey
was designed to identify social concern and need.

coordination system

Independent effects of

socioeconomic and
psychological social

determinants of health on self-
care and outcomes in T2DM

Relationship between SDoH and
processes and outcomes in
adults with T2DM: validation of
a conceptual framework

Quantifying Direct Effects of
SDoH on Glycemic Control in

Adults with T2DM

Understanding the influence of

psychological and

socioeconomic factors on DM
self-care using structured

equation modelling

Amanda Louise Frier

Walker,
Gebregziabher,
Martin-Harris, &
Egede, 2014a

Walker,
Gebregziabher,
Martin-Harris, &
Egede. 2014b

Walker,
Gebregziabher,
Mulugeta, Martin-
Harris & Egede,
2015a

Walker,
Gebregziabher,
Mulugeta, Martin-
Harris, & Egede,
2015b

Also provided a description of SES indicators in

participant descriptions i.e. education, employment

and income. No indication if survey was self-

administered or assisted

Numerous individual and validated assessment tools;

- Survey assessing household income, years of
education and employment status

- Social Support Survey

- Subjective Social Status —pictorial ladder to
indicate perceived social status.

- Perceived Stress Scale

- Short version of the Test of Functional Health
Literacy in Adults

Also provided a description of SES status indicators

in participant descriptions i.e. education,

employment and income.

No indication if assessment tools were self-

administered or assisted

Numerous individual assessment tools;

- Interview survey assessing household income,
years of education and employment status

- Social Support Survey

- Subjective Social Status —pictorial ladder to
indicate perceived social status.

- Perceived Stress Scale

- Short version of the Test of Functional Health
Literacy in Adults

Also provided a description of SES status indicators

in participant descriptions i.e. education,

employment and income.

No indication if assessment tools were self-

administered or assisted

Numerous individual assessment tools;

- Interview survey assessing household income,
years of education and employment status

- Social Support Survey

- Subjective Social Status —pictorial ladder to
indicate perceived social status.

- Perceived Stress Scale

- Short version of the Test of Functional Health
Literacy in Adults

Also provided a description of SES status indicators

in participant descriptions i.e. education,

employment and income.

No indication if assessment tools were self-

administered or assisted

Numerous individual assessment tools;

- Interview survey assessing household income,
years of education and employment status

- Social Support Survey

- Subjective Social Status —pictorial ladder to
indicate perceived social status
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Study Title Citation Methods Used to Conduct SDoH Screening

- Perceived Stress Scale

- Short version of the Test of Functional Health
Literacy in Adults

Also provided a description of SES status indicators

in participant descriptions i.e. education,

employment and income.

No indication if assessment tools were self-

administered or assisted

SDoH in adults with T2DM- Walker, Smalls, & Numerous individual assessment tools;
Contribution of mutable and Egede, 2015 - Interview survey assessing household income,
immutable factors years of education and employment status

- Social Support Survey

- Subjective Social Status —pictorial ladder to
indicate perceived social status.

- Perceived Stress Scale

- Short version of the Test of Functional Health
Literacy in Adults

Also provided a description of SES status indicators

in participant descriptions i.e. education,

employment and income.

No indication if assessment tools were self-

administered or assisted

Dunedin's free clinic: an Loh, Jaye, Dovey, Retrospective data collection via journal entries,
exploration of its model of care  Lloyd, & Rowe, 2015 patient encounters, medical certificates, patient
using case study methodology medical records and databases. Also provided a

description of SES indicators in participant
descriptions i.e. unemployment, sickness benefits,
and accommodation

Socioeconomic Barriers to DM Rose, 2005 Phone surveys based on items that indicate SES
Self-care: Development of a barriers to T2DM self-care i.e. cost/finances,
Factor Analytic Scale transport, food security, safety and health literacy
Social Support and Lifestyle vs. Rosland et al., 2014  Self-administered/report questionnaire. Included
Medical DM Self-Management comprehensive SDoH assessment i.e. access to

in the Diabetes Study of medical/health care, income, education,

Northern California employment, social support, social gradient, stress,
(DISTANCE) financial constraints, transport, health literacy, food

security, housing, social exclusion, early life. Also
included many other T2DM management related
components. 185 questions in total

Note. SDoH = social determinants of health; SES = socioeconomic status; DM = diabetes mellitus; T2DM = type
2 diabetes mellitus.
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3.2.7 Results

3.2.7.1 General characteristics of studies

Seven of the nine studies included in the review were quantitative, one was qualitative, and one
used a mixed method design. Four articles were published in 2015. Three were published in
2014, and one in 2010 and 2005, respectively. The age of participants in the reviewed studies
ranged from 30-75 years. Sample sizes for eight of the studies ranged from n =24 to n = 615.
The remaining study was extremely large at n = 13,366. Seven of the studies were completed

in the USA, one in New Zealand and one in Australia.

Only one study intentionally investigated the value of identifying and addressing the
SDoH-related issues of individuals with T2DM in a clinical setting. The remaining studies did
not purposefully investigate identifying and/or addressing SDoH-related needs; however, their
methodology indirectly included these factors. Five of the nine articles were written by the
same authors using the same dataset. Each article reported separate interactions and
relationships between T2DM and SDoH using different statistical analyses to investigate the
specific issues considered in each study. Each study was published individually and met the
inclusion criteria for the current review. Consequently, these five studies were appraised
individually. All studies included a description of their ethics or approval procedures. Table

3.5 provides an overview of the articles included in the review.
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Table 3.5. Summary of articles reviewed

Citation Title Study goal Study design Study methodology Setting and Study findings Methods and
abbreviation sample strategies used to
identify & address
SDoH issues
Gimpel et al.,  Patient To assess the Exploratory/focus 4 focus groups Community- based Participants reported the Identifying
2010 perceptions of a  efficacy of groups setting. Dallas support of community- Modified risk
community-based including CHW as USA “Project based workers as a assessment tool
care coordination care coordinators Access Dallas-care helpful inclusion (identifying social
system into education coordination concerns, risk of
programs/groups to system” N = 24 Benefits were also developing T2DM,
address social reported in participating depression)
concerns and in groups e.g., social Addressing
provide clinical support and Include strategies to
support to patients understanding address SDoH (e.g.,
with T2DM and how use public
depression transportation and
facilitating access to
healthcare.
Incorporated the use
of community health
workers
Walker, Independent To investigate Cross-sectional  Statistical analyses to Adult primary care  T2DM knowledge and  Identifying
Gebregziabher, effects of independent effects provide information on  clinic, USA self-care: Participants
Martin-Harris, socioeconomic of socioeconomic individual and collective N=615 Significantly associated completed validated
& Egede, and psychological and psychological contribution of different with SES and questionnaires.
2014a social SDoH factors on SDoH to T2DM psychological Addressing
determinants of DM knowledge, components of SDoH  Not Included
health on self-care self-care and QoL T2DM outcomes: Recommendations
and outcomes in Significantly associated for further research
T2DM with higher SES and, to inform future

self-efficacy and , lower
diabetes distress and
perceived stress

QoL

Significantly associated
with higher education,
lower depression, lower

interventions
designed to improve
self-care and
outcomes for
patients with T2DM
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Citation Title Study goal Study design Study methodology Setting and Study findings Methods and
abbreviation sample strategies used to
identify & address
SDoH issues
psychological distress,
lower perceived stress
and higher social
support
Walker 2014b  Relationship To validate a Cross-sectional ~ Path analysis used to Adult primary care Significant paths were  Identifying
between SDoH conceptual determine if SDoH clinic, USA associated with SDoH  Participants
and processes and framework that factors independently (N=0615) and glycaemic control ~ completed validated
outcomes in clarifies the predict glycaemic through direct questionnaires
adults with pathways linking control or show an association and Addressing
T2DM,; validation SDoH to health association with mediators/moderators of Recommendation to
of a conceptual outcomes of people mediators/moderators of diabetes care include SDoH in
framework with T2DM T2DM care components components future research and
T2DM intervention
Walker, Quantifying direct To investigate if Cross-sectional  Structured equation Adult primary care  An association between Identifying
Gebregziabher, effects of SDoH  self-care is the modelling investigated  clinic, USA self-care and SDoH is  Participants
Mulugeta, on glycemic pathway through the relationship between (N =615) suggested but is not completed validated
Martin-Harris  control in adults ~ which SDoH SDoH, self-care and mediated by self-care; a questionnaires
& Egede, with T2DM impact T2DM glycaemic control direct relationship Addressing
2015a outcomes identified between Interventions should
psycho-social take psychosocial
determinants of health ~ factors into account
and glycaemic control  as independent
influences on T2DM
outcomes rather
than influences on
self-care
Walker, Understanding the To develop and test Cross-sectional ~ Confirmatory factor Adult primary care Psychosocial factors can Identifying
Gebregziabher, influence of latent variables of analysis identified the clinic, USA be separated into three  Participants
Mulugeta, psychological and SDoH that latent factors underlying (N = 615); latent constructs: completed validated
Martin-Harris, socioeconomic influence diabetes socioeconomic self-efficacy, psychological distress, questionnaires
& Egede, factors on DM self-care. determinants, psychosocial social support and self- Addressing
2015b self-care using psychosocial distress and social  efficacy; better self-care Consider
structured determinants and support also had an is associated with lower psychosocial, self-

self-care; structured

psychological distress,

efficacy, social
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Citation Title Study goal Study design Study methodology Setting and Study findings Methods and
abbreviation sample strategies used to
identify & address
SDoH issues
equation equation modelling was influence over higher social support support and
modelling used to investigate the ~ behaviour and higher self-efficacy psychological
relationships between distress separately
the above determinants rather than
and self-care collectively;
incorporate
behavioural and
psychological
strategies in future
T2DM interventions
Walker, Smalls SDoH in adults To increase Cross-sectional  Statistical analysis using Adult primary care Significant associations Identifying
& Egede, 2015 with T2DM; understanding of a hierarchical model clinic, USA with HbAlc included Participants
contribution of the role of multiple with HbAlc as a (N=0615) self-efficacy, social completed validated
mutable and SDoH factors on dependent variable with support, comorbidity, questionnaires
immutable factors glycaemic control block independent insulin use, medication Addressing
of individuals with variables (i.e., adherence and smoking Recommendations
T2DM. demographics, behaviour; SDoH for greater
To identify which socioeconomic, factors that drive acknowledgement
SDoH factors are psychosocial, built glycaemic control are ~ of SDoH required to
mutable and environment, clinical, modifiable and, reduce the
immutable and therefore, worthy of commodities

Loh, Jaye,
Dovey, Lloyd,
& Rowe, 2015

Dunedin’s free
clinic: an
exploration of its
model of care
using case study
methodology

To determine if the
services provided
met the social
vulnerability needs
of clients.

Mixed methods;
descriptive
(nested case
study)

knowledge/self-care)

Created a profile of
patient needs using

various measures; then

applied an analytic
matching technique to
assess the degree of

Community-based
free health clinic,
NZ (N = 406);
nested case study
(n=21); medical
certificates

inclusion in health
interventions

Patient needs
complicated by
coexisting social

vulnerability; suggested
a degree of fit between

the services provided

associated with
glycaemic control;
recommendations
for DM education
and skills training to
include SDoH
factors
Identifying
Collected patient
needs through
journal entries,
patient encounters,
self-administered
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Citation Title Study goal Study design Study methodology Setting and Study findings Methods and
abbreviation sample strategies used to
identify & address
SDoH issues
alignment between (n=278); justice and the needs of the surveys, medical
services provided and use (n = 80); patients; highlighted certificates issued,
patient needs surveys completed importance of a model  hospital admissions,
(n=27) of care that caters for justice system use
patients with complex  and computer
social needs database records
Addressing
Not included
Rose, 2005 Socioeconomic ~ To describe the Cross-sectional;  Theoretical constructs ~ Diabetes register SES barriers identified  Identifying
barriers to DM development ofa  partofa followed by telephone  from Fairfield through the factor Phone survey
self-care: measurement tool  mixed-methods  surveys to develop SES division of general analysis consist of developed using
development of a  for assessing SES  study assessment measures; practitioners, ‘place barriers’ and theoretical
factor analytic barriers to T2DM  investigating Factor analysis on Australia (N =105) ‘information barriers’;  constructs
scale self-care. socio-cognitive ~ SES-related diabetes SES cost-related Addressing
factors/barriers  self-care barriers barriers failed to form  Not included
accompanying one factor in the
DM self-care analysis; further
(quantitative development required
component)
Rosland et al.,  Social support To examine the Cross-sectional  Self-management and Integrated, Clearer association with Identifying
2014 and lifestyle v. relationship social support, including managed care high levels of self- DISTANCE survey
medical DM between social SDoH factors, assessed  consortium, support and positive specifically
self-management support and T2DM using the DISTANCE  California, USA, self-management/ designed to assess
in DISTANCE self-management/ questionnaire and (N=13,366) lifestyle behaviours self-management

lifestyle behaviours
and
self-management/
medical behaviours

administrative data;
Poisson regression
models to estimate of
self-management
behaviours at high and
low levels of social
support

compared to medical
behaviours

behaviours of
T2DM patients;
Includes social
support and SDoH
factors
Addressing

Not included

Note. SDoH = social determinants of health; CHW = community health worker; T2DM = type 2 diabetes mellitus; USA = United States of America; DM = diabetes mellitus;
QoL = quality of life; SES = socioeconomic status; DISTANCE = diabetes study of Northern California.
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3.2.7.2 Identification of SDoH-related issues

3.2.7.2.1 What was included?

Although identifying SDoH issues was not the primary focus for most of the reviewed studies,
all embedded SDoH screening into their study protocol. Identification of social need was
conducted as part of the study design or within participant descriptions, or both. Overall, SDoH
factors included; income, employment, access to medical/health care, education, health
literacy, social support, social exclusion, subjective social status (social gradient), serious
psychological distress (stress), financial constraints, transport, food security, housing and early
life. Table 3.3 displays the identified SDoH factors and the number of studies that included

them in their screening process.

3.2.7.2.2 When and how was it done?

All studies completed the SDoH assessment prior to commencing the research protocol.
Various approaches were used to gather the desired information. These were: written surveys
(self-administered and assisted), phone surveys, health clinic databases and records, and
medical chart entries. Table 3.4 provides a summary of the strategies and methods used to

assess the SDoH-related issues of individuals.

3.2.7.2.3 Addressing SDoH-related issues

Only one of the nine studies included specific strategies to address the identified SDoH-related
needs of people with T2DM (Gimpel et al., 2010). The provided support was guided by the
participant’s identified social need obtained in the initial SDoH assessment. Community health
workers undertook a care coordination/case management role which involved assisting study
participants to navigate the healthcare system independently. Examples of CHW assistance
included arranging translation services, home visits, appointment reminders, supporting health

education strategies, and teaching participants how to use public transport. Enrolment in the
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program also involved cost reduction of consultations and medications for participants. This
strategy addressed financial constraints and issues associated with low income (Gimpel et al.,

2010).

Walker et al.’s five studies (2014a, 2014b, 2015a, 2015b, 2015) demonstrated multiple
interactions and relationships between T2DM and SDoH. Consequently, they recommended
SDoH be incorporated into T2DM management and interventions. Their recommendation did
not provide any insight into how to address SDoH issues. However, the authors did recommend
further research be conducted to inform and improve self-care and outcomes for people with
T2DM by incorporating SDoH-based strategies (Walker et al., 2014a). Use of the same dataset

for these five studies is acknowledged and discussed in the limitation section of this review.

The remaining three studies acknowledged the relationship between SDoH and T2DM;
however, none of the studies provided any specific recommendations or strategies about how

to incorporate SDoH into T2DM care (Loh et al., 2015; Rose, 2005; Rosland et al., 2014).

3.2.8 Discussion

The aim of this literature review was to explore the methods and strategies used in clinical
settings to identify and address the SDoH of individuals with T2DM. Review of the approaches
used to identify SDoH-related issues revealed informative factors that could inform routine

SDoH assessments in the clinical setting (

4). Although practical strategies to address the identified SDoH-related barriers to T2DM self-
management were limited, the associated recommendations provided valuable insight to

inform future intervention and research.
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3.2.8.1 Identifying social need

Social determinants of health mean that the social factors in a person’s life determine their
health status and outcomes (Marmot & Wilkinson, 2006). The interdependent relationship
between SDoH, T2DM and health outcomes was clear in Walker et al.’s five articles (2014a,
2014b, 2015a, 2015b, 2015). The SDoH factors they included were: income, education,
subjective social status, serious psychological distress, access to health care and social support.
These closely align with the key SDoH factors described by leading health organisations

(AIHW, 2016; CDC, 2013; WHO, 2011).

Although Walker et al. (2014a, 2014b, 2015a, 2015b, 2015) demonstrated an unequivocal
interdependence between T2DM and SDoH, they did not indicate whether the participants
regarded the SDoH-related issues as barriers to effective T2DM self-management. In contrast,
Gimpel et al. (2010) used focus groups to evaluate the effectiveness of CHWs employed to
screen and address the social and economic concerns of individuals with or at risk of T2DM
and depression. Their SDoH screen was completed using a modified health risk assessment

survey (

). The findings indicated the primary concerns of participants were condition-specific and self-
management education, financial constraints, effective communication, respect, access to
medication and transport. The qualitative nature of data collection enabled participants to share
their personal experiences about how poor SDoH and social vulnerability affected their self-

management of T2DM.

Social vulnerability information was collected retrospectively by Loh et al. (2015) (Table 3.4).
Identifying SDoH-related issues in a retrospective manner, such as reviewing medical records
and patient encounter data, as done by Loh et al., possibly negates articulation of current

barriers to T2DM self-management, and may reflect the researchers’ interpretation of SDoH-
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related barriers rather than the actual barriers encountered by the person with T2DM. Focusing
on perceived barriers to T2DM self-management would enable personal insights based on lived

experience and current circumstances to be explored and documented (Liamputtong, 2013).

Rosland et al. (2014) asked about current situations and perceived barriers to self-management
using a self-administered survey. This survey specifically assessed the perspectives of people
with diabetes (Kaiser Permanente, 2005), and is part of a longitudinal study in Northern
California (Kaiser Permanente, 2017; Moffet et al., 2009). The long but comprehensive survey
(185 questions) incorporated; income, employment, education level, health literacy, transport,
healthcare access, social gradient, social support, social exclusion, emotional distress, early
life, housing and food security. Using personal perspectives on well-known SDoH could bring
greater meaning and relevance to identifying SDoH-related barriers to the self-management of

T2DM.

Rose (2005) also assessed patient views about barriers to T2DM self-management. The study
was undertaken to inform the development of a tool to measure the socioeconomic barriers for
people with diabetes. Participants in the study completed a phone survey, which used a
five-point Likert scale to assess socioeconomic barriers to diabetes self-management. The
findings were inconclusive, with sample size inaccuracy identified as a possible cause.
Nonetheless, the author stressed the need to investigate the socioeconomic impact on diabetes
outcomes and discussed the importance of continued progression on a reliable and valid

measure of socioeconomic barriers to diabetes self-care (Rose, 2005).

Employment and income were two of the most frequently assessed SDoH (7/9 and 9/9,
respectively). These SDoH constituents are interrelated because employment status can affect
level of income, and insufficient income can increase financial constraints. The three studies

that included financial constraints (Gimpel et al., 2010; Rose, 2005; Rosland et al., 2014)
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incorporated the consequences of personal income status, which provided some insights into

how this SDoH factor can be a barrier to T2DM self-management.

Lack of income and financial constraints also limit healthcare access when people cannot afford
adequate health care (Keleher & MacDougall, 2016; WHO, 2003). Limited access to healthcare
is a known barrier to achieving good health (WHO, 2011). All of the reviewed studies included
access to medical/health care, which highlights the importance of asking people about their

healthcare access and prioritising it in an SDoH assessment.

Ability to access health services is also limited by a lack of transport (Keleher & MacDougall,
2016; New South Wales Council of Social Service[ NCOSS], 2012). This association is widely
acknowledged throughout the literature (AIHW, 2016; WHO, 2011, 2003). Rosland et al.
(2014) qualified this by including questions on how transport deficits contribute to reduced
healthcare access. Despite the well-defined relationship between transport and healthcare

access, only three studies included transport in their SDoH screening (Table 3.3).

Insufficient transport, employment and income can also exacerbate social exclusion as a lack
of these can inhibit people’s ability to access social networks (Keleher & MacDougall, 2016).
Seven of the nine reviewed studies incorporated social support, and Rosland et al. (2014) also
included social exclusion. The interaction between social support, social exclusion and T2DM
management was evidenced in Strom and Egede’s (2012) systematic literature review. They
concluded that higher levels of social support contributed to positive T2DM outcomes and the

associated lifestyle behaviours.

Healthy lifestyle behaviours are integral to optimal T2DM self-management (Egger, Binns, &
Rossner, 2011; RACGP, 2016). In addition, effective diabetes self-management depends on

adequate health literacy, which is augmented by quality education (Kim, 2016; Kim & Lee,
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2016). Education is a widely recognised SDoH factor (AIHW, 2016; CDC, 2013; WHO, 2011);
accordingly, seven of the nine reviewed studies included education when assessing an

individual’s SDoH.

Rosland et al. (2014) and Rose (2005) combined education and health literacy with individual
perspectives by considering the reading ability and comprehension of their study participants.
This suggests that screening for health literacy in place of educational attainment may be a
more informative inclusion in an SDoH assessment. Wallace, Carlson, Malone, Joyner, and
Dewalt (2010) and Welch, Van Geest, and Caskey (2011) advocated for health literacy rather
than education level, to be incorporated into patient screening. Their use of health literacy
assessment tools negated interpretation of education quality and level and allowed for a more
current and relevant assessment to be completed. Of note, the authors did acknowledge the

limitations of health literacy screening tools (Wallace et al., 2010; Welch et al., 2011).

Interestingly, despite the importance of considering health literacy, the reviewed studies
appeared to provide minimal assistance to help participants complete SDoH screens. Rose
(2005) conducted phone interviews, which would have enabled provision of verbal
explanations when needed. The remaining studies relied on written responses, which could
increase the likelithood of systematic measurement error (Biiettner & Muller, 2011) and

contribute to inaccurate responses.

Social positioning is a well-established SDoH (AIHW, 2016; CDC, 2013; WHO, 2011).
Walker et al. (2014a, 2014b, 2015a, 2015b, 2015) and Rosland et al. (2014) used an assessment
tool to measure social positioning. This SDoH assessment item was subjective and asked
individuals to indicate their perceived position within society. It was not specified how this

perception extended to T2DM self-management; however, social positioning has a well-known
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relationship with health status (Marmot, 2003; WHO, 2003) and renders it deserving of more

in-depth investigation into the value of including it in an SDoH assessment.

Food security, housing, addiction and early life are also well-recognised SDoH (AIHW, 2016;
CDC, 2013; Marmot, 2003; WHO, 2011, 2003), as is their relationship with the self-
management of T2DM (WHO, 2003; Yu & Raphael, 2004). Rosland et al. (2014) were the
only authors to consider these SDoH factors. However, because of their well-known

association to health, their inclusion in an SDoH assessment also requires further exploration.

Stress is arguably one of the most critical aspects to consider when identifying an individual’s
SDoH (Marmot & Wilkinson, 2006; WHO, 2003)-related barriers to T2DM self-management.
It can occur as a ‘result of social and psychological circumstances’ (WHO, 2003). The studies
by Walker et al. (2014a, 2014b, 2015a, 2015b, 2015) and Rosland et al. (2014) incorporated
stress in their SDoH assessment. They measured it in individually relevant terms; however, the

perceived impact of stress on T2DM self-management could not be interpreted.

Stress is increased with the coexistence of insufficient income, unemployment, social
exclusion, inadequate transport, poor housing and food insecurity. This harmful accumulation
of SDoH factors leads to people feeling they lack control over their lives (Keleher &
MacDougall, 2016; WHO, 2003); in turn, this affects T2DM self-management (Brown et al.,

2004; WHO, 2003; Yu & Raphael, 2004).

The evident multi-factorial and interconnected nature of SDoH confirms that no single SDoH
constituent works in isolation (Brown et al., 2004). Consequently, the convoluted and
expansive impact of the SDoH combined with their apparent effect on T2DM self-management
should be considered collectively when identifying SDoH-related barriers in the context of

diabetes self-care.
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3.2.8.2 Addressing the identified social need

Very few tangible strategies for addressing the identified SDoH- related issues were identified.
Individual SDoH circumstances and whether they were perceived as barriers to T2DM
self-management appear to be central to how and what should be addressed. In addition,
targeted and formalised integration of SDoH into clinical care through collaboration and
partnerships between health services, community supports and social services is required
(Baum et al., 2013; Freeman, Javanparast, Baum, Ziersch, & Mackean, 2018; Newman et al.,
2015). Though this provides an informative starting point, further work in the area is needed,

including the development of guidelines and policies (Baum et al., 2013).

Community health workers in Gimpel et al.'s study (2010) provided support based on the
patient's perception of the identified SDoH issues as barriers to T2DM self-management. In
addition to providing condition-specific education, the CHWs developed individualised patient
care plans and provided support such as referrals to social and healthcare services, assistance
with medication and screening, transport assistance, translation services, health education,
home visits, appointment reminders and supported links to other community services. Gimple
et al. (2010) also suggested group-based interventions could be helpful and have a role in
empowering participants by improving T2DM knowledge, self-management capacity and

providing condition-specific social support.

Social support was identified by Rosland et al. (2014) as being linked with lifestyle-related
self-management behaviours. The authors acknowledge the worthiness of future investigation
into the provision of social support to improve diabetes self-management. Appointing CHWs
to focus on enhancing social support could help address SDoH-related barriers to T2DM
self-management. This notion is supported by J. Freeman (2016) and McCalmont et al. (2016)

who advocate for CHWs to work as part of the clinical team to address SDoH-related issues.
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It is also noteworthy that participation in the program discussed by Gimpel et al. (2010)
included a cost reduction of medications and treatment services. This is an important inclusion
as it addresses barriers associated with limited income and financial constraints. This strategy

was depicted as an enabler to T2DM self-management by study participants.

Though not specific to T2DM, momentum towards addressing SDoH in clinical settings has
commenced in Canada and the USA (Andermann, 2013, 2016, 2018; Page-Reeves et al., 2016).
In particular, the ‘Community Links Evidence to Action Research’ (CLEAR) Collaboration
incorporates SDoH factors in the toolkit they have developed. The CLEAR Collaboration
toolkit provides general direction on SDoH screening domains in clinical settings. It also
outlines a ‘patient level, practice level and community level” approach to addressing identified
social issues (Andermann, 2013). Health professionals who have used the toolkit indicate that
it provides contextualised guidance about how to screen for and address the SDoH-related
issues of vulnerable patients in clinical settings (Naz, Rosenberg, Andersson, Labonté, &
Andermann, 2016). The toolkit was not specifically developed for T2DM; therefore,
determining its applicability and clinical relevance is required before extrapolating it into

diabetes care.

Combining the CLEAR toolkit approach with including CHWs as part of the clinical team to
specifically address SDoH issues may enhance the recommendations provided by the CLEAR
Collaboration (Andermann, 2013). Benefits similar to this were identified by Hunt, Grant, and
Appel (2011). Their review of 16 articles found obvious benefits of incorporating CHWs into
T2DM management because of their capacity to work at patient, health professional, health
clinic and community levels. A broad interpretation of CHW was applied in the Hunt et al.
(2011) article by using the term ‘community health advisor’ (CHA). Their definition of a CHA

included CHWs, peer and various health and diabetes support workers. The CHAs provided
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transport, support for appointments and emotional issues, various social support activities and
assistance with literacy and comprehension (Hunt et al., 2011). The authors concluded that
CHA'’s services are highly effective and valued by both participants and healthcare providers.
Similar assistance was described in the reviewed study by Gimpel et al. (2010). The value of
including CHW/CHA input to address SDoH-related issues for individuals with T2DM and in
clinical settings appears persuasive and is well supported (Andermann, 2016; Gimpel et al.,

2010; Hunt et al., 2011; Naz et al., 2016).

Supporting client literacy and comprehension is an integral role of a CHW/CHA (Gimpel et
al., 2010; Hunt et al., 2011). People with lower levels of education are accurately presumed to
have worse health literacy (Keleher & MacDougall, 2016; Kim, 2016; Wallace et al., 2010).
The ‘inability for individuals to access, understand, appraise and communicate health
information within the healthcare system and the wider community’ (Keleher & MacDougall,
2016) contributes to reduced healthcare access, suboptimal self-management (Welch et al.,
2011) and contributes to a cascade of poor health outcomes resulting from poor SDoH. Poor
health literacy leads to an inability to optimise diabetes education and support services and,
therefore, can lead to a deficit in diabetes knowledge and understanding. In turn, this can affect
an individual’s ability to achieve optimal T2DM self-management (Bains & Egede, 2011;
Schillinger, Barton, Karter, Wang, & Adler, 2006). The quality of diabetes care is, therefore,
dependent on a health professional’s ability to accommodate for client health literacy levels

(Wallace et al., 2010).

The benefit of including diabetes education that is sensitive to health literacy is supported by
Kim and Lee (2016). Their systematic review and meta-analysis of 13 relevant articles focused
on strategies to accommodate for patients with low health literacy. They found an overall

improvement in glycaemic management when health literacy was addressed. This provides
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convincing support for the integration of health literacy into diabetes self-management

interventions (Kim & Lee, 2016; Wallace et al., 2010).

3.2.9 Limitations

The term ‘social determinants of health’ was only defined in the MEDLINE electronic database
at the beginning of 2014, although it entered mainstream literature in approximately 2003. Prior
to 2014 the phrases ‘socio-economic status’ , ‘socioeconomic factors’ and ‘social conditions’
were used. To overcome this, a variety of synonyms were used in the search strategy; however

it is possible some relevant literature may have been missed.

Including the terms ‘identifying’ and ‘addressing’ (and their synonyms) in the electronic
database search inaccurately narrowed the search results to zero, and subsequently, they were
not used. Similarly, an unmanageable amount of literature was produced when the synonyms
of ‘health equity’, ‘equality’, ‘inequity’ and ‘inequality’ were included. Consequently, manual
screening of titles and abstracts was necessary prior to applying the inclusion and exclusion

criteria. This may have limited the search and is, therefore, worthy of acknowledgement.

Use of the same dataset in the five articles by Walker et al. (2014a, 2014b, 2015a, 2015b, 2015)
limited the breadth of the current literature review by reducing the total number of approaches
used to identify the SDoH of individuals with T2DM in clinical settings. Although SDoH were
only identified once, each study used different statistical analyses to describe separate

interactions between SDoH and T2DM, and thus, all were included in the review.

Expanding the search to include other chronic diseases such as heart disease and stroke may
have yielded more results as the influence of SDoH on these conditions is also acknowledged

(WHO, 2003), however, this would have detracted from the specific focus on T2DM.
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Furthermore, this limitation also sheds light on the paucity of research currently done on SDoH

in clinical settings, where T2DM is usually managed.

3.2.10 Conclusion

Social determinants of health and T2DM are interdependent, and inadequate self-management
of T2DM is more common in those with poor SDoH (AIHW, 2014, 2016). Consequently, the
benefit of considering SDoH in conjunction with T2DM self-management was evident in the
literature. The aim of the literature review was to explore methods and strategies used in clinical
settings to identify and address the SDoH of individuals with T2DM. The literature did not
reveal any specific guidelines; however, synthesis’ of the reviewed studies and associated

literature revealed informative direction for future research.

Identifying social need in a clinical setting requires an individualised approach. Considering
the individual’s personal circumstances and whether they perceive the SDoH-related issue as a
barrier to T2DM self-management brings relevance to well-recognised SDoH. Thereby,
incorporating an individualised approach to assess SDoH-related barriers to T2DM
self-management into clinical settings could enable a more targeted approach to usual clinical

carc.

Considering health literacy rather than education level may enhance the usability and
application of SDoH assessments by allowing for improved comprehension of the terminology
frequently used in T2DM care. Furthermore, accommodating for health literacy is crucial when
identifying SDoH-related barriers and when addressing SDoH-related issues. This, combined
with the expertise and skills of CHWs, may be advantageous when devising strategies to

incorporate SDoH into the clinical management of T2DM.
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The impetus towards including SDoH in clinical settings has begun in Canada and the USA
(Andermann, 2013, 2016; Page-Reeves et al., 2016), and the strategies outlined in the CLEAR
toolkit (Andermann, 2013) could be contextualised and then incorporated into the clinical

management of T2DM.

Current efforts to advance T2DM management could be enhanced by incorporating innovative
approaches that include the SDoH as part of standard clinical practice. Contextualising and
progressing current approaches used in clinical settings to identify and address SDoH-related
barriers to T2DM self-management could enable this approach. Furthermore, it is an
opportunity to expand strategies that address SDoH and contribute to improved health equity

in general.
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3.4 Literature update

The initial search was conducted for literature published between 2002 and 2017." A repeated
search was conducted on 30 December 2021 for literature published between 2017 and
December 2021 to ensure all current literature was included in this thesis. The systematic
process reported in the initial literature review was replicated (see Section 3.2.6). The exact
keywords, synonyms and truncations were used for searching the electronic databases. The
inclusion and exclusion criteria, critical review of the articles, data extraction and analysis

utilised in the initial literature review were applied again in the literature update.

3.4.1 Search results

A total of 294 articles were screened by title and abstract against the inclusion and exclusion
criteria. Of those, six were retained for full text screening against the inclusion and exclusion
criteria; two were included in the literature update.>® The search identified the initial literature

review reported in Chapter 3,' which was also excluded from the literature update.

3.4.2 Summary of findings

As with the initial literature review, both studies included in the literature update did not
identify an individual’s SDoH for the purpose of incorporating them into individual clinical
care for people with T2DM. Instead, they collected SDoH information for the purpose of their
individual study aims. Accordingly, interpretive analysis was again necessary to determine how
an individual’s SDoH was assessed, when it was assessed and what particular SDoH were

included.

Campbell et al.? used participant data from their previous studies (N = 615). Interestingly, these
studies were included in the initial literature review.'*® On recruitment, study participants

completed a series of SDoH-related assessments. A summary is provided in Table 3.5 (Walker
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et al. studies). The study included in the literature update aimed to examine whether the social
adaptability index (SAI)’ provided superior explanatory models for self-care and diabetes
outcomes. They utilised the previously collected data on household income, years of education
and employment status, which were scored according to the SAIL. A series of multilinear
regression models measured the association between the SAI and self-care behaviours. Their
statistical analysis found no significant relationship between the SAI and self-care behaviours.
This is a noteworthy finding; however, it is beyond the scope of this literature update to
interpret further. The purpose of the literature update was to identify new (post-initial search)
methods and strategies used to assess and respond to the SDoH of individuals with T2DM in
clinical settings. While income, education level and employment status are well-known
SDoH!? and, therefore, a necessary inclusion when assessing an individual’s SDoH, the use of
‘non-current’ data and quantitative methodology in Campbell et al.? study meant the findings

did not add to the aim of the initial literature review reported in this thesis.!

The study by Santana Amaral et al.® aimed to identify the factors associated with level of T2DM
knowledge using a quantitative methodology. SDoH-related information was collected before
study commencement, in participants’ home environments, via interviews using socio-
demographic and clinical questionnaires. Relevant to SDoH were education level, occupation,
family income and housing (i.e., number of residents in a house). The statistical analysis
demonstrated that higher socioeconomic and educational characteristics were two factors that
increased the odds of improved diabetes knowledge. This finding is not surprising because the
link between education level, SES and T2DM understanding is well established.!!"!* The
quantitative nature of the study provided little contribution to the aim of the initial literature
review. However, data collection conducted in a person’s residence may create a more
comfortable environment, as was attested by Santana Amaral et al.> However, practically, it

may raise privacy concerns for the person with T2DM and safety issues for those collecting
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the data. Further, this approach may not be sustainable or practical for T2DM services and
would depend on available resources. These elements would need to be considered if entry into
private residences were conducted. Finally, neither study in the literature update considered
responding to the identified SDoH issues. Table 3.6 summarises the articles included in the

literature update.

3.4.3 Conclusion

The studies in the literature update have added no further insights about utilising clinical
settings to identify and respond to the SDoH of individuals with T2DM. Importantly though,
the lack of progression specific to T2DM supports the necessity of conducting further research
on this topic. However, it should be noted that since 2017, numerous studies and reviews have
investigated and discussed assessing the SDoH at the individual level in clinical settings.!*!®

This literature is not specific to T2DM but has added substance to the content of this thesis and

has been cited accordingly throughout.
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Table 3.6. Summary of articles reviewed in literature update

Citation  Title Aim Design Methodology Setting and Findings Methods and strategies to
abbreviation sample identify and address SDoH
issues
Campbell Use of SAI to To examine whether ~ Cross-sectional ~ Multilinear Two primary  In populations with  Identifying
et al. explain self-care the SAI alone or its regression healthcare T2DM, the SAl was Validated questionnaires
(2017)? and diabetes components provide a settings, South  not significantly including SDoH factors and a
outcomes better explanatory Carolina, associated with any  SAI score; SDoH factors
model for self-care USA self-care behaviours included education level,
and diabetes (N=615) employment status and income
outcomes Addressing
Not included
Santana  Factors associated To identify factors Cross-sectional ~ Quantitative Primary Socioeconomic and  Identifying
Amaral with knowledge associated with the analysis of data, healthcare educational Interviews with a
et al. of the disease in knowledge level descriptive network, characteristics are socio-demographic
(2021)? people with of the disease in analysis, Northeast factors contributing  questionnaire; SDoH factors
T2DM people with T2DM Shapiro—Wilk test, Brazil to T2DM included education level,
Pearson’s chi- (N =412) knowledge occupation, family income,

squared test, logic
regression model

housing (number of residents
in-house)

Addressing
Recommendations made to
improve T2DM education
quality

Note. SAI = social adaptability index; T2DM = type 2 diabetes mellitus; SDoH = social determinants of health; USA = United States of America.
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3.5 Implications for practice

The undeniable connection between T2DM and SDoH highlights an important research area.
While current literature calls for SDoH to be incorporated into the clinical care of individuals
with T2DM, there is little understanding about how this might be done. Consequently, the
opportunity arises to investigate this topic. Once understood and integrated into practice,
improved outcomes for people with T2DM may be more achievable due to the potential

mitigation of SDoH-related self-management barriers.

3.6 Chapter summary

Chapter 3 has reviewed the literature on incorporating SDoH into the clinical management of
T2DM. This highlighted a need for research specific to T2DM when incorporating SDoH into
individual and clinical care. Chapter 3 also provided an update on the current literature relating

to this topic.

Chapter 4 will detail the research conducted concerning Indigenous Australians and T2DM.
This includes the perspectives of Indigenous people with diabetes (IPWD) and Indigenous

health workers (IHWs).
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Chapter 4: Indigenous Australians

4.1 Chapter outline

Chapter 4 contains the first of the three perspectives on incorporating SDoH into the individual
clinical management of T2DM—that is, the perspective of Indigenous Australians. The chapter
begins with Publication 3: ‘Poverty and inequality in Australia’, which considers SDoH in
individual clinical care, particularly regarding Aboriginal and Torres Strait Islander people.
Following that is a visual representation of the study conducted with Indigenous Australians.
Publication 4 is then included: ‘Indigenous Australian perspectives on incorporating the social
determinants of health into the clinical management of type 2 diabetes’. The implications for
practice of the research findings are then presented. Chapter 4 closes with a summary and a

brief introduction to Chapter 5.
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4.2 Publication 3: Poverty and inequality in Australia.

Overview of Publication 3!

This short discussion piece was written to create awareness of the poverty and inequality
that currently exists in Australia, particularly among Aboriginal and Torres Strait Islander
people. It was published under the ‘Practical Practice Pointers’ category of The Australian
Journal of Rural Health. A comparison is made to extreme poverty in Africa, and attention
is drawn to the relative poverty inflicted on some of the Australian population. It finishes
with ‘Practical Practice Pointers' for people who work with Aboriginal and Torres Strait
Islander people who have chronic diseases, such as T2DM. These pointers are intended to

help incorporate SDoH into usual clinical care.

Publication details
Status: PUBLISHED. This article has been published in the Australian Journal of Rural
Health (see Appendix D).

Citation: Frier A, Devine S. Poverty and inequality in Australia. Australian Journal of Rural

Health. 2020;28(1):94-5. Available from: https://doi.org/10.1111/ajr.12571

Contribution of authors: A Frier (conceptualisation, writing of original draft), S Devine

(reviewing and editing, supervision).

Note. The referencing and formatting in this publication is consistent with the journal requirements and,
therefore, may be inconsistent with the thesis referencing and formatting.
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4.2.1 Introduction

Bono conducted a talk for the TED community in 2013 about extreme poverty, health and
inequality in Africa.! The level of poverty amongst Australia’s poor and socially disadvantaged
pales in comparison. What is most concerning however, is that poverty at all in Australia seems
inconceivable because it is a developed nation with one of the world’s richest economies.?
Nonetheless, when applying the Australian measures of poverty, health and social
disadvantage, it becomes clear that poverty is very real in some Australian populations,
particularly among Aboriginal and Torres Strait Islander people. In parts of remote Australia,

poverty rates reach almost 54%.

Australian measures of poverty relate to standard of living, with income being the central
indicator. In actuality, poverty is much more multidimensional than this.** Alarmingly, a more
holistic approach to understanding poverty in Australia may well indicate that poverty levels
are even higher than currently described.* The occurrence of poverty in a developed nation
accentuates its complexity and highlights the multi-factorial components that contribute to poor

health, even in developed countries such as Australia.

Many have written about the relationship between poverty and poor health, with poverty
resulting from a culmination of inadequate “social determinants of health” such as income,

employment, housing, education, transport, social support and access to health care.’

Social determinants of health for Aboriginal and Torres Strait Islander people also encompass
culture, spirituality, family and connection to traditional land.> When considering the social
determinants of Aboriginal and Torres Strait Islander people’s health, this extended view
should be considered. This shift from a biomedical model requires a two-way dialogue between
Aboriginal and Torres Strait Islander people and health professionals to incorporate traditional

knowledge systems.
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The health disparities between Aboriginal and Torres Strait Islander people and non-Aboriginal
and Torres Strait Islander Australians are widely documented.’ Research in Australia is also
clear about the relationship between social determinants of health and chronic diseases such
as type 2 diabetes (T2DM).> Aboriginal and Torres Strait Islander people have diabetes rates
3-6 times higher than that of the non-Aboriginal and Torres Strait Islander population and are
amongst the most socially disadvantaged in the country.’ Health professionals working with
Aboriginal and Torres Strait Islander people affected by poverty and inequality should apply
an approach to client care that accommodates for the influence of the social determinants of
health. An approach considerate to the social determinants of health could help to identify the
multiple areas impacting on health and therefore provide a platform for more effective client
care. Understanding inequalities related to the social determinants of health is essential for
effective health management and care. This is particularly relevant for chronic conditions

such as T2DM because of their strong relationship with lifestyle and living conditions.’

Australia may not have Bono to create awareness and advocate for continued action on poverty
and social disadvantage among Aboriginal and Torres Strait Islander people. However, because
it is a developed nation, continued advocacy and action on poverty and the related disparities
between Aboriginal and Torres Strait Islander people and non-Aboriginal and Torres Strait
Islander Australians could contribute to positive change, and help to eliminate the unnecessary
and avoidable poverty and inequality in Australia. Poverty and inequality in a developed nation

such as Australia are arguably as disgraceful as they are in Africa.’
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4.2.2 What can ‘on the ground’ health professionals do?

1. Always consider social determinants of health when developing care plans.
2. Ask Yourself:

= [s this person able to do what I suggest?

= Have I explained this in a way they understand?

= Can they afford it?

» Do they have transport?

* What other social and economic factors might hinder them?

* Are there family, cultural or spiritual aspects that I should consider?

=  How can I help this person to deal with these issues?

3. Train and involve Aboriginal and Torres Strait Islander health practitioners.

4. Work with local people towards solutions to local social determinants of health
problems.

5. Create awareness and advocate for action on poverty and inequality in your local
community.

6. Participate in council and community meetings and keep action on poverty and

inequality on local and national agendas.

4.2.3 Conflict of interest
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4.4 Publication 4: Indigenous Australian perspectives on incorporating

social determinants of health into the clinical management of type 2 diabetes.

Overview of Publication 4 >
The first viewpoint reported in this thesis is how SDoH could be incorporated into the
clinical management of T2DM from an Indigenous Australian perspective. Publication 4
details the aims, methods and results of the study and discusses the identified themes. The
study’s limitations are also reported. Indigenous Australian perspectives are captured
through the lenses of IHWs and IPWDs. Five themes revolving around a central theme of
providing a culturally responsive service were identified (six in total). Cultural
responsiveness, flexibility when providing support to IPWDs, appropriate education for
IPWDs and HPs, support mechanisms for [IPWDs, suitable transport and the availability of
support services in the community are all essential components of incorporating SDoH into
the clinical management of T2DM for Indigenous Australians. Furthermore, it was identified
that the holistic view of health held by Indigenous people innately includes the SDoH. The
publication concludes by suggesting that incorporating SDoH into clinical care for [IPWD
may contribute to narrowing the unacceptably large health gap between Indigenous and non-

Indigenous Australians. Infographic 4.1 provides a visual representation of the study.
Publication details
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therefore, may be inconsistent with the thesis referencing and formatting.

Amanda Louise Frier 101



Infographic 4.1. Indigenous Australian perspectives on incorporating social determinants of

health into the clinical management of type 2 diabetes

INDIGENOUS AUSTRALIAN PERSPECTIVES ON INCORPORATING THE

SOCIAL DETERMINANTS OF HEALTH INTO THE CLINICAL
MANAGEMENT OF TYPE 2 DIABETES.

Background

Type 2 diabetes and social

disadvantage are directly related -

Social disadvantage is an accumulation of
undesirable social determinants of health

In Australia, social disadvantage and
type 2 diabetes are highest amongst |

the Indigenous population 2).

Health for Indigenous Australians encompasses
social and cultural determinants of health

Indigenous Australians have diabetes rates 3 -6
times higher than the non-Indigenous, and are
among the most socially disadvantaged in the
country, with the worst social determinants of

healthg2).

Aime
M|

This study aimed to
draw on the combined
perspectives of
Indigenous people
with diabetes and
Indigenous health

workers to;

Explore social
determinants of health
related self- management
barriers and facilitators to
managing type 2 diabetes
from an Indigenous

Australian perspective.

Social determinants of
health are usually
considered at a population
level -

not at an individual or clinical
level (5).

Explore strategies to

; incorporate the sodial
determinants of health
into usual clinical care for
Indigenous Australian
people who have type 2
diabetes.

Qualitative study using an exploratory, descriptive approach.
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Infographic 4.1. Continued

Methods

Cultural advisors : 7 Indigenous health
and cultural mentors 'mer‘{l'ews and workers and 7
guided all stages of e ylamlng Indigenous people

the research. e with diabetes.

Deductive and
inductive thematic
analysis (NVivo 12)

Findings

Health services for Indigenous Australians with type 2 diabetes
should revolve around "Culturally Responsive Service
Delivery’ (5) and should consider;

_ An 'Infinite Flexible Approach’ to accommodate for
the holistic nature of Indigenous Australian health.

. ‘Appropriate Education” for health professionals to
understand Australian Indigenous culture, and for
Indigenous people to understand diabetes.

‘Support Mechanisms’ which can include family,
friends, health professionals and community supports.

‘Suitable Transport Provision’ that will enable
Indigenous Australians access to the health care they
need.

‘Community Support Services’ that are accessible to
= Indigenous Australians, and work collaboratively with
other community services to provide care and support.

Small number of Not all participants were Representative of the
@&% participants in the % contactable for member North Queensland
study. checking. population only.

Conclusion

Indigenous Australians have a holistic view of health that innately includes the social determinants
of health. Therefore the approach to incorporating social determinants of health into the clinical
management of people who have type 2 diabetes should reflect this holistic approach.
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4.4.1 Abstract

4.4.1.1 Introduction

Type 2 diabetes mellitus and social disadvantage are related. In Australia, this association is
most pronounced among Indigenous Australians (Aboriginal and Torres Strait Islander
peoples). Indigenous Australians are among the most socially disadvantaged in the country,
having the worst social determinants of health (SDoH). SDoH are typically addressed at a
population level, and not on an individual or a clinical level. However, the SDoH-related needs
of individuals also require attention. The adverse link between type 2 diabetes and SDoH
suggests that simultaneous consideration at an individual clinical level may be beneficial for
type 2 diabetes care and self-management. Identifying and addressing SDoH-related barriers

to type 2 diabetes self-management may augment current care for Indigenous Australians.

This study aimed to combine the perspectives of Indigenous Australians with type 2 diabetes
and Indigenous health workers to explore the SDoH-related barriers and facilitators to
self-managing type 2 diabetes and how SDoH could be incorporated into the usual clinical care

for Indigenous Australians with type 2 diabetes.

4.4.1.2 Methods

Under the guidance of a cultural advisor and Indigenous health workers, seven Indigenous
Australians with type 2 diabetes and seven Indigenous health workers from rural and remote
north Queensland, Australia, participated in a series of semi-structured, in-depth face-to-face
interviews and yarning circles. A clinical yarning approach to data collection was used, and
both an inductive and a deductive data analysis were applied. Data were analysed, and themes

were identified using Nvivo v12.
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4.4.1.3 Results

Study participants described a holistic view of health that innately includes SDoH. Specific to
type 2 diabetes care, participants identified that culturally responsive service delivery, suitable
transport provision, an infinite flexible approach to accommodate for individuals’ unique social
circumstances, appropriate client education and appropriate cultural education for health
professionals, support mechanisms and community support services were all essential
components. These were not seen as separate entities, but as interrelated, and all were required

in order to incorporate SDoH into care for Indigenous Australians with type 2 diabetes.

4.4.1.4 Conclusion

SDoH are implicit to the Indigenous Australian holistic view of health. Consequently, an
approach to type 2 diabetes care that complements this view by simultaneously considering
SDoH and usual type 2 diabetes clinical management could lead to enhanced type 2 diabetes

care and self-management for Indigenous Australians.

Keywords: Aboriginal, Australia, health workers, Indigenous Australians, social determinants

of health, Torres Strait Islander, type 2 diabetes
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4.4.2 Introduction

Type 2 diabetes mellitus and social disadvantage are related; that is, when people live in
disadvantaged situations, they are more likely to develop type 2 diabetes.! In Australia, this
association is highest among Indigenous Australians (Aboriginal and Torres Strait Islander
peoples). Indigenous Australians have type 2 diabetes rates 3—6 times higher than that of

non-Indigenous Australians and are among the most socially disadvantaged in the country.?*

Social disadvantage is an accumulation of suboptimal social determinants of health (SDoH),
which include income, employment, housing, education, transport, social support and access
to health care.’ For Indigenous Australians, social determinants also combine with cultural
determinants to influence health. Cultural determinants include culture, spirituality, family and

connection to traditional land.>*°

SDoH are typically addressed at a population level, with the aim of achieving sustained health
equity, social justice and generational improvement of people’s lives.>* While the necessity
of a population approach is difficult to contest, people’s immediate, idiosyncratic health needs
must also be addressed. The connection between SDoH and the increased prevalence of type 2
diabetes suggests simultaneous consideration of SDoH and type 2 diabetes, at individual and
clinical levels, may be beneficial. Addressing the direct relationship between poor SDoH and
type 2 diabetes management’ warrants investigation, particularly in an Indigenous Australian

context.

Both Indigenous and non-Indigenous Australians with type 2 diabetes are expected to
understand the disease and achieve management goals.!® Effective diabetes management often
involves substantial lifestyle adjustment, which can be an impossible task for people with poor

SDoH. The combined challenge of lifestyle change and poor SDoH could be reduced for
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Indigenous Australians if the intricacies of culture, spirit, family and connection to land” were

incorporated into type 2 diabetes care.

Routinely considering SDoH when providing type 2 diabetes care, and understanding how
these affect an Indigenous person’s way of life, could help health professionals and other
service providers develop more contextualised interventions. Subsequently, identifying and
addressing the associated self-management barriers could assist Indigenous Australians in

achieving their type 2 diabetes management goals.

To date, clear guidance on how to include SDoH into clinical health management has been
scarce, which may stem from an overall deficit in organisational level guidance, such as
policies and procedures for taking action on SDoH in healthcare settings.!! However,
multinational momentum towards screening for and addressing SDoH issues in clinical
healthcare settings has begun.!>!® These approaches could provide helpful guidance on how to
incorporate SDoH into the clinical management of type 2 diabetes. In addition, it is imperative
that the perspectives of Indigenous people are considered. Specific to this study is the

perspective of Indigenous Australians.

The purpose of this article is to report the viewpoints of Indigenous health professionals who
work with people with type 2 diabetes (IHWs) and Indigenous Australians with type 2 diabetes
(Indigenous Australians with diabetes) on how the SDoH of Indigenous Australians can be

incorporated into the clinical management of type 2 diabetes.
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This study aimed to draw on the combined perspectives of Indigenous Australians with diabetes

and IHWs to explore:

1. the SDoH-related self-management barriers and facilitators to managing type 2
diabetes from Indigenous Australian perspectives
2. strategies to incorporate SDoH into the usual clinical care for Indigenous Australians

with diabetes.

4.4.3 Methods

4.4.3.1 Design

This qualitative study used an exploratory, descriptive approach!® to combine the insights of
Indigenous Australians with diabetes and IHWs. The intent was to increase understanding of
how the social determinants affect Indigenous health, and the self-management of type 2
diabetes, and ways SDoH can be incorporated into the usual clinical care for Indigenous
Australians. The six core values of the National Health and Medical Research Council
(NHMRC) guidelines for conducting research with Aboriginal and Torres Strait Islander
peoples and communities were integral to the research design. The core values are spirit and
integrity, cultural continuity, equity, reciprocity, respect and responsibility.?® Fidelity to the
guidelines was assured through the guidance of cultural advisors, cultural mentors and cultural

brokers and is documented throughout this paper.

4.4.3.2 Situating the researcher

The primary researcher (AF) is a non-Indigenous female diabetes educator and dietitian. For
approximately 5 years, she lived and worked in remote Indigenous communities throughout
North and Western Queensland, Australia. Currently, she resides in a regional city of North

Queensland and works collaboratively with IHWs who provide outreach health services to rural
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and remote communities. Being witness to the SDoH-related challenges some Indigenous
Australians with diabetes endure stimulated her motivation to investigate this topic. To avoid
misinterpretation of the data, a reflexive mindset was adopted, whereby self-reflection and
self-awareness of personal context and experiences were maintained throughout all stages of
the research project.?! Furthermore, to enhance cultural appropriateness, she consulted
regularly with cultural advisors and cultural mentors and worked with cultural brokers on all

aspects of the project.

4.4.3.3 Setting

Two health services, both with offices in Cairns and Townsville (North Queensland),
participated in the study. One is a government service, the other a not-for-profit organisation.
Both services provide diabetes care to regional, rural and remote Indigenous communities
within their service districts as part of their regular service provision (seven communities in
total). They are not community-controlled health services; however, they prioritise the needs
of Indigenous Australians by including IHWs on the team, providing regular outreach services

to Indigenous communities and working with local Indigenous services and agencies.

Data were collected through small yarning circles and individual interviews. AF conducted all
interviews and yarning circles. In accordance with cultural guidance, Indigenous Australians
with diabetes only participated when an IHW was present, or if the IHW ascertained that they
were comfortable and the circumstances were appropriate for autonomous participation.
Consequently, to ensure culturally safe voluntary participation, it was necessary for AF to join

the IHWs (ZC and RR) on their scheduled community visits.

The interviews and yarning circles were conducted in locations where participants felt most
comfortable. The locations included meeting rooms, waiting rooms, outdoor grassed areas and

private residences.
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4.4.3.4 Participant recruitment

A non-probability, purposive sampling approach!® was adopted. This was to ensure all
participants were IHWs who worked with people who have type 2 diabetes or Indigenous
Australians with diabetes. Study details were provided to all participants in written form.
Attention was paid to participant literacy level (particularly Indigenous Australians with
diabetes); consequently, a detailed verbal explanation was also provided to ensure full
cognizance of the study. In total, 14 people participated in the study (seven Indigenous
Australians with diabetes and seven IHWs). All study participants were over 18 years of age.
Written consent was attained prior to participation. Before providing consent, AF read the

consent form to participants and provided a verbal explanation (if desired).

4.4.3.4.1 Indigenous Australians with diabetes

AF was a member of the clinical staff in one of the participating organisations. To avoid
influence, and to increase the trustworthiness of the study," three colleagues (two IHWs and
one non-Indigenous diabetes educator) recruited all Indigenous Australians with diabetes in a
face-to-face manner, independent of AF. After each individual agreed to participate, the IHWs
personally introduced the Indigenous Australians with diabetes to AF prior to participation in

the yarning circles or interviews.

4.4.3.4.2 Indigenous health workers

Also, to minimise influence, [IHWs from the same organisation as AF were informed about the
project and invited to participate through their supervisor, with emphasis placed on the
voluntary nature of participation. [IHWs from both organisations were then invited to participate
in the study via email, which was followed up by a verbal invitation (between two days and 1

month post-email).
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4.4.3.5 Data collection

Study participants were offered the choice of taking part in a yarning circle or a one-on-one
interview. Demographic information, duration of diagnosis and IHW title and qualifications
were collected in a short questionnaire completed prior to the yarning circles/interviews. This
was collected to reflect the variety of genders, age, years of type 2 diabetes diagnosis and level
of IHW experience and qualifications. There were no specific requirements for yarning circles
to consist of IHWs and Indigenous Australians with diabetes separately; rather, natural
formation of the groups was preferred because the aim of the study was to analyse the combined

perspectives of IHWs and Indigenous Australians with diabetes.

Yarning was the most appropriate method of data collection because it enables participants to
tell their stories, in their voices, based on their lived experiences.?? By incorporating aspects of
clinical yarning,? the stories of Indigenous Australians became a vehicle to understanding their
experience of type 2 diabetes. Combining traditional yarning with aspects of clinical yarning
allowed for the necessary clinical information about type 2 diabetes and SDoH to be elicited in

a culturally congruent manner.?>3

Two one-on-one interviews (one female IHW, one male Indigenous Australian with diabetes)
and five small yarning circles (n =2, n=2,n =2, n =3, n =3) were conducted (see Table 4.1
participant details). Only one yarning circle (n = 3) was of mixed gender. This was a group of
IHWs who felt comfortable participating in this manner. Gender differences between AF and
all participants were discussed (prior to interview/yarning circle) with an IHW (ZC or RR),
who acted as a cultural broker. One yarning circle of female Indigenous Australians with
diabetes (n = 2) was co-facilitated by an IHW because it was decided her presence would create

a more culturally safe and comfortable environment. To enable consistency in data collection,
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AF conducted all interviews and yarning circles. With consent, all interviews and yarning

circles were audio-recorded for future transcription.

Table 4.1. Yarning circle participant details

Yarning circle Indigenous health Indigenous Gender
number workers (n) Australians with
diabetes (n)

1 2 2 female

2 2 2 female

3 1 1 2 male

4 3 3 female

5 3 1 male 2 female

4.4.3.6 Data analysis
Data analysis was guided by the six steps for thematic analysis outlined by Braun and Clarke:**
data familiarisation, initial coding, searching for themes, reviewing themes, defining and

renaming themes, and producing the report.

AF transcribed all audio recordings, which allowed for more accurate transcription and for data
analysis to develop and deepen reliably. Rigour of the study was increased by a sample of these
transcripts being reviewed by the second researcher (SD). The initial appraisal was to review
the relevance of the questions asked and to commence independent identification of emerging

themes.

Transcripts were imported into Nvivo v12 (QSR International; http://www.qgsrinternational

.com/nvivo) for thematic analysis.!” A combination of deductive and inductive data analysis
was applied during initial coding, which enabled simultaneous targeted exploration into SDoH
issues and open exploration of participant perspectives.?> The theoretical framework used for
the deductive analysis was based on well-known SDoH? (see Table 4.2). A deductive approach

was incorporated to identify examples of how SDoH can affect the ability of Indigenous
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Australians with diabetes to self-manage their type 2 diabetes. The inductive analyses and a
phenomenological approach enabled deep exploration of participant experiences'® of type 2

diabetes through an SDoH lens.

Table 4.2. SDoH framework used for deductive analysis

Social determinants of health
Addiction
Early life

Economic status (income)
Education

Employment

Food security

Healthcare access
Housing

Social exclusion

Social support

Stress

The social gradient

Transport

Triangulation continued throughout the analysis phase with regular analytical discussions on
coding and theme development between AF and SD. The third researcher (KMR) reviewed the
initial codes (established by AF and SD) and concurred with their accuracy. After minor

modifications and clarification of terminology, all three researchers agreed on the final themes.

Following final theme consensus, member checking was completed with five of the seven
IHWs (two were not contactable). The identified themes were discussed and explained to
confirm the accuracy of interpretation and subsequent findings. The Indigenous Australians

with diabetes were not contactable because of the transient nature of their lifestyles.
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Consequently, the [HWs (ZC and RR) who organised recruitment and assisted with facilitating

a yarning circle confirmed the accuracy and incorporation of the responses.

4.4.3.7 Ethics approval

Ethics approval for the study was granted by the Human Research Ethics Committee of
Queensland Health (HREC/18/QTHS/128) and James Cook University (H7480). Importantly,
this approval requires demonstrated adherence to the NHMRC ‘Ethical Conduct in Research
with Aboriginal and Torres Strait Islander Peoples and Communities: Guidelines for

Researchers and Stakeholders *°

4.4.4 Results

Fourteen Indigenous Australians participated in the study. Seven participants were Indigenous
Australians with diabetes, and seven were IHWs. Participant characteristics are outlined in

Tables 4.3 and 4.4.

Table 4.3. Characteristics of Indigenous Australians with type 2 diabetes

Participant Gender Age Duration of
Diabetes
Female 67 10 years

Female 57 2.5 years
Female 42 8 months
Female 55  >20 years
Female 51 10 years
Male 56 13 years
Male 61 3 years

N O AW N =
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Table 4.4. Characteristics of Indigenous health workers

Participant Gender Age Current role* Qualification = Experience
(years)

1 Female 48  Advanced Health Worker Postgraduate >20

2 Female 43  Care Coordinator Certificate 3 2

3 Female 57  Senior Care Coordinator Certificate 4 6.5

4 Female 49  Outreach Worker Certificate 3 ~3

5 Male 29  Outreach Worker Certificate 3 2

6 Male 49  Health Worker Certificate 3 5

7 Male 34  Outreach Worker Diploma 8

Note. Sourced from: Australian Indigenous HealthInfoNet?® and Australian Government?’.

+ Description of Indigenous health worker roles in this study: ‘health worker’ = Aboriginal and Torres Strait
Islander people who are qualified to provide flexible, holistic and culturally sensitive health services to
Aboriginal and Torres Strait Islander clients;?° ‘care coordinator’ = IHWs who work as part of the Closing the
Gap Integrated Team Care program to encourage and support eligible Aboriginal and Torres Strait Islander
people to access the services they need to treat their chronic disease according to the general practitioner care
plan;?” outreach worker = IHWs who work as part of the Closing the Gap Integrated Team Care program to
encourage and support Aboriginal and Torres Strait Islander people to access health services and help to ensure
that services are culturally competent.?’

Incorporating SDoH into the clinical management of type 2 diabetes for Indigenous Australians
involves a central theme of culturally responsive service delivery. In addition, five individual
yet interrelated themes emerged as being essential for SDoH to be identified, navigated and
incorporated into the usual clinical care for Indigenous Australians with diabetes (six in total).

The six themes were:

= culturally responsive service delivery

* an infinite flexible approach to service delivery

= appropriate education for both Indigenous Australians with diabetes and non-Indigenous
health professionals

= support mechanisms for Indigenous Australians

= suitable transport provision

= community support services.

Figure 4.1 provides a diagrammatic representation of these interrelated themes.
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Figure 4.1. The six identified themes for the social determinants of health in clinical care

for Indigenous Australians with type 2 diabetes

Infinite
Flexible
Approach

Culturally
Suitable Responsive Appropriate

Transport Service Education

Support
Mechanisms

Note. Created by the author.
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4.4.4.1 Theme 1: culturally responsive service delivery

Both Indigenous Australians with diabetes and IHWs discussed aspects that suggested a
culturally responsive service should be provided when identifying and accommodating the
unique needs of Indigenous Australians as part of diabetes care. Participant comments
suggested that a culturally responsive service fundamentally requires an all-encompassing,

holistic approach:

It’s that whole, holistic, you know, not just their health, it’s everything! (IHW 7)

More specifically, [HWs and Indigenous Australians with diabetes indicated that incorporating
SDoH into care for Indigenous Australians in a culturally responsive way encompasses client
involvement in their own care, IHW roles in providing care and service delivery approaches
for Indigenous Australians with diabetes, generational acknowledgement and inclusion in care,

and effective communication. Each aspect is detailed below.

4.4.4.1.1 Client involvement in their own care
Indigenous Australians with diabetes reported their desire to be involved in all of their own
healthcare decisions. They felt this would allow them the opportunity to contemplate the

appropriateness and achievability of the suggested type 2 diabetes self-management strategies.

IHWs reinforced this notion. They discussed the necessity of client involvement to ensure the
appropriateness of interventions and an understanding of self-management activities.
Furthermore, the IHWs emphasised the importance of Indigenous Australians with diabetes

establishing their own self-management goals:

It’s always best to ... run it past with the client ... and always get consent from them

because it’s their own right, you know, yeah ... And um, listen. Jot things down, let them
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do the talking ... Ah, you as a health professional, you be just, be taking notes, help

them through and then you and the client sit down and work out a strategy. (IHW 1)

Have a meeting with the client, with the patient, and see if they got a good

understanding with what’s going on. (IHW 2)

4.4.4.1.2 IHW roles in providing care

Indigenous Australians with diabetes portrayed IHWs as key to achieving the fundamentals of
type 2 diabetes self-management, such as attending medical appointments, understanding
medications, navigating health systems and accessing various other community support. They

expressed an appreciation for the diverse range of support the IHWs provided:

[IHW] has been a big help to everybody around this area ... She’s from [location], and
she comes up here, and you know, wants to know if everything is all right—how are

youse, and you know, you need anything? (Indigenous person with diabetes [[PWD] 1)

The ITHW commentary augmented this and exemplified their supportive attitude regarding
client care. They portrayed an unbounded willingness to provide support for the diverse range

of issues faced by Indigenous Australians with diabetes:

So, we understand. And a lot of people come to us needing help. And it might be
something that’s very private and stuff. And they’ll talk to us, and we can either guide,

support, be there with them ... So, we walk with them. (IHW 6)

We absolutely back our mob up ... because it helps us to help them. You know. The
client with their health journey, because, you know, you are doing stuff that, you know,
and we link up ... So, we 're using and working together with community members for

somebody’s health journey. (IHW 6)
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4.4.4.1.3 Service delivery approaches

Health services delivered to Indigenous Australians with diabetes centred on them feeling
comfortable, respected and safe. Providing type 2 diabetes care in this manner was appreciated,
and the IHWs perceived this as a fundamental part of their role. This approach also appeared

to assist with client engagement in health care:

Comfortable, yeah ... Go out to their own environment ... It’s coming down to respect,
you know, in making them comfortable, and make sure they 're engaging and all that,

you know. (IHW 7)

Instead of just going to the doctor, it’s just a quick visit and, blah blah, and home again.
Whether it’s just to sit down or even watch a thing on the TV screen and whatever.

(IPWD 2)

4.4.4.1.4 Generational acknowledgement and inclusion in care

Including a generational approach to type 2 diabetes care was articulated by both Indigenous
Australians with diabetes and IHWs. There was a strong desire to prevent type 2 diabetes
spanning generations and negatively affecting the lives of young people. Intergenerational
learning and understanding was seen as a possible approach to prevent the consequences of

type 2 diabetes experienced by older generations:

I don’t want my grannies [grandchildren] to grow up to be like me, like, either jabbing

themselves or taking tablets for the rest of their lives. IPWD 4)

But what we need to do is just get the younger children—primary school all the way up
to high school. Get some Elders, and you know, some parents to come and work

together. (IHW 6)
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4.4.4.1.5 Effective communication

Two-way communication between Indigenous Australians with diabetes and non-Indigenous
health professionals was most effective when facilitated by an IHW. This assisted the
Indigenous Australians with diabetes to better understand health care and enabled IHWs to

reiterate and clarify the messages delivered:

Yeah, and we’re having those conversations on trips to the GPs, or after they’re seen
the doctor, even stuff to help them understand in the consult, we just, probably break it

down for them on the way home. (IHW 4)

4.4.4.2 Theme 2: infinite flexible approach

The lives of IPWD were permeated with competing priorities that hindered effective T2DM
self-management. These were all enmeshed with SDoH and required a multitude of strategies
and services to adequately address and navigate them. The IHWs required an ‘infinite flexible
approach’ to be able to walk alongside [IPWD to help them navigate these circumstances so,

eventually, they can prioritise T2DM self-management.

The extent and diversity of SDoH-related competing priorities as identified by IHWs and

described by IPWD are displayed in Table 4.5.

Amanda Louise Frier 120



Table 4.5. Examples of competing priorities to type 2 diabetes self-management for

Indigenous Australians

Identified by Indigenous Health Workers

Described by Indigenous People with Diabetes

Well, money to buy the medications. I mean, you
got, you get some medications free from Closing
the Gap and then sometimes you still gotta pay.
And um, you know, they might be down to the last
seven dollars or something like that. And have got
to buy some bread for the house, instead of buying
... their medication. (IHW 2)

They haven’t been educated at the beginning. How
would they understand anything? You know, they
go through life just working out how to get through
life! IHW 6)

So, I've got a client now that I take to get wound
care, um, and she is probably going to get her toe
amputated soon. Um, she’s in an overcrowded
house as well, but she’s got no place to go ... They
make a mess, they run around, outside, come run
inside. So, you 've got all those sort of things into
play. IHW 3)

Well, the, probably one of the biggest problems
with, like, Indigenous people. It is the housing.
Some of them don’t have houses, they still have
adult children living with them, or they have family
staying to visit, and stay for, you know, long
periods of time ... um, so I guess doctors, you
know, they should take that into consideration a
bit. (IHW 3)

There’s been times when they hadn’t had bread
and stuff for, you know. (IHW 7)

Yeah, like, you know they tell, they tell us, you
know, what they have in their personal issues and

that, yeah. (IHW 7)

I'd buy the specials. IPWD 2, when asked if they
would purchase a more expensive, healthier option or a

junk food option that was on special)

If there is, ah, if there is a disconnect towards light,
electricity, the money will go towards the bill other

than attending to the appointment. IPWD 5)

I wanted to have a cigar, so I went and bought a packet
of cigarettes instead of the insulin, you know, maybe

things at home are escalating. (IPWD 2)

That’s another thing. It’s hard to save money for, like
off your pay week. It’s hard to save money for that
when you living like. I live from pay to pay, see, and 1
make my money last till the next pay. And I just get to
the next pay. So, it’s hard for me to, anything in
between. To fork out $100, you know to go down for ...
That’s cutting me short for my week, you know. To my
next pay. (IPWD 2)

Yeah, and then you 've gotta worry about those ... When
they was going to school, you gotta worry about the
books and all of it, and stuff. IPWD 4)

Well, me power went off, so me and the dogs just
shared what food was there. (IPWD 1)

Note. IHW = Indigenous health worker; [IPWD = Indigenous people with diabetes.
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4.4.4.3 Theme 3: appropriate education

There were two elements to appropriate education. First was the quality, timing and frequency
of cultural awareness training for non-Indigenous health professionals. The IHWs felt that
cultural awareness training should begin at university level and continue throughout the health

professional’s career:

Yeah, there is always room for improvement
The length of time that runs?

Maybe ongoing? (IHW 2, 3, 4)

And that’s probably what needs to be done at the [university] level, before the doctors

are even put out from the uni ... yeah, at the general medical training. (IHW 2 and 3)

The second element related to client education. Understanding type 2 diabetes health messages
depended on congruency between learning styles and health professional delivery. This
included identifying, acknowledging and allaying fears about type 2 diabetes and enabling a
thorough understanding of type 2 diabetes and its management through the use of visual and

practical education strategies:

Everything needs to be visual. (IHW 2)

You need to try and show them in other ways how to understand. And it has to be visual.

(IHW 6)

And we’ve got a few deadly doctors here, um, that will sit down, take the time, go
through a care plan, and say, ‘do you understand what this is all about? Would you
like [IHWs] to explain it a bit better’ ... All that sort of stuff ... They feel like they’re
important. They feel like someone cares ... And that’s where you find them ... wanting

to go back to that same doctor all the time. (IHW 6)
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Underlying the effectiveness of client education was a disparity in health literacy between

non-Indigenous health professionals and Indigenous Australians with diabetes:

Like, myself, I can’t read properly. (IPWD 1)

4.4.4.4 Theme 4: support mechanisms

Varying types of support mechanisms used by Indigenous Australians with diabetes were
identified. This ranged from type 2 diabetes—specific support, such as that provided by the
IHWs, to support provided by family members and indirect support such as workplaces and

church groups:

1t’s the support network you gotta have. (IPWD 6)

Our jobs are to support our community members to engage, and ah, with our GP
practices and mainstream allied health services so to connect to those services so that

they can be supported. (IHW 6, regarding specific support provided by IHWs)

When they get home, that conversation is going to continue. It’s not just gonna be the
patient not knowing how to explain it to any one time. Whether it be their wife, their
husband, their child that’s looking after them ... so that one person in the household
has got an understanding of what they 're going through, and then the conversation can

continue at home. (IHW 2, regarding family support)

Plus, I'm a Christian too ... yeah, I feel more relaxed and more, more down to earth.
You know, to be going to church and friends in the church and family in the church and
that, you know. It’s, yeah, it’s, you know, it’s a good thing to be, you know, going to

church, being a Christian. (IPWD 2, regarding indirect support)
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4.4.4.5 Theme 5: suitable transport provision

The ability for Indigenous Australians with diabetes to access the necessary healthcare services
for comprehensive type 2 diabetes care relied on access to suitable transport at an appropriate
time. Both IHWs and Indigenous Australians with diabetes lamented the ongoing insufficiency

and inadequacy of transport:

There is a big problem with transport ... still, there is a big problem. (IHW 6)

Like I say, transport! ... Yeah, to get there, and like home ... One of the ladies out
[remote location] she uses the ambulance to get her to take it to [regional location]

and bring her back sort of thing. IPWD 4)

One THW spoke of resorting to putting Elders on a Greyhound bus to attend medical
appointments in a regional town 2.5 hours away because she had no other choice. Her words

articulate the disgraceful lack of transport options:

We've got communities that don’t have that, so that’s a very difficult ... So, what
happens is, they either gotta go, they 've got a go on the Greyhound bus ... Now, these
are Elders ... It’s just wrong! ... We've had to transport people ourselves because
they’re ... you know they don’t want to go because they’re scared ... They don’t

understand what’s going on. (IHW 6)

4.4.4.6 Theme 6: community support services

The ability and approaches used by IHWs to attend to SDoH issues relevant to Indigenous
Australians with diabetes depended on the support services available in the community. The
extent of support provided relied on collaboration and the working relationships the [HWs had

with these services. The IHWs also required a comprehensive understanding of non-Indigenous
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services to effectively apply them in an Indigenous context to ensure appropriate referrals and

support are provided:

If they have community centres, like [rural locations], really good. They support with

um, food relief, um, housing, DV [domestic violence] and stuff like that. (IHW 6)

So, we link up with the co-op that would be, that is good with working and
understanding, you know, using your, um, bush medicines, food and stuff, and then I'd

interact with that as well. (IHW 6)

Oh ... the understanding ... understanding of both worlds. (IHW 1)

4.4.5 Discussion

This study aimed to combine the perspectives of IHWs and Indigenous Australians with
diabetes to gain insight into the SDoH-related barriers and facilitators to type 2 diabetes
management and how SDoH could be formally incorporated into the usual clinical care of
Indigenous Australians with diabetes. Not surprisingly, the findings confirmed that culture
should be the foundation of health service delivery for Indigenous Australians with diabetes.

The findings also highlighted that the Indigenous view of health innately encompasses SDoH.

Australian Aboriginal and Torres Strait Islander peoples’ view of health is holistic and includes
culture, spirituality, tradition, social and emotional wellbeing, as well as physical health.
Furthermore, this view of health considers the individual and community as unified and inter-
reliant. When realised, this concept empowers and enables an individual’s full potential to be
reached and community wellbeing to be achieved.?%2%2° Therefore, health service delivery for

Indigenous Australians should parallel this all-encompassing perspective of health.>
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The identified themes for incorporating SDoH into the usual clinical care for Indigenous
Australians with diabetes reflect a holistic approach to health care and corresponded with the
Indigenous Allied Health Australia description of cultural responsiveness. This definition

states that cultural responsiveness:

holds culture as central to Aboriginal and Torres Strait Islander health and wellbeing;
involves ongoing reflective practice and life-long learning; is relationship focused; is
person and community centred; appreciates diversity between groups, families and
communities; requires access to knowledge about Aboriginal and Torres Strait Islander

histories, peoples and cultures.*’

Culturally responsive service delivery is even more crucial when providing services for
Indigenous Australians with diabetes who live in socioeconomic disadvantage (those with poor
SDoH).*!%2 Poor SDoH can hinder optimal type 2 diabetes management through financial
limitations, inadequate housing, insufficient transport, poor access to healthy food, lack of
support and an inability to access quality health care.?** Given the inseparable association
between poor SDoH and type 2 diabetes,** the obligation for health professionals to identify

and address these issues is apparent.!’

The findings of this study substantiate this and indicate
that subsequent troubleshooting around these issues would indeed assist Indigenous

Australians with diabetes in achieving improved type 2 diabetes self-management.

The challenges related to SDoH are exacerbated when Indigenous Australians with diabetes
reside in rural and remote locations.*"** This was echoed in the current study and amplifies the
need to identify strategies to incorporate SDoH into clinical care. Indigenous health services in
rural and remote regions require local contextualisation for optimal service delivery.* In

addition, flexibility, client education, health professional training, client support, generational

Amanda Louise Frier 126



change, transport and community services are intertwined with providing culturally responsive

and person-centred care.3%*

IHWs are required to embrace their holistic view of health to accommodate for and support the
vast range of competing priorities to self-management that Indigenous Australians with
diabetes can have. Poor SDoH and the associated coping strategies (e.g., smoking and alcohol
consumption) can also hinder the lifestyle improvements necessary for optimal type 2 diabetes
management and general good health.>'® This perpetuating, negative cycle is widely

acknowledged in the literature®>%-7

and requires an understanding that competing priorities can
take precedence over type 2 diabetes self-management.’! By integrating an infinite flexible
approach into usual care, IHWs could then have the capacity to assist Indigenous Australians

with diabetes with the diverse and ongoing SDoH issues that can arise, so that type 2 diabetes

self-management could eventually become the primary goal.

The effectiveness of non-Indigenous health professionals’ involvement in care for Indigenous
Australians with diabetes hinges on cultural respect, awareness, sensitivity, safety and

competence (cultural responsiveness).*’

Appropriate education for health professionals first
requires non-Indigenous health professionals to understand the expansive impact of
colonialism and transgenerational trauma on the health and wellbeing of Indigenous
Australians.® Second, an unending reflexive empathy for the cultural and health belief

differences between Indigenous and non-Indigenous Australians is essential >

The voices of the IHWs in the current study resonated the requirement of localised and frequent
training around cultural practice. Their consensus lamented a rhetorical nature to current
cultural awareness training that leaves non-Indigenous health professionals ill-equipped to
truly appreciate the impact of Australian Indigenous culture on health management. Their

discontent with current practice coincides with an apparent scarcity of literature supporting the
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effectiveness of cultural awareness training on health outcomes®® and a lacking consensus on a
cultural competence curriculum for health professionals.’* However, these assertions are not
specific to Australian Indigenous cultures and, thus, should be extrapolated with contextual

prudence.

The importance of cultural responsiveness is acknowledged extensively throughout the
literature.?*3%-*840 The literature suggests that inept cultural practices by non-Indigenous health
professionals can result in miscommunicated health messages, reduced healthcare access, lack
of self-management confidence and general distrust of non-Indigenous health workers.?’ To
minimise these avoidable situations, cultural education and training (cultural competency)

should be contextually relevant®” and should be ongoing.*!

Cultural competency is generally incorporated into undergraduate training of health
professionals;*® however, the quality, frequency and localised nature of this training are
difficult to determine. Consequently, a consistent curriculum for all Australian health
professionals may contribute to an enhanced understanding of how providing a culturally

responsive service can improve health outcomes for Indigenous Australians.

Effective type 2 diabetes management also requires proficient health literacy. Understanding
medications, reading food labels, comprehending written and verbal instructions, navigating
healthcare systems and providing informed consent are crucial for type 2 diabetes

self-management.*?

The formidable link between education levels, health literacy and diabetes
is well documented.**** The IHWs in the current study indicated that mainstream education
and literacy levels were low among many of the Indigenous Australians with diabetes they
work with. This, combined with unacceptably high rates of type 2 diabetes among Indigenous

Australians,?> reinforces the need for the appropriate education around type 2 diabetes

self-management strategies for Indigenous Australians with diabetes.
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The distinctive learning styles of Indigenous Australians should also be considered. Visual
learning appears to be the most effective learning style among Indigenous populations across
the world.** Concurring sentiments from IHWs and Indigenous Australians with diabetes in
the current study highlighted the importance of this in type 2 diabetes education. A visual and
practical approach to client education facilitates comprehension that accommodates for
individual learning styles and culture, despite health literacy levels.**** An example of a visual
and interactive diabetes teaching tool for Indigenous Australians can be found on the Australian
Indigenous HealthInfoNet website.* In addition to considering learning styles, any education
to Indigenous Australians with diabetes should consider and respect local culture and be

delivered in a meaningful way so it empowers informed decisions about their own healthcare.*

Providing care for Indigenous Australians with diabetes involves support derived from family,
friends, health professionals or various community-based services. This diverse range of
support mechanisms can provide support specific to type 2 diabetes self-management or
psychological, social and emotional wellbeing, and general physical support such as assisting
with transport.*”*8 This was supported by an Australian study by Black et al.,*” which indicated
that people with type 2 diabetes relied heavily on informal supports such as spouses and
significant others, neighbours and community organisations. This qualitative study was not
specific to rural and remote Indigenous Australians; however, it endorses the importance of

support mechanisms to enhance self-management for all people with type 2 diabetes.

The benefits of social support are well known® and were inferred in the current study.
Indigenous Australians with diabetes and IHWs reported a reliance on support mechanisms.
Involvement of family members was seen as crucial, and participation in community support
groups was also advantageous. This was also a key finding in the Conway et al.’s study,”

where the value of engaging family groups, local community groups and IHWs to enable
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comprehensive care for Indigenous Australians was described. Furthermore, lack of these

supports was seen as a barrier to type 2 diabetes care and self-management.

The absence of transport can impede social participation and access to health care.>*! The
experiences of IHWs and Indigenous Australians with diabetes in the current study confirmed
that lack of suitable transport provision is a major obstacle to accessing healthcare and type 2
diabetes self-management. Inadequate transport options, particularly in rural and remote
communities, can force IHWs to use undesirable transport modalities in a desperate effort to
support Indigenous Australians with diabetes, such as resorting to public transport for

community Elders, as described in the results (see Section 4.3.4.5).

Inadequate transport has also been described in previous studies as a barrier to
self-management, healthcare access and good health.*-2 The relevance of transport provision
intensifies when Indigenous Australians with diabetes live in rural and remote communities, as
access to appropriate transport is more unattainable than in larger centres®! and contributes to

higher non-attendance rates and decreased healthcare access.’%>

A well-documented and obvious solution to this type 2 diabetes self-management barrier is for
health services to provide suitable modes of transport.”>> Of course, there is an increased cost
associated with this strategy; however, it is insignificant when compared to the high financial

1, all of which can

burden of hospitalisation, ambulance utilisation and aeromedical retrieva
be a result of poorly managed type 2 diabetes. By investing in resources and services that
support Indigenous Australians with diabetes to effectively self-manage their health, such as

transport provision, the costs associated with improperly managed health care could be

reduced.
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Despite transport deficits being a well-known barrier to optimal health, and the strong advocacy
for health services to provide transport,*®>1- the current study identified that inadequate
transport remains an existing and problematic issue in this region. Services for Indigenous
Australians with diabetes could potentially improve healthcare access and, therefore, type 2
diabetes outcomes and reduce healthcare expenditure by merely providing suitable transport as

a routine part of health service delivery.

Assisting Indigenous Australians to access and engage with community support services is an
integral part of the IHW’s role.?® Effectiveness in this role pivots around collaborative

55 an in-depth knowledge of

relationships and partnerships with available support services,
service capacity, reach and scope, and facilitating ongoing access and engagement.>*->> Without
this role, access to vital services could be inhibited because of cultural differences and social
barriers!! for Indigenous Australians. Furthermore, the absence of culturally appropriate

services within the community restricts service use.>

Davy et al.>?

provide a broad description of access in their ‘Accessibility framework for
Indigenous people accessing Indigenous primary health care services’. This framework has
five main components: approachability, acceptability, availability, affordability and ability to
engage. It may provide guidance for IHWs to work with community organisations to enhance
accessibility and engagement for Indigenous Australians with diabetes. Conceivably, this
framework could improve access and engagement of previously ‘inaccessible’ community
support services for Indigenous Australians with diabetes. Using the framework may not solve
the issue of unavailable services within the community; thus, lack of community services

requires further research. Nonetheless, improving the accessibility of currently available

services is likely to improve care for Indigenous Australians with diabetes.
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The six themes identified in the current study may assist health professionals and health
services in incorporating SDoH into the clinical management of type 2 diabetes for Indigenous
Australians. They are interrelated and seen as the ‘whole being a sum of its parts’, which
reflects a holistic approach to Indigenous Australian health. Locally contextualising these
themes to other communities may contribute to a broader reduction in the disparities between

Australian Indigenous and non-Indigenous health resulting from poor SDoH.

4.4.5.1 Limitations

Despite extensive effort to ensure the voices of all participants were correctly portrayed, it was
not possible to contact the Indigenous Australians with diabetes for member checking because
of the transient nature of their lifestyles. This issue was discussed with ZC and RR, and instead,
their comments and perspectives were collated and explained in detail to ZC and RR. This was
seen as the most appropriate approach to addressing this issue, as ZC and RR have strong and
enduring relationships with all the Indigenous Australians with diabetes who participated in

the study.

The study was relatively small (N = 14) and, therefore, may not reflect the views of all IHWs
and Indigenous Australians with diabetes. However, both IHWs and Indigenous Australians
with diabetes provided service to, or lived in, numerous North Queensland communities
(n="7). The identified themes were highly consistent across all interviews and yarning circles
and may indicate a reasonable level of transferability to other North Queensland communities;

however, the validity should be considered if the ‘SDoH approach’ is to be applied elsewhere.

Finally, the findings are not representative of all Indigenous populations across Australia and
only reflect a North Queensland perspective. This is not necessarily a limitation; however, it
requires acknowledging. Consequently, the authors recommend caution in directly transferring

this SDoH approach to other regions and strongly recommend local contextualisation first.
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4.4.6 Conclusion

Incorporating SDoH into clinical care for Indigenous Australians with diabetes requires a
holistic approach that reflects the Indigenous view of health and wellbeing.®?** This study
confirmed that cultural responsiveness should be at the centre of care provided to Indigenous
Australians with diabetes. Care is then enhanced by applying an infinite flexible approach to
type 2 diabetes management. Indigenous Australians with diabetes also require support people
and other support mechanisms to walk with them on their type 2 diabetes journey. Appropriate
education about type 2 diabetes for Indigenous Australians with diabetes and ongoing cultural
competence training for health professionals are also essential components. Finally, but equally
important, is the provision of transport that suits the specific needs of Indigenous Australians
with diabetes and the availability and accessibility of supporting services within the local

community.

Suboptimal type 2 diabetes self-management among Indigenous Australians, because of poor
SDoH, may be preventable and, therefore, calls for supplementary approaches to diabetes care.
Incorporating SDoH as part of the usual clinical care, and assisting Indigenous Australians with
diabetes to overcome SDoH barriers or enable self-management despite them, could improve
health outcomes. Furthermore, incorporating SDoH into the usual clinical care of type 2
diabetes may help to narrow the unacceptable health gap between Indigenous and non-

Indigenous Australians.*
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4.6 Implications for practice

The overall health of Indigenous Australians is substantially lower than that of non-Indigenous
Australians,® which is unacceptable. Understanding and working within the complexities of
Indigenous health could be made easier by considering the findings of this study, especially
because SDoH are an innate part of Indigenous health and wellbeing.? Consequently, current
care for Indigenous people who have T2DM could be enhanced by incorporating SDoH into

usual clinical care in a culturally appropriate manner.

4.7 Chapter summary

Chapter 4 has:
* introduced the topic of poverty and inequality in Australia with particular relevance to
Aboriginal and Torres Strait Islander people by including a short publication on this topic
* included an infographic introducing Publication 4 !

* included Publication 4, which was conducted with Indigenous Australians on their

perspectives of how SDoH could be included in the clinical management of T2DM.?

Chapter 5 will detail the study conducted with non-Indigenous people with T2DM.
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Chapter 5: Non-Indigenous people with type 2 diabetes

5.1 Chapter outline

Chapter 5 presents the perspectives of non-Indigenous Australians with T2DM on how SDoH
could be incorporated into the individual clinical care of people with T2DM. First, Infographic
5.1 illustrates the study conducted with non-Indigenous people who have T2DM. Also included
is the associated publication, Publication 5: ‘Improving type 2 diabetes care and self-
management at the individual level by incorporating social determinants of health’. The study
findings are then discussed in terms of their implications for practice. Finally, a chapter

summary is provided, and a brief introduction to Chapter 6 is included.
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Infographic 5.1. Improving type 2 diabetes care and self-management by incorporating
social determinants of health at the individual level—perspectives of people with type 2

diabetes

IMPROVING TYPE 2 DIABETES CARE AND SELF-MANAGEMENT BY
INCORPORATING SOCIAL DETERMINANTS OF HEALTH AT THE INDIVIDUAL

LEVEL - PERSPECTIVES OF PEOPLE WITH TYPE 2 DIABETES
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5.2 Publication 5: Improving type 2 diabetes care and self-management at

the individual level by incorporating social determinants of health

Overview of Publication 5
Person-centred care is vital when supporting individuals to self-manage their T2DM.!
Publication 5 reports the study conducted with people who have T2DM and portrays their
perspectives on SDoH-related barriers to T2DM self-management. It also suggests how
SDoH could be incorporated into clinical care for individuals with T2DM. It details the aims,
methods and results of the study and includes the study limitations. Study findings identified
barriers to self-management incurred by people with T2DM that were related to SDoH.
Additionally, the impact of competing priorities, mental health, T2DM understanding and
feelings about living with T2DM were identified as important considerations. People with
T2DM utilised HP support, community support, financial support, personal support and
other informal self-management supports. The study identified that both self-management
barriers and the associated supports are multilayered and complex. Accordingly, Publication
5 discusses and concludes that the multi-level approach of the socio-ecological model of
health? may assist the incorporation of SDoH into individual clinical care for people with
T2DM.
Publication details
Status: PUBLISHED. This article is published in the Australian and New Zealand Journal
of Public Health.
Citation: Frier A, Devine S, McBain-Rigg K, Barnett F, Dunning T. Improving type 2
diabetes care and self-management at the individual level by incorporating social
determinants of health. Australian and New Zealand Journal of Public Health. (2022).
Available from: https://doi.org/10.1111/1753-6405.13296

Contribution of authors: A Frier (conceptualisation, participant recruitment, data collection

and analysis, writing of original draft), S Devine (conceptualisation, data analysis, reviewing
and editing, supervision, F Barnett (conceptualisation, reviewing and editing, supervision),
K McBain-Rigg (data analysis, reviewing and editing, supervision) T Dunning (reviewing
and editing, supervision).

Note. The referencing and formatting in this publication is consistent with journal requirements and, therefore,
may be inconsistent with the thesis referencing and formatting.
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5.2.1 Abstract

5.2.1.1 Objective

Suboptimal social determinants of health impede type 2 diabetes self-management. They are
usually considered at population and community levels, not individually. The study objective
was to draw on perspectives of people who have type 2 diabetes to identify and explore the
impact of social determinants on self-management, and ways to incorporate them into

individual care.

5.2.1.2 Methods
Purposively selected participants chose to partake in focus groups or interviews. Data were

analysed, and themes identified through deductive and inductive thematic analysis.

5.2.1.3 Results

Social issues hinder type 2 diabetes self-management. Additionally, an individual’s feelings
and poor mental health, competing priorities, and understanding about diabetes are important
considerations. Support was provided via health professionals, community supports, financial

support, personal support and informal self-management support.

5.2.1.4 Conclusions
Social determinants of health could be formally incorporated into individual care for people
with type 2 diabetes if a socio-ecological view of health is taken, as it considers the broader

social and environmental circumstances in people’s lives.

5.2.1.5 Implications for public health
= (are for people with type 2 diabetes could be transformed if social determinants of

health are formally assessed and responded to at an individual level.
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= A socio-ecological view of health in individual care and clinical settings would enable

social determinants of health to be formally incorporated into type 2 diabetes care.

5.2.1.6 Introduction

Socially disadvantaged people are more likely than those of greater affluence to develop
T2DM.! Disadvantaged people also encounter more challenges when managing T2DM
because of their life circumstances.! Underpinning the injustice of social disadvantage are
poor SDoH such as low income, suboptimal education, inadequate transport, limited healthcare

access and adverse living conditions.?

Advocacy and action to improve SDoH at population and community levels occur in political
and societal arenas.”> This approach is necessary to achieve sustained, population-wide
improvement of people’s SDoH. However, because adverse social determinants negatively
affect health outcomes at the individual level, incorporating SDoH into individual care is also

important.

While SDoH are often not considered at individual or clinical levels, momentum towards
integrating the SDoH of individuals into clinical healthcare settings has begun. Individual
SDoH assessments have been developed and trialled,” recommendations on levels of care in
which SDoH could be incorporated have been made,’® and a review on how an individual’s
SDoH are assessed and addressed in clinical settings has been conducted.” However, the
progressive addition of incorporating SDoH into individual care is not standard practice and,

of relevance to this paper, lacks a specific focus on T2DM.’

Effective self-management of T2DM often requires various lifestyle modifications,® which
could be difficult for people with poor SDoH. Social determinants are not currently

incorporated into T2DM practice guidelines,® and may explain why SDoH can be overlooked
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in individual care for people with T2DM. The absence of resources for incorporating SDoH
into T2DM care was highlighted in a literature review by Frier et al.’ Their review investigated
methods and strategies used to assess and address the SDoH of individuals with T2DM in

clinical settings and revealed an absence of tools or guidance to support this.

Enhancing current T2DM practice by formally assessing and responding to SDoH issues as
part of usual T2DM care may provide insight into self-management barriers arising from poor
SDoH. Then, strategies to overcome or work within these barriers could be devised. Ultimately,

this could result in improved self-management for people with T2DM.

This study explored SDoH-related barriers to T2DM self-management. In addition, it
investigated ways in which SDoH can be formally incorporated into the usual clinical care for

individuals who have T2DM.

5.2.2 Methods

5.2.2.1 Study design

This qualitative study used a phenomenological, exploratory, descriptive approach!'® to draw
on the perspectives of people with T2DM to increase understanding of how SDoH affect self-
management and ways SDoH could be formally incorporated into individual clinical care.
Phenomenology was an essential element to the research design as it enabled study participants
to discuss their perspective on the phenomenon of ‘living with T2DM and how SDoH affects

this’, thus, allowing ‘lived experience’ to inform the research findings.'®!!

5.2.2.2 Situating the researcher
The primary researcher (AF) is a dietitian and diabetes educator with approximately 18 years
of experience providing diabetes care throughout rural, remote and regional North Queensland

(NQ), Australia. This experience has provided exposure to SDoH challenges that can occur for
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people with T2DM, and has motivated this research. Reflexivity assured continual self-
reflection and self-awareness of AF’s role and experiences throughout data collection, data
analysis and report writing.'> AF reflected on each participant interaction. These reflections
considered her role and experiences’ effect on the content and delivery of questions and her
thoughts and perceptions about participant responses. This insight was also maintained during

data analysis and report writing.

5.2.2.3 Aims

The aims of this study were to draw on the perspectives of people who have T2DM to:

1. explore SDoH-related T2DM self-management barriers and facilitators
2. 1identify and explore how to include SDoH into the usual care for individuals who have

T2DM.

5.2.2.4 Setting

Three health services in NQ, Australia, participated in the study. Two were government
services (n =1, n=4 participants), and the other was a not-for-profit organisation (n =15
participants). These services provide diabetes care to regional, rural and remote communities

across the NQ region.

5.2.2.5 Participant recruitment

Staff members from the participating health services assisted with purposive recruitment.!” The
participating health service staff informed people with T2DM about the project and invited
them to volunteer for the study. In addition, AF attended waiting rooms to inform potential
study participants about the study. If in agreement, potential participants were later contacted
by AF to answer any specific questions they may have had about the study and to confirm

participation.
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5.2.2.6 Data collection

Study participants chose to partake in a focus group or one-on-one interview. This choice
enabled greater participant control over the researcher/participant interaction. The focus groups
and interviews were held in meeting rooms rather than clinic rooms to create a relaxed and
comfortable environment. None of the participants were known to each other or the researcher
prior to the study. Demographic information and duration of diagnosis were collected using a
short questionnaire. Participants were asked semi-structured, open-ended questions that
explored their experience of living with T2DM and the barriers and facilitators to self-
management. Intertwined were colloquial language prompts that encouraged discussion on

well-known SDoH (see Table 5.1) and how these affected the self-management of T2DM.

Table 5.1. Social determinants of health framework used for deductive analysis

Social determinants of health

Addiction

Economic status (income)
Education

Employment

Food security

Healthcare access
Housing

Social exclusion

Social support

Stress

The social gradient

Transport

Note. Sourced from Wilkinson and Marmot.?
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AF, the second and third researchers (SD) and (FB) developed the interview guide, which was
informed by a literature review on the topic.” Interviews and focus groups were audio-recorded,
and informed consent was gained immediately before commencement of each interview/focus
group. Data saturation was inferred when no new topics of discussion arose among study
participants (approximately n = 7 participants). Three subsequent interviews were conducted

to reinforce topic consistency.

5.2.2.7 Data analysis

Data analysis was guided by the six steps for thematic analysis outlined by Braun and
Clarke.!®!® Data collected from the focus group and interviews were amalgamated as only one
small focus group eventuated (n=4). All focus group and interview recordings were
transcribed and then reviewed manually by AF. A sample of these transcripts was reviewed

independently by SD to enable independent identification of themes and increase study rigour.

Transcripts were thematically analysed using a combination of deductive and inductive data
analysis.'* The combination of deductive and inductive analysis enabled targeted exploration
into SDoH issues (deductive analysis) and open exploration of participant perspectives
(inductive analysis) to be conducted simultaneously.!®!* Deductive analysis was based on a
framework of well-known SDoH (see Table 5.1) and was conducted to identify examples of
how SDoH can affect T2DM self-management. The phenomenological approach to the
inductive analyses (to understand the lived experience of people with T2DM) enabled deep
exploration of participant experiences'® of T2DM through a SDoH lens and how these issues

could be formally incorporated into T2DM care.

Regular analytical discussions on coding and theme development were conducted between AF,
SD and the fourth researcher (KMR). These discussions fostered reflexivity, critical discussion

and transparency of the analysis process. Member checking was conducted via phone. Of the
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10 participants in the study, four confirmed correctness of the findings. One declined

participation in the member checking process, and the remaining five were not contactable.

5.2.2.8 Ethics approval
Ethics approval was granted by the Human Research Ethics Committee of Queensland Health

(HREC/18/QTHS/128) and James Cook University, Australia (H7480).

5.2.3 Results

Six interviews and one focus group were conducted. Three females and seven males aged
between 42 and 79 years (mean age = 64.3 years) participated in the study. One study
participant was the carer of a person with T2DM. The person with T2DM they cared for was
unable to attend on the day but wanted their perspective represented. On analysis, there were
no differences between responses given by the carer or people with T2DM. Duration of T2DM
diagnosis ranged between 3 and 25 years. All participants were non-Indigenous. Indigenous

Australian perspectives are reported in a separate paper (see Section 4.3).1°

5.2.3.1 Interview and focus group findings

Two major themes were identified. The first theme involved T2DM self-management barriers
(Theme 1: barriers to T2DM self-management). This concept is divided into five subthemes,
which are detailed in Section 5.2.4.1.1. The second major theme pertains to the supports utilised
by people with T2DM to surmount the identified barriers (Theme 2: diverse support). Theme
2 is also divided into five subthemes (see Section 5.2.4.1.2). The list below displays the

subthemes of Theme 1 and Theme 2.
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The five subthemes of Theme 1: barriers to T2DM self-management were:

= social determinant challenges

= competing priorities

= poor mental health

» understanding T2DM

= feelings about living with T2DM.

The five subthemes of Theme 2: diverse support were:

self-management support
= health professional support
* community support
» financial support
= personal support.
5.2.3.1.1 Theme 1: barriers to type 2 diabetes mellitus self-management

The five subthemes of Theme 1 (see Section 5.2.4.1) are the barriers to self-management

identified among people with T2DM.

5.2.3.1.1.1.  Social determinant challenges

Commonly known SDoH (see Table 5.1) were at the core of many self-management barriers
described by people with T2DM. While study participants seemed unaware of the relationship
between poor SDoH and T2DM, they portrayed SDoH issues as having negative coactions on

each other.
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Almost all people with T2DM lamented about the vast impediment financial insecurity had on
many aspects of life. Financial expenditure associated with having T2DM, budgetary
constraints and minimal income appeared to hinder optimal T2DM management. Participants
often discussed how a low income restricted the necessary aspects of T2DM self-management,
for example, purchasing medications and affording appropriate nutrition. The quote below

demonstrates that restricted finances limited healthy food choices:

My eating habits have changed somewhat over a period of time; don’t have the money.

I'm financially struggling, so I've just got to try and find the cheapest sort of thing.

(PWD 8)

Financial burden also led to an inability to afford transport. This deficit was further
compounded by limited access to other suitable transport modes and deepened SDoH-related
barriers to T2DM self-management. One participant described the protracted effort required to

attend medical appointments due to unaffordable taxi fares:

I have to ... catch the bus to [I*' shopping centre] and walk across the road to [2™
shopping centre], and sometimes I have to catch—like, to come to a hospital
appointment, 1 have to catch a bus from [suburb] to [3"® shopping centre] to the

hospital. (PWD 2)

The impact of unsuitable transport and limited finance extended beyond attending medical
appointments and, the consequent reduced healthcare access. Reduced transport options and
financial inadequacy also overflowed to obstruct other aspects of life; for example, their
shortfall seemed to intensify social isolation. The quote below demonstrates the distress and

social isolation that can occur when transport options are limited:
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Devastated. Because the kids are all ... daughter lives in the [suburb far away]. I hardly

ever see her. She’s got a baby. I hardly ever see him. (PWD 6)

5.2.3.1.1.2.  Competing priorities

Self-management of T2DM was often peripheral to the competing priorities in people’s lives.
People with T2DM reported being concerned about their own health but often placed the needs
of family members and loved ones first. The competing priorities described included legal
issues, incarcerated family members, death of loved ones, illness of friends and family and
other health conditions such as cancer, back pain, arthritis, knee replacements and depression.
These issues took precedence over T2DM self-management and seemed to add worry and
stress. The example below demonstrates how T2DM self-management can be jeopardised by

the stress and worry associated with competing priorities:

And you are worried about them [loved ones], you're not worried about your sugar
[T2DM], and it creeps up on you ... It’s another thing, and I know, unfortunately, you
have to be on the backburners, because of everything else that was stressing me out.

(PWD 9)

5.23.1.1.3.  Poor mental health

Poor mental health appeared chronic among people with T2DM. Depression was overtly
articulated, and there was no doubt that study participants felt T2DM was contributing to, or
even causing, their depression. At times, poor mental health appeared to be associated with the
complexities and challenges of self-management tasks. For example, the requirement of regular
blood glucose testing and the anticipated results contributed to elevated anxiety, stress and

worry. This overflowed and impacted the daily activities of people with T2DM. Furthermore,
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mental health fragility increased when self-management strategies were ineffectual. The quotes

below affirm the burden on mental health that T2DM and self-management can instigate:

I found when [ was testing twice a day, morning and night, you’d become anxious about
what you 're doing during the day because of what impact it’s going to have on you. 1
think that’s where my stress kicks in ... I get so stressed worrying about the readings

[blood glucose levels]. (PWD 2)

When I can’t get it back into the singles [blood glucose levels], and that sort of gets me

down. (PWD 7)

5.2.3.1.1.4.  Understanding type 2 diabetes mellitus

Understanding the intricacies of T2DM and self-management depended on the quality of
education provided by the health professionals. Some people described feeling overwhelmed
by complicated explanations. On other occasions, people with T2DM felt the explanations they
received were inadequate and they were given conflicting advice from different health
professionals. There was a hesitancy to ask for clarification as the people with T2DM felt the
health professional knew what they were talking about and, therefore, they (the person with
T2DM) should have been able to comprehend the message. In the quotes below, the person
with T2DM assumed the health professional was the expert and had provided T2DM education

appropriately.

Interviewer (AF): How do you go with understanding some of the messages that we

[health professionals] talk to you about; do we make it clear to you?

PWD 6: Well, the way [health professional], she can’t talk to people. She’s all—all

scientific ... yeah ... You can’t—you just think, oh, they must know what they 're doing.
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Many study participants felt the solution to providing well-understood T2DM education was
simple. Health professionals merely needed to confirm understanding and encourage people

with T2DM to ask questions:

Just keep talking until they understand. But also, I mean, I know I'm not the dumbest
person on the planet, and there are other people who don’t understand things ... Just

encourage them to ask questions. (PWD 6)

5.23.1.1.5.  Feelings about living with type 2 diabetes mellitus

How people with T2DM feel about living with a chronic disease such as diabetes was identified
as an important point to consider. There were mixed feelings about living with the T2DM
diagnosis. Some people expressed frustration and disdain associated with having T2DM and

the self-management requirements, as shown below:

I hate it. Absolute pain in the arse. (PWD 6)

1t’s very frustrating! And I get very, sort of very cranky because I can’t—I can’t get it
out of the area where it is, and that, back into the single figures [blood glucose levels],

you know. (PWD 7)

Diverging from the above dismayed view of T2DM, other people appeared to display a blasé

attitude:

I know that I've got it [T2DM], and so I have to take pills, and I have to inject, but it’s

still me, and I do it, cruise along, virtually like I've always cruised along. (PWD 10)

For some, T2DM created stress, worry and anxiety. The one carer in this study described

distressing feelings about her responsibilities:
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I panic, but I get very stressed ... I'm so scared ... it feels like it’s all on me, and I just

feel like I've got the world on me. (PWD 1 [carer])

Overall, study participants felt living with T2DM affected many aspects of their life and was

an unavoidable impost, as articulated below:

It just affects you on so many different levels [living with T2DM] that you become

conscious of it all the time; you're never away from it. It’s just always there. (PWD 2)

No single feeling or emotion was dominant amongst people with T2DM; however, their
varying perceptions suggest that insight into how people feel about living with T2DM is a

valuable inclusion in T2DM care.

5.2.3.1.2 Theme 2: diverse support

Support, in its varying modes, was identified as a vital component of T2DM care to address
SDoH-related barriers to self-management. The self-management challenges described by
people with T2DM were contended through various support mechanisms, depending on the

pertinent issue.

5.2.3.1.2.1.  Self~management support

People with T2DM articulated a multitude of undertakings involved with self-management.
Support with self-management was provided to people with T2DM by carers, family, friends
and community services. This included healthy eating and shopping accordingly, attending
medical appointments and pharmacy visits. In addition to one-on-one support, other informal
self-management support strategies were beneficial to people with T2DM, such as
Webster-paks (multi-dose medication blister packs). Webster-paks enabled people to take
medications correctly while maintaining their independence. People with T2DM appreciated

the support to meet their self-management requirements. The person below overtly described
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a sense of safety from the medication adherence support that was provided (i.e., his

Webster-pak):

1 felt safe giving me self the medication through me blisters [Webster-pak]. (PWD 10)

5.2.3.1.2.2.  Health professional support

Health professionals of multiple disciplines provided expertise and guidance to help their
clients with T2DM self-management. While people with T2DM did not elaborate on the
specifics of the support provided by each discipline, they discussed the many health
professionals involved in their care. The person with T2DM below eludes to the varying

disciplines involved in T2DM care:

I see [Name]—that’s my psychologist—once a month. My doctor and my diabetes nurse

every three months. I go to the hospital [diabetes centre]. (PWD 7)

People with T2DM expressed appreciation for the support provided by health professionals.
Furthermore, some attained a ‘peace of mind’ from the health professional support they

received, as is suggested in the quote below:

Interviewer (AF): [asked at a diabetes clinic] So, what’s been good then; what’s been

helpful for you?

PWD 4: Just the fact of coming here and keeping an eye on it [T2DM].

5.23.1.2.3.  Community support

People with T2DM utilised supports available within the community, for example, community
transport services. Accessing community services enabled people with T2DM to maintain
independence and participate in general life activities such as shopping, attending appointments

and social outings. However, people with T2DM also expressed a desire for increased
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community support options. This included both T2DM-specific and other community supports.

The person with T2DM below describes a desire for more community support groups:

It probably would [the support of others would be helpful] ... maybe a group might be

an idea but, even a diabetic group, or something. (PWD 8)

The utilisation of existing community supports and the desire for increased support options
within the community demonstrate the importance study participants placed on community

support.

5.2.3.1.2.4.  Financial support

With restricted finances identified as a major barrier to T2DM self-management, almost all
study participants expressed the necessity of financial assistance to enable effective T2DM
self-management. The below conversation with a person with T2DM highlighted the potential
detriment lack of finances can have:

Interviewer (AF): Without the pension?

PWD 7: I'd have been having to just die because it’s expensive. There’s no way I could

have afforded it [living with T2DM].
Interviewer (AF): Oh, so you get the subsidy for your scripts?
PWD 7: Yeah. Otherwise, I wouldn’t be buying it.

Interviewer (AF): And so, if you didn’t have that support, you wouldn’t buy the

medication at all?

PWD 7: No, no! I wouldn’t. I'd just take whatever comes.

Financial support such as pensions and government subsidies for medications undoubtedly

assisted the participants with T2DM in the study to manage their condition.
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5.2.3.1.2.5.  Personal support

People with T2DM discussed varying supports that were personal to them, including the
support of family members and also of companion animals. Personal support was not
necessarily related to T2DM self-management. Nonetheless, being able to lean on these
supports, whatever they were, provided fortitude and companionship, as is demonstrated in the

quotes below:

It was amazing when I was here in hospital; it was just astonishing. And my son who
works 600 kilometres away, he, of course, came up, but 5 am every morning and that,
I slowly arise in ICU [the intensive care unit] and I just seen this big face there ... It
was just so beautiful. Just holding my hand ... It’s just beautiful. And, of course, they

give you the strength. (PWD 2)

I’ve got a dog at home too, which is sort of good company. (PWD 9)

Contrary to the above quotes, the absence of personal support exacerbated feelings of social

isolation and aloneness, as indicated below:

Interviewer (AF): I heard you just say that you don'’t feel like you 've got any support?

PWD 3: No, I haven’t. I mean, my children keep to themselves ... Now, I could get sick
and go to hospital, and nobody gives a [swear word]. Nobody gives a damn whether

I’m in hospital or anything. Nobody will come and visit or anything.

The conflicting outlooks identified between those who had personal supports to lean on and
those who did not exemplify the feelings of isolation and aloneness that can occur when

personal support is unavailable to people with T2DM.
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Figure 5.1 provides a diagrammatic representation of the themes. The diagram displays the
‘barriers to T2DM self-management’ in the centre of the diagram (Theme 1) and the ‘diverse
support’ utilised by people with T2DM to assist in surmounting these barriers in the outer circle

of the diagram (Theme 2).

Figure 5.1. Diagrammatic representation of identified themes

Self- Health
management professional
support support
Social
Determinant
Challenges

S N
Feellr?g's - Competing
about living Person Priorities
with T2DM ' .,
with
12DM =7
Personal Community
support Understanding =~ Poor Mental support
T2DM ‘ Health
Financial
support

Note. T2DM = type 2 diabetes mellitus. Created by the author.
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5.2.4 Discussion

A person-centred approach enhances T2DM care.®!® To enable this and empower successful
T2DM self-management, insight into an individual’s social context is beneficial.* This study
aimed to draw on the perspectives of people with T2DM to explore SDoH-related
self-management barriers and facilitators, and identify how SDoH could be formally

incorporated into the usual individual care for people with T2DM.

In this study, well-known SDoH such as income, transport and social isolation were identified
as barriers to self-management. This is not a surprising finding as these well-known SDoH? are
common hindrances for T2DM self-management.!” In addition, and possibly also influenced

by an individual’s life and societal circumstances,’

were the competing priorities in the lives
of people with T2DM, understanding of T2DM, poor mental health and how people felt about
living with T2DM, all affected self-management. These identified barriers to self-management
are all interrelated. For example, feelings about living with T2DM, competing priorities, social
determinant challenges or lack of understanding about T2DM could all affect a person’s mental

health. Conversely, poor mental health could have diverse repercussions for any or all of these

components.

The study findings portrayed a connected and cogent relationship between T2DM and
individual, societal, financial and environmental factors. Consequently, an approach to T2DM
care that includes the external influences on a person’s ability to manage the condition may be
required. The multilayered influence on T2DM self-management suggests applying a
socio-ecological model of health, such as that developed by Dahlgren and Whitehead,'® may
assist in incorporating SDoH into individual care for people with T2DM by encouraging a
broader view of the influences on T2DM self-management. The socio-ecological model of

health includes and extends a biomedical, individualistic responsibility for health and
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recognises the influence of community, living, working and social conditions on an

individual’s lifestyle and, subsequently, their health '*!° (i.e., their SDoH).

The socio-ecological model of health has previously been used to investigate the influences on
T2DM self-management in a low socioeconomic Australian population.?’ In line with the
issues reported by people with T2DM in the current study, the authors confirmed multiple
influences on T2DM self-management. The influences they identified were individual (e.g.,
motivation), interpersonal support (e.g., health professionals, friends and family),
organisational (e.g., healthcare access issues) and community level (e.g., self-management
support services). These layers compound to affect health in general and, more specifically, the

behaviours required for T2DM self-management.'®!

Adopting a socio-ecological approach to incorporate SDoH into the usual clinical care of
individuals with T2DM could help identify the influences on self-management, which may
then catalyse strategies to action or work within these issues. Furthermore, it could enhance
current practices around understanding the individual and broader social circumstances of

people with T2DM.

Diabetes education provided to people with T2DM could become more personalised when
there is a deep understanding of how a person’s social circumstances influence their
self-management. An example specific to the findings in this study could be budgeting support
to assist with the financial difficulties described by people with T2DM in the current study.
Personalising T2DM education would enable a targeted approach to each individual’s
identified SDoH-related barriers, empower improved self-management and accommodate for

varying health literacy levels.?!
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Poor mental health and feelings about living with T2DM was also a barrier to T2DM
self-management in this study. Disenabled self-management resulting from a poor mental and
emotional status is well documented and forms an integral part of T2DM management
guidelines.»?? It is argued that effective diabetes care is not possible without considering
emotional status.?* People with T2DM in the current study highlighted the importance of this
through overt expressions of depression affecting their T2DM self-management and the

noticeable undertone of stress and anxiety.

There is an association between mental health and SDoH.! Understanding the mental and
emotional status of each unique individual by providing person-centred care and incorporating
a holistic, socio-ecological view of health and wellbeing!® amplifies the likelihood of

identifying the relevant emotional and psychological aspects of living with T2DM.??

After identifying T2DM self-management barriers, appropriate support that facilitates effective
self-management could be arranged. Apposite support could also stem from a socio-ecological
framework. A socio-ecological view would provoke a broader and multifaceted interpretation
of support requirements, similar to the support utilised by people with T2DM in this study
(health professional support, self-management support, community support, financial support
and personal support). A broader view could help address the complex needs of people with
T2DM more comprehensively. This may be through connecting people to support not typically
considered to be health-specific, such as transport and housing departments or other available
social support and community services. Acknowledging the influences on health beyond the
healthcare system, and arranging support accordingly may assist people with T2DM to
overcome or make self-management progress despite SDoH-related barriers. Consequently, the

support provided could then become a facilitator of effective T2DM self-management.
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The association between social support and improved glycaemic management is not a new
concept. Previous studies have shown the effectiveness of social support on T2DM
outcomes.’*?> Furthermore, Strom and Egede? consolidated the importance of social support
in their systematic review. Their definition of social support included formal support, such as
that provided by health professionals, and informal support, such as friends and family. They
reviewed 37 articles and determined that higher levels of social support indeed contribute to
improved outcomes for people with T2DM.?¢ The people with T2DM in the current study also
concur the advantage of both formal (health professional support and financial support) and

informal supports (self-management support, community support and personal support).

5.2.4.1 Limitations

The themes in the current study were identified from the perspectives of people with T2DM in
regional, rural and remote NQ, Australia. Similar research, conducted in other locations, may
lead to different theme development due to the divergent influences on people’s lives stemming
from geographic location. Accordingly, geographic location will require consideration if
replicating this study. Consideration should also be given to the use of purposive sampling and
voluntary study participation. While it was essential to recruit people with T2DM to discuss
the self-management challenges associated with SDoH, and voluntary study participation is
necessary, the life circumstances of participants may have influenced their choice to participate
and, thus, the findings. Finally, only half (n=15) of the participants were contactable for
member checking; however, those who provided feedback confirmed the correctness of the

findings.
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5.2.4.2 Conclusion

People living with T2DM often have poor SDoH.! A socio-ecological model of health
considers the multilayered and intertwined influence of culture, socioeconomics, environment,
living and working conditions, and social and community networks on an individual’s
lifestyle.!® Using a socio-ecological view of health to incorporate SDoH into the individual
care of people with T2DM could provide insight into SDoH-related barriers to
self-management and guide a person-centred approach to individual care. Following
comprehensive identification of SDoH-related barriers, coinciding support based on a
socio-ecological model of health could be arranged. Ultimately then, improved

self-management of T2DM may be achieved.
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5.4 Implications for practice

In this study, the social circumstances of people with T2DM undoubtedly influenced their
ability to self-manage the condition. Understanding the social circumstances of people with
T2DM is core to person-centred care.! While it is recommended in clinical care to consider the
social circumstances of people with T2DM," the practice is not formalised and may be
stemmed from a ‘medical model’ view of T2DM care.* The findings of this study reflected
influences on self-management similar to those included in the socio-ecological model of
health (i.e., individual, relationship, community, environmental and societal influences on
health).? Accordingly, an approach to T2DM care that is more reflective of a socio-ecological
model of health may facilitate a more inherent inclusion of SDoH into individual clinical care
for people with T2DM. Changing from a ‘medical model’ thinking about T2DM would not
alter the need for medical management; instead, being guided by the socio-ecological model

would enhance current practices around T2DM clinical care by incorporating people’s SDoH.

5.5 Chapter summary

Chapter 5 included Infographic 5.1 which summarises the study conducted with people who
have T2DM. The chapter also includes Publication 5 (see section 5.2) which reports the

perspectives of people with T2DM on incorporating SDoH into individual clinical care.

Chapter 6 discusses HPs’ perspectives on how SDoH can be incorporated into individual

clinical care for people with T2DM.
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Chapter 6: Health professionals

6.1 Chapter outline

Chapter 6 focuses on how SDoH could be incorporated into the individual clinical care of
people with T2DM from a HP perspective. The chapter begins with Infographic 6.1, which
visually summarises the relevant study. Following that is the publication of this research (see
Section 6.2), which is currently under review by PLOS ONE Journal. Publication 6 is titled
‘Incorporating social determinants of health into individual care—a multidisciplinary
perspective of health professionals who work with people who have type 2 diabetes’. The
implications for practice from the research findings are then discussed. Chapter 6 concludes

with a chapter summary and a brief introduction to Chapter 7.
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Infographic 6.1. Incorporating social determinants of health into clinical care for individuals

with type 2 diabetes—health professionals’ perspectives

INCORPORATING SOCIAL DETERMINANTS OF HEALTH INTO CLINICAL CARE FOR
INDIVIDUALS WITH TYPE 2 DIABETES - HEALTH PROFESSIONAL PERSPECTIVES.

INTRODUCTION g \ AIMS

® Health professionals strive to provide quality, To draw on the perspectives of health

person-centred care for people with type 2 professionals who work with people with

disbetes(). T2DM to identify and explore:

Person-centrad cars is espscially bensficial when !

working with people who liva in disadvantaged - 1. Social determinants of health relatad

situations, with suboptimal social determinants / issues, and their repercussions on

of health(2). people with type 2 diabetes, and the
. ) . - health professionale that work with

Social determinants of health include; income, them.

employment, education, transport, social

support and health care access(2, 3). 2. Howto include socisl dsterminants of

The Commission on Social Determinants of hesldi\el r:vtomu;‘waslec:;r;:eé :?b:;s

Health provides guidance on how to address
social determinants at broad population and
community levels(4).

Guidance on incorporating social determinants
of health at an individual, clinical level is limited.
Especially for type 2 diabetes(5).

RESULTS

~<~E ) n
[LJ{?‘; 44 INTERVIEWS + Q‘Q_‘% 2 FOCUS GROUPS = @ 51 HEALTH PROFESSIONALS

endocrinologists, general practitioners, a medical registrar, a public health physician, an enrolled
nurss, a practice manager, diabstes educators, distitians, podiatrists, clinical exercize
physiologists, physiotherapists, psychologists, zocial workers, occupational therapists, a spsech
pathologist, nurse practitioners and nurse navigators.

LIMITATIONS Incorporating secal determinants of health into dinical care for individuals with type 2 diabetes;

o Onlyrep \tative of diabete e could enhance person-centred cars.
zervices in North Queensland, e could increase health professional self-worth when social determinant related barriers to
Augstralia. self-management are surmounted.

. M’m:é’nel consideration of models of ® requires respect of privacy, truzt, rapport, communication skills and type 2 disbetes knovdedge.
heslth cars.

® should be ongoing, and the identified barriers should be actioned.

. uires management support, guiding policies and procedures, validated tools, team
CONCLUSION :‘grrpions, t:gmwork, ongoinggeuduca%ion and training, and adequate resources.

Incorporating social determinants
of hefalth intolint:z-i:ual, cl;nical
care for e e
diabetesp::ur;d improtvyg
self-management and enhance
patient-centred care.

Note. T2DM = type 2 diabetes mellitus. Created by ROUNDHOUSE The Creative Agency.
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6.2 Publication 6: Incorporating social determinants of health into

individual care—a multidisciplinary perspective of health professionals who

work with people who have type 2 diabetes.

Overview of Publication 6

In Publication 6, a multidisciplinary cohort of HPs provide insights into how SDoH could
be incorporated into individual clinical care for people with T2DM. The publication details
the study’s aims, methods, results and limitations. A discernible impact of social
determinants on an individual’s diabetes self-management was reported, and the need for
SDoH to be incorporated into an individual’s care was asserted. If SDoH are to be
successfully and sustainably incorporated into individual care for people with T2DM, a
dedicated team member responsible for assessing and addressing an individual’s SDoH is
required. However, this team member must also have a thorough understanding of T2DM.
In addition, the necessity of client privacy, trust and rapport is postulated. Successful
incorporation of SDoH also requires a whole-of-team approach, appropriate tools and
resources, education and training, guiding policies and procedures, and management
support. Incorporating SDoH into individual care for people with T2DM could improve self-

management capacity and enhance person-centred care.
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6.2.1 Abstract

Social determinants of health (SDoH) and type 2 diabetes mellitus (T2DM) are interrelated. The
prevalence of T2DM is increased amongst those with suboptimal SDoH. Poor SDoH can also
negatively impact T2DM self-management. Social determinants of health are mostly considered at
population and community levels, rather than individually or clinically. This qualitative study
combines the perspectives of a multidisciplinary cohort of health professionals to identify and
explore the impact of social determinants on self-management, and ways they could be
incorporated into individual clinical care. Purposively selected participants chose to partake in an
in-depth, semi-structured, one-on-one interview or focus group. Data were analysed, and themes
identified using a combination of deductive and inductive thematic analysis. Fifty-one health
professionals volunteered for the study. Two small focus groups (n=3 and n=4) and 44 one-on-one
interviews were conducted. The identified themes were: 1) Support for incorporating SDoH into
T2DM care, 2) Effect of SDoH on T2DM self-management, 3) Identifying and addressing social
need, 4) Requirements for incorporating SDoH into T2DM individual clinical care. Health
professionals reported that poor social determinants negatively affect an individual’s ability to self
manage their T2DM. Person-centred care could be enhanced, and people with T2DM may be more
likely to achieve self-management goals if SDoH were included in individual clinical care. To
achieve successful and sustained self-management for people with T2DM, health professionals
require a thorough understanding of T2DM and the effect of social determinants, respect for client
privacy, client trust and rapport, effective communication skills, validated tools for assessing
SDoH, team/SDoH champions, teamwork, ongoing education and training, adequate resources,
guiding policies and procedures, and management support. Incorporating SDoH into individual,
clinical care for people with T2DM was strongly supported by health professionals. If embraced,
this addition to care for individuals with T2DM could improve self-management capacity and

enhance person-centred care.
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6.2.2 Introduction

Health professionals (HPs) strive to provide quality, person-centred care for people with
diabetes.! Person-centred care is especially beneficial when working with people who live in
disadvantaged situations. Socially disadvantaged people have a higher prevalence of T2DM,
and face more barriers when self-managing their diabetes.”* Social disadvantage is an
accumulation of suboptimal SDoH which include income, employment, housing, education

and health literacy, transport, social support and access to healthcare.>>

SDoH are typically addressed at a population level and aim to achieve sustained health equity,
social justice and generational improvement of people’s lives.%%” Momentum towards this was
strengthened following the Commission on Social Determinants of Health’s (CSDH) report.”
The commission’s overarching principles guide action on SDoH at global, national and local
levels. Upstream, population approaches directed at political, societal and economic
improvement are the foundation of the CSDH’s purpose of lasting health equity and social

justice.>"®

Advocacy and action towards health equity and social justice is progressing; however, until
permanent improvement of people’s lives is achieved, a substantial proportion of the
population will continue to live in socially disadvantaged situations, with poor SDoH. As a

consequence, their ability to manage chronic conditions, such as T2DM, is impeded.

Similar to the clear evidence base supporting action on SDoH,>%’ the association between
SDoH and T2DM is well established.**!! While assessing and addressing non-clinical issues
such as SDoH is not the major focus in clinical T2DM settings, the necessity to do so is
emphasised by the entwinement of socioeconomic factors and overall health.>”-!? To date, clear
guidance on how to include SDoH into individual clinical healthcare is scarce. This may stem

from a shortfall in supportive policies and organisational guidance for taking action on SDoH
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in healthcare settings.'> However, international momentum towards screening and addressing
SDoH issues on an individual level in clinical healthcare settings has begun.'*?* These
approaches could provide helpful guidance for the incorporation of SDoH into the clinical

management of T2DM.

Once contextualised to specific regions, diabetes services could embed SDoH as part of usual
clinical care for individuals with T2DM. The integration of SDoH into T2DM clinical practice
could provide health professionals with insight into their client’s life circumstances and broader
SDoH-related barriers to T2DM self-management. Thoroughly understanding an individual’s
SDoH and their impact on self-management may assist HPs to deliver a more comprehensive
person-centred intervention! and lead to greater improvement in health outcomes for their

clients.

The current study combined viewpoints from a multidisciplinary range of health professions
involved in diabetes care. The aims were to investigate how SDoH affects T2DM
self-management and ways to incorporate SDoH issues into individual clinical care. The
findings will contribute to the body of evidence supporting the affliction of suboptimal SDoH
on T2DM.?!' Furthermore, they will inaugurate momentum towards incorporating SDoH into

the usual clinical care of people with T2DM.

6.2.3 Methods

This qualitative study used an exploratory, descriptive approach.?? The intent was to increase
understanding of how SDoH affects the self-management ability of people with T2DM, and
the relevance for HPs who work with them. The qualitative design also enabled HP experience
and insight to inform how SDoH could be incorporated into usual clinical care for people with

T2DM.
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6.2.3.1 Research aims
The aims of the study were to draw on the perspectives of HPs who work with people with

T2DM to

1. identify and explore SDoH-related issues and their repercussions on people with
T2DM and the HPs that work with them
2. identify and explore how to include SDoH into usual clinical care for people who have

T2DM.

6.2.3.2 Situating the researcher

The primary researcher (AF) is a dietitian and diabetes educator. She has provided diabetes
care throughout rural, remote and regional North Queensland, Australia (NQ) for over 18 years.
This experience has provided exposure to the SDoH challenges people with T2DM can endure
and has motivated her to investigate the topic reported in this paper. A reflexive mindset was
adopted to ensure self-reflection and self-awareness of personal context, and experiences were

considered during all stages of the research.’

6.2.3.3 Setting

Health professionals who work with people who have T2DM from five health services in NQ
participated in the study. Three were government services, one was a not-for-profit
organisation, and one was a fee-for-service provider. These health services provided both
community centre-based and outreach diabetes care to rural, remote and regional communities

across the NQ region.

6.2.3.4 Participant recruitment
Employees from the five NQ diabetes service providers were purposively selected. Purposive

sampling assured a sample reflecting the wide range of HPs involved in diabetes care were
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recruited.”? AF commenced recruitment by conducting face-to-face introductory meetings with
managers at each diabetes service. A detailed explanation of the research project and
information sheets were provided. Management briefed their staff about the study, provided
information sheets and invited voluntary participation. Upon volunteering, suitable dates and
times for study involvement were negotiated between AF, the staff member and their manager.
To achieve sample heterogeneity, AF maintained regular communication with managers via
phone, email and face-to-face meetings to encourage recruitment activities until all disciplines

involved in T2DM care were represented.

6.2.3.5 Data collection

Participants chose to take part in either an in-depth, semi-structured, one-on-one interview or
focus group. AF conducted all interviews and focus groups to maximise consistency between
the two data collection methods. Using an informal and conversational style and meeting rooms
rather than clinic settings added to a relaxed and comfortable environment for study
participants. Demographic information, profession and years of experience were captured
using a written questionnaire prior to each interview/focus group. AF and the second researcher
(SD) developed the interview guide, which was informed by a literature review on the topic.>*
A third researcher (FB) reviewed the interview guide for participant suitability and research
question adherence, with no major changes suggested. Open-ended questioning elicited
understanding of SDoH in relation to T2DM, and insights on how SDoH could be incorporated
into clinical care. The interview/focus group questions were piloted with two credentialled
diabetes educators. Data saturation was inferred when no new responses from HPs emerged.
Interviews and focus groups were audio-recorded, and informed consent was gained

immediately before commencement of each interview/focus group.
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6.2.3.6 Data analysis

Data analysis was guided by Braun and Clarke’s six steps for thematic analysis.?>?¢ All audio
recordings were transcribed and then reviewed manually by AF. A sample of these transcripts
were reviewed independently by SD, enabling independent theme identification and increased
study rigour. Transcripts were thematically analysed using QSR NVivo v12 (QSR
International; http://www.qsrinternational.com/nvivo) as the data management tool. Deductive
and inductive data analyses were conducted simultaneously.?>” The deductive analysis was
based on a framework of well-known SDoH (see Table 6.1).2 A phenomenological approach

22.26 of working with

to the inductive analyses facilitated deep exploration of HPs’ experiences
people who have T2DM through a SDoH lens and how these insights could be incorporated
into clinical care. Analytical discussions on coding and theme development were conducted
between AF, SD and the fourth researcher (KMR). Member checking involved providing a
detailed explanation of the identified themes to the diabetes service managers via email.
Managers then communicated the themes to study participants and invited feedback. In

addition, two feedback sessions were provided to study participants (n =8 and n = 6). There

were no recommended changes to the identified themes.
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Table 6.1. Social determinants of health framework used for deductive analysis

Social determinants of health
Addiction
Early life

Economic status (income)
Education

Employment

Food security

Healthcare access
Housing

Social exclusion

Social support

Stress

The social gradient

Transport

6.2.3.7 Ethics approval
Ethics approval was granted by the Human Research Ethics Committee of Queensland Health

(HREC/18/QTHS/128) and James Cook University, Australia (H7480).

6.2.4 Results

6.2.4.1 Participant characteristics

Forty-four one-on-one interviews and two small focus groups (n = 3 [dietitians] and » = 4 [one
podiatrist and three registered nurses/credentialled diabetes educators]) were conducted (a total
of 51 participants). Participants included 10 males and 41 females aged between 22 and
64 years (median = 38.5 [interquartile range = 29-50]). Years of diabetes experience ranged
from 0.25 to 40 years (median =8 [interquartile range =4—15]). Participating disciplines

included endocrinologists, general practitioners, a medical registrar, a public health physician,
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an enrolled nurse, a practice manager, diabetes educators, dietitians, podiatrists, clinical
exercise physiologists, physiotherapists, psychologists, social workers, occupational therapists,
a speech pathologist, nurse practitioners and nurse navigators. Participant qualifications
included certificate, diploma, undergraduate and postgraduate levels, with most participants
holding postgraduate qualifications. Table 6.2 displays the participant’s discipline, role and
demographic information. All study participants were non-Indigenous as the perspectives of
Australian Aboriginal and Torres Strait Islander health workers are published in a separate

paper (see Section 4.3).28

Table 6.2. Health professional’s demographic and career information

Factor Number
(N=51)

Demographic Factors

Female 41 (80.0%)
Male 10 (20.0%)
Median years of age (IQR) 38.5 (29-50)
Education level

Postgraduate 34 (67.0%)
Undergraduate 15 (29.0%)
Diploma of nursing 1 (2.0%)
Certificate IV (business) 1 (2.0%)
Experience/discipline

Median years of diabetes experience (IQR) 8 (4-15)
Registered nurse/CDE 9 (17.6%)
Dietitian 7 (13.7%)
Podiatrist 4 (7.8%)
Endocrinologist 3 (5.9%)
General practitioner (clinic specialising in diabetes) 3 (5.9%)
Physiotherapist 3 (5.9%)
Occupational therapist 3 (5.9%)
Registered nurse/nurse navigator 2 (3.9%)
Registered nurse/diabetes educator (not credentialled) 2 (3.9%)
Clinical exercise physiologist 2 (3.9%)
Psychologist 2 (3.9%)
Social worker 2 (3.9%)
Public health physician (specialist diabetes centre) 1 (2.0%)
Medical registrar (specialist diabetes & endocrinology centre) 1 (2.0%)
Nurse practitioner/CDE 1 (2.0%)
Nurse practitioner/nurse navigator/CDE 1 (2.0%)
Clinical nurse consultant/registered nurse/CDE 1 (2.0%)
Endorsed enrolled nurse (specialist diabetes centre) 1 (2.0%)
Dietitian/CDE 1 (2.0%)
Speech pathologist 1 (2.0%)
Practice coordinator (clinic specialising in diabetes) 1 (2.0%)

Note. IQR = interquartile range; CDE = credentialled diabetes educator.

Amanda Louise Frier

186



6.2.4.2 Focus group and interview findings

During data analysis, the issues discussed during the focus groups and the one-on-one
interviews were similar. In addition, the number and size of the focus groups (n =3 and n =4)
were very small. Accordingly, data from the focus groups and interviews were amalgamated,

and themes were identified collectively.

The identified themes were:

1. support for incorporating SDoH into T2DM care
2. effects of SDoH on T2DM self-management
3. 1identifying and addressing social need

4. requirements for incorporating SDoH into T2DM clinical management.

6.2.4.2.1 Support for incorporating social determinants of health into type 2 diabetes
mellitus care

Overwhelmingly, HPs indicated that understanding and incorporating SDoH into clinical care
for people with T2DM would be beneficial to practice and is ultimately necessary for
comprehensive T2DM care. Study participants felt that increased awareness of SDoH-related
self-management barriers would lead to more individualised, achievable and effective

management strategies based on each person’s social circumstances:

So those are the sort of things [SDoH-related barriers], that if we know, what are the
barriers. It makes it easier for us to go ahead and design a treatment that suits the
person ... and I think we’ve got enough in our hands at the moment, the various
medications that we have, we can individualise a treatment and design a treatment that

meets their needs. (HP 2, an endocrinologist)

Amanda Louise Frier 187



Furthermore, many HPs reported a deflated professional self-worth because they were unable
to help people with T2DM achieve their self-management goals because of SDoH-related

barriers:

Sometimes you feel a bit despondent, with, you know. Not with the work you do with
people, I always love to work with people and feel like you can possibly help them in a
positive way, but sometimes I just feel that I can’t really make a big difference because
there’s these things ... [SDoH-related barriers]. (HP 19, a registered nurse/

credentialled diabetes educator)

While the value of incorporating SDoH into the clinical care of T2DM was clear, HPs
expressed privacy-related concerns that may arise when exploring the personal social issues of

people with T2DM. Table 6.3 provides a summary of the privacy concerns raised by HPs.

Table 6.3. Privacy-related issues raised by health professionals

Health professional’s concerns about the privacy of people with T2DM

Invasion of privacy by delving into personal issues

Raising personal and sensitive issues—*hitting nerves’

People with T2DM may choose not to divulge SDoH information due to embarrassment
and pride

Inability of people with T2DM to see the correlation between their SDoH and T2DM self-
management

Potential for people with T2DM to become defensive when raising personal issues

People with T2DM may feel health professionals are being nosy

Note. T2DM = type 2 diabetes mellitus; SDoH = social determinants of health.
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6.2.4.2.2 Effect of the social determinants of health on type 2 diabetes mellitus
self-management

T2DM self-management was unquestionably affected by people’s SDoH. HPs described two
layers of effect. The first was on the personal ability of people with T2DM to achieve
self-management goals. The deductive analysis framework? helped identify that deficits in any
SDoH can create barriers for T2DM self-management. However, the most reported hindrances
to self-management were limited access to suitable transport, financial concerns and minimal
social support. As a result, people with T2DM could not attend diabetes-related appointments,
afford healthy food and medications, or rely on support people to assist with self-management
difficulties. Most notably, HPs felt it was the aggregation of poor SDoH that leads to

suboptimal self-management rather than the result of one single social determinant.

I mean, it’s overcrowding, people haven’t got employment, people haven’t got access
to food ... throw in the gambling, throw in the drugs ... and oh my God, it’s a nightmare
... It’s just an absolute nightmare! (HP 21, a registered nurse/credentialled diabetes

educator)

Figure 6.1 displays examples of the interconnected SDoH circumstances encountered in
practice by HPs. The HPs described these individual SDoH issues as combining and

collectively contributing to suboptimal T2DM self-management.
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Figure 6.1. The combination of social determinants of health contributing to suboptimal

type 2 diabetes mellitus self-management

Low Income

unable to
afford healthy
food,
Poor Education medications or Lack of
low health literacy. transport Transport

poor understanding
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allenges y fridge space for
lack of guidance for a unhealthy coping insulin

strategies and
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adulthood

Sub optimal T2DM self-management

Note. T2DM = type 2 diabetes mellitus. Created by the author.

The second effect was not a direct consequence of an individual’s SDoH; instead, it was related
to health service processes and how these can exacerbate negative SDoH, specifically
healthcare access. The role health services can play in hindering healthcare access was
identified in this study. HPs frequently raised high ‘failure to attend’ (FTA) rates. While a small
number of HPs felt it was purely PWD choice to attend their appointments (or not), most
indicated health services had a responsibility to facilitate access to healthcare to reduce high

FTA rates:

1 think the other thing is those patients would be labelled as FTAs, and they may have
called up and spoken to someone, but because there was limited, I suppose, ability to
put—/[support], around that, they’d be marked as FTA. So, then they’d sort of get

labelled as a patient with FTAs all the time, but that’s actually not the issue, it’s that
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they have actually genuinely tried, or they wouldn’t see the letter in time. (HP 12, a

registered nurse/nurse navigator)

6.2.4.2.3 Identifying and addressing social need
All HPs agreed there were two main aspects to incorporating SDoH into T2DM clinical care.

These were identifying the social needs of PWDs and addressing this identified social need.

6.2.4.2.3.1.  Identifying social need

Participants suggested that SDoH could be assessed using a validated tool. Home visits to
witness living environments were also discussed; however, many HPs aired concerns that home
visits would add time and resources to an already excessive workload. They felt something
quick and easy was required to assure SDoH assessments were part of usual practice, such as

a checklist that identified the issues relevant to each PWD.

Participant consensus confirmed the initial SDoH assessment should be conducted when the
person with T2DM first engages a T2DM service. It was felt that this information would inform

all areas of T2DM care:

So, and on an initial assessment [first T2DM appointment], it’s a valid thing to do, and
it sets the tone for conversation, too, around the client. You know, a more personalised

approach to that person. (HP 9, a nurse practitioner/credentialled diabetes educator)

Timeframes for repeated SDoH assessment varied from three months to two years. Some HPs
commented on the many life events that can occur for people with T2DM and suggested this

be the indicator for reassessment:

If any big issues come up, then it probably needs to be reassessed [SDoH
reassessment], like if they have a marriage breakdown or something. (HP 8, a medical

registrar)
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When determining who should identify social need, HPs described the necessity of rapport,
trust, effective communication and an understanding of T2DM. They concurred that a qualified
HP should be responsible for conducting the SDoH assessment rather than administration or a
community worker. Expanding this concept, HPs with more experience or higher positions
within the T2DM team attested that it was each and every HP’s responsibility because SDoH

is integral to person-centred T2DM care:

At the end of the day, it’s what we should all be doing, but you know from that
person-centred approach, all of the [SDoH] come into that, don’t they! (HP 14, a

registered nurse/credentialled diabetes educator)

6.2.4.2.3.2.  Addressing identified social need

HPs expressed that assurance of improved T2DM outcomes would increase the likelihood that
incorporating SDoH into clinical care would be embraced. They also felt understanding SDoH-
related self-management barriers would only be useful if corrective action could be taken on

the identified issue:

1 think if a patient [person with T2DM] has already had a social assessment. It would

only be of benefit if something is done about it. (HP 3, an endocrinologist)

Substantiating this was unanimity in having a position within the T2DM team solely
responsible for assisting people with T2DM to navigate identified SDoH-related barriers. The
stipulation of being a team member was to assure regular feedback and continuity of care. For
similar reasons, HPs also stressed a need for external referral feedback and lamented its current

shortfall.

As with identifying SDoH-related barriers, trust, rapport, communication and T2DM

understanding were rudimentary to addressing social need. In addition, experience in the social
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arena and strong community networks and relationships were paramount. As such, the two

most prominently suggested HPs were nurse navigators and social workers:

The other thing that was a light in the darkness was nurse navigators. The principle of
that whole thing is identifying the individual’s needs in their life, not their medical need.
So, a lot of work that happens there, by the navigators [nurse navigators], is around
their social, psychological, situation, to get that sorted out, and then they can address

their health care. (HP 1, a public health physician)

1 think social work is in a good place to answer, I guess, a lot of those kinds of practical
questions that lie outside of my scope of knowledge and the kind of connections I have
with the community. Social work has a lot of those things ... Yeah, I think social work’s
important. I think social work, particularly in the practical side of things, of helping
people to access services, and access things, can be, is very valuable, I think. (HP 43,

a psychologist)

When the nurse navigators and social workers in the study described their roles and
responsibilities, congruity with the stated requirements was evident and, therefore, confirmed

their suitability to the role. Furthermore, they agreed with this proposition.

6.2.4.2.4 Requirements for incorporating the social determinants of health into type 2
diabetes mellitus clinical care

For SDoH to be sustainably incorporated into clinical care for people with T2DM, HPs felt
there were some fundamental requisites. Management support, team champions, guiding
policies and procedures, ongoing education and training, teamwork, and adequate resources
(staffing, time, intervention tools and referral follow-up processes) were all described as

facilitators to incorporating SDoH into the clinical care of people with T2DM.
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6.2.5 Discussion

Suboptimal SDoH and T2DM are often mutually inclusive;* however, they are usually
addressed separately, with disparate approaches for mitigating their undesirable health effects.
SDoH are usually considered at a population level and T2DM at an individual clinical level >
This study sought to investigate HP’s perspectives on how SDoH could be incorporated into
the clinical care of individuals with T2DM and to understand the affliction of SDoH on T2DM.

The diverse range of HPs in this study is representative of the multidisciplinary approach to

T2DM care® and, therefore, adds to the study’s credibility.

The findings reflected an interconnection between the coalescence of poor SDoH and
suboptimal T2DM self-management. HPs in the current study expressed a strong desire to
include SDoH into clinical care for people with T2DM. This appeal was bolstered in a recent
pilot study by Neadley et al.*® The pilot study was conducted in a disadvantaged population of
Adelaide, Australia. Study participants (patients) felt collecting SDoH information at an
individual level would benefit both patients and healthcare providers by improving
communication, identifying patient service needs and highlighting previously unrecognised
issues. Furthermore, the authors reported that the patients were comfortable divulging sensitive
information.*® This patient assurance may appease privacy concerns expressed by HPs in the

current study.

Concurrence between patients in the study by Neadley et al.>* and HPs in the current study was
also noted in their equivalent concern for the time constraints of healthcare providers.
Participants in both studies inferred a person dedicated to collecting SDoH-related information
was a possible redress. Patients suggested a researcher’® and HPs felt a team member with

experience in T2DM was required. Though differing in who should collect the information, the
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corresponding perspective of a dedicated role to assist with time management emphasises the

imperative of considering HPs time and workload when incorporating SDoH into clinical care.

The inclusion of an individual dedicated to SDoH-related issues was also identified in a
literature review conducted by Frier et al.>* The review revealed the benefit of community
health workers/community health advisors for addressing SDoH issues.”* Combining the
requisite of extensive T2DM knowledge for this role (suggested by HPs in the current study),
is an important consideration when incorporating SDoH into the clinical care of individuals
with T2DM. Furthermore, a dedicated team member may indicate management commitment
and support and increase the likelihood of appropriate resources and tools to enhance this

approach.

HPs in the current study also felt that any tool used to collect individual SDoH information
should be validated. The social health screening tool used by Neadley et al. was developed with
input from patients and clinicians, who confirmed its appropriateness for use. Though the tool
has been tested in a ‘proof-of-concept study’, it has not been validated, and the authors
recommend further pilot studies to discern efficacy.!*** The SDoH-related issues it is designed
to identify are the same as those experienced by people with T2DM, > so, conceivably, it would
also apply to this cohort. However, if the social health screening tool were applied in a T2DM-

specific community clinical setting, it would require validation.

The consistency between patients and HPs asserts merit for collecting SDoH-related
information at an individual and clinical level. Though the study by Neadley et al.*® did not
exclusively include people with T2DM and was in an inpatient setting, transferability to all
chronic diseases and community clinic settings is easy to conceive. This notion was
corroborated by Kusnoor et al.,*! whose study findings supported the feasibility of collecting

SDoH and behavioural information from individuals in community clinical settings.
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The value of collecting SDoH information from people with T2DM could be enhanced if the
self-management barriers they incite became surmountable. In addition to a team member
being dedicated to collecting SDoH information, HPs in the current study felt the person in this
role could also assist people with T2DM in taking action on the identified SDoH issues.
Andermann®? also advocated this and suggested patient facilitators or navigators could assist
with support service access. The HPs’ suggestion of nurse navigators or social workers
suitability for this role is indeed logical; however, it would depend on the model of care the
health service is operating within. For example, if nurse navigators or social workers did not
work within the team, an alternate team member would be required. Subsequently, all team
members should be trained to ask about SDoH and ensure the identified issues are actioned,
either by referral, connection with appropriate services or other means such as direct support
for the identified SDoH issue.!’? This sentiment also emerged in the current study and
reiterates the importance of a whole-of-team approach that includes a dedicated role to focus

on an individual’s SDoH circumstances.

If people with T2DM were able to achieve their self-management goals, the feelings of
professional ineffectiveness expressed by HPs in the current study could be ameliorated. The
futility and despondence they reported may relate to an inability to respond to SDoH barriers,
as was identified in a study conducted among Australian primary health care services.!* The
authors suggested this may be due to the discrepancies between comprehensive and selective
primary health care.'® Selective primary health care focuses on individuals, behaviour and
disease, whereas comprehensive primary healthcare involves a broader view of health and
considers the underlying disease causes (i.e., SDoH).>* The predicament of low professional
self-worth reported by HPs in the current study may also be underpinned by the conflict

between selective and comprehensive primary healthcare. The services they work within are
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oriented towards a selective approach; however, addressing SDoH issues requires a more

comprehensive course of action.*?

T2DM management is usually centred around biomedical and behavioural interventions,’

which is converse to the comprehensive primary healthcare approach required for SDoH
resolve** Extending the biomedical view of T2DM care by incorporating SDoH into the
individual clinical management for people with T2DM may lean towards selective primary
health care; however, acknowledging and acting on the influence of SDoH in clinical settings
is an additional step towards addressing the impedance adverse social circumstances can have
on optimal health. Importantly though, it should not be intended to replace a comprehensive

approach to primary health care.

The focus of this study was on the SDoH of individuals in clinical settings and how SDoH
influence the self-management of T2DM. However, there was also the incidental emergence
of health provider processes compounding SDoH-related barriers for people with T2DM. In
this case, healthcare access was allegedly inhibited because of ineffective appointment-making
processes that resulted in high FTA rates. Access to healthcare is a well-known SDoH* and is
often accounted for in health equity initiatives.>>-” The majority of effort towards improving
healthcare access pivots around reducing barriers such as lack of transport, affordability and
distance from healthcare with little, if any, focus on the barriers health services themselves
create.’” Therefore, if incorporating the SDoH of individuals with T2DM into clinical care is

to be optimised, additional consideration of institutional barriers is fundamental.

6.2.5.1 Limitations
This study was conducted in rural, remote and regional communities throughout NQ, Australia,
and, therefore, may not be representative of other T2DM services within Australia or

internationally. In addition, participants in the current study worked under varying health
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service delivery models (i.e., centre-based and outreach services). Though all HPs conveyed
comparable views about the influence of SDoH on T2DM self-management and how to
incorporate them into individual care, this perspective may not necessarily be true for every
health service delivery model. If contextualising an approach that includes SDoH in the clinical
care of individuals with T2DM, the model of health care delivery and the region in which it is
applied would need to be considered. Lastly, the viewpoints of pharmacists (who also work
with people who have T2DM) were not captured due to their employment being outside the
boundaries of ethics requirements. Given the overall consensus of the relatively large
multidisciplinary sample in this study, it is likely that pharmacists’ perspectives would be

consistent with the reported findings.

6.2.6 Conclusions

A multidisciplinary cohort of HPs who work with people who have T2DM in NQ, Australia,
provided insight into how SDoH could be incorporated into individual clinical care for people
with T2DM. There was strong acknowledgement of the influence SDoH can have on T2DM
self-management and ensuing support for this novel approach to T2DM care. The study
revealed that successful and sustainable implementation requires management support and a
team member dedicated to this role. In addition, formally incorporating SDoH into the clinical
care of individuals with T2DM would require validated tools that support the collection of
appropriate information and subsequent action on the identified SDoH-related barriers to
T2DM self-management. The findings of this study suggest that collecting SDoH information
and appropriately intervening to assist people with T2DM to surmount the barriers they impose

would contribute to the person-centred care required for optimal T2DM self-management. !
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6.4 Implications for practice

Publication 6 demonstrated that HPs recognise the imperative of incorporating SDoH into
individual care for the health outcomes of people with T2DM to be improved. However, the
comprehensive incorporation of SDoH into individual care requires a paradigm shift so that
health service organisations can enable and support the broader view of healthcare that is
required. If SDoH are to be incorporated into individual care for people with T2DM, healthcare
delivery should move away from the traditional biomedical view of T2DM, which focuses on
the disease and individual responsibility. Instead, a model that acknowledges the broader
influences on an individual’s ability to self-manage their health could facilitate the
incorporation of SDoH into an individual’s T2DM care. An example of such a model is the
socio-ecological model of health, which recognises the individual but also their relationships
with others, the features of the community and society in which they live, and the influence of
the wider environment on their health.!* For the socio-ecological model or similar health
models to influence health care delivery and enable the incorporation of SDoH into individual
care, endorsement and leadership from upper management are required. Subsequently, the
successful inauguration of incorporating SDoH into care for individuals with T2DM may well
pivot on management patronage. If this is achieved, developing policies, procedures, tools and
modifications to service delivery could progress the possibility and sustainability of this

approach.
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6.5 Chapter summary

Chapter 6 included Infographic 6.1, which summarises the study conducted with HPs who work
with people who have T2DM, and the associated publication (Publication 6, see Section 6.2).
This publication provided HPs’ perspectives on how SDoH could be incorporated into the

individual care of people who have T2DM.

Chapter 7 presents Phase 3 of the K2 AF-based research design and synthesises the findings of
the literature review and the studies with Indigenous Australians, non-Indigenous people who

have T2DM and HPs.
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Chapter 7: Knowledge to Action Framework:

‘synthesis’

7.1 Chapter outline

Chapter 7 presents the ‘synthesis’ component of the K2AF, which is Phase 3 of the research
design. A visual representation of the ‘synthesis’ phase is provided in Infographic 7.1. An
overview of the K2AF ‘synthesis’ and how it has been assimilated into the research design is
then provided. This is followed by summaries of the literature review and the three studies
reported in Chapters 3 to 6. The findings of each study are then categorised into three ‘levels’
in which SDoH could be incorporated into individual care for people with T2DM (clinical
intervention, practice and community). The implications for practice of this synthesis are then

discussed. Chapter 7 closes with a summary of the content and an introduction to Chapter 8.
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Infographic 7.1. Knowledge to Action Framework research design: ‘synthesis’
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7.2 Knowledge to Action Framework: ‘synthesis’ of the research

findings

According to the K2AF, ‘synthesis’ involves drawing together the individual components of
the ‘knowledge inquiry’ to determine the collective findings and is part of tailoring the
knowledge to its intended context.! In this instance, the literature review findings and the
perspectives of Indigenous and non-Indigenous people with T2DM and the HPs who work with

them are integrated to form the ‘synthesis’ component of the K2AF.

An innovative approach that incorporates SDoH into individual care was identified while
reviewing the literature and is reported in the associated publication* (see Chapter 3). The
CLEAR Collaboration developed this approach. The CLEAR Collaboration is based at McGill
University in Montreal, Canada, and was formed by an international group of researchers and
policymakers in 2010. They aim to increase understanding of how clinical health workers can
address the social causes of poor health, create the associated practice tools for supporting

disadvantaged people and promote action on the SDoH at a local level.’

The CLEAR Collaboration approach suggests including SDoH in individual clinical care at
three levels: patient, practice and community.’ The CLEAR Collaboration approach has been
modified slightly in this thesis. That is, the ‘patient’ level has been renamed to ‘clinical
intervention’ level (justified in section 7.3.4). The three levels of care are then used to

demonstrate how SDoH can be incorporated into individual care for people with T2DM.

Sections 7.3 to 7.6 summarise the literature review and the studies conducted with Indigenous
Australians, non-Indigenous people with T2DM and HPs. Note that some portions of these
summaries are only included as dot points because the full details of the studies are provided

in the relevant chapters (Chapters 3 to 6). The findings of each are then collated and integrated
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into the clinical intervention, practice and community levels of T2DM care. This integration

represents the ‘synthesis’ component of the K2AF-based research design.

7.3 Summary of literature review

7.3.1 Aim of the literature review

The literature review (see Chapter 3) aimed to explore the methods and strategies used in

clinical settings to identify and address the SDoH of individuals with T2DM.
7.3.2 General findings of the literature review
The literature review found that:

= there was confirmation of the relationship between SDoH and T2DM and a strong
acknowledgement of the need to incorporate SDoH into the clinical care of individuals

with T2DM

= global momentum has begun to include SDoH in individual clinical care, but there is

minimal literature specific to T2DM

= formal guidance on how to identify or address the SDoH-related self-management
barriers of individuals with T2DM in clinical care was indeterminable from the

reviewed literature.
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7.3.3 Identifying and addressing the social determinants of health-related

barriers to type 2 diabetes mellitus self-management

The literature review found that:

* when identifying SDoH-related T2DM self-management barriers, well-known SDoH
should be assessed, but it is more useful to consider them in a way that is relative to the

individual and if that individual perceives the SDoH issue as a self-management barrier

= health literacy is important to consider when assessing an individual’s SDoH and when

supporting them to address the identified issue

= ateam member specifically dedicated to identifying and addressing the SDoH-related
needs of individuals with T2DM will help ensure SDoH are thoroughly incorporated

into clinical care

* limited strategies to ‘address’ the identified SDoH-related barriers to T2DM self

management were identified.

7.3.4 Incorporating social determinants of health

The CLEAR Collaboration approach suggests that SDoH can be incorporated at the:

= patient (clinical intervention) level

o0 for this thesis, ‘patient level’ is replaced with ‘clinical intervention level’, which
is more reflective of the language used by HPs in the relevant study (see Chapter
6); therefore, SDoH can be incorporated into the ‘clinical interventions’ of all

disciplines that provide T2DM care
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= practice level

0 apractice that provides a service to people with T2DM could incorporate SDoH

=  community level

0 the community in which a health service is delivered could provide the services

required to address people’s SDoH-related barriers.

7.4 Summary of Indigenous Australian study

7.4.1 Aim of the study

The study in Chapter 4 (see Section 4.3) aimed to combine the perspectives of Indigenous
people with T2DM and IHWs to identify SDoH-related barriers and facilitators to managing
T2DM and identify strategies to include SDoH into the usual clinical care for Indigenous

Australians with T2DM.

7.4.2 General findings of the study

This study found that the Indigenous Australians in the study considered SDoH as an innate

part of their holistic view of health.
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7.4.3 Identifying and addressing social determinants of health-related

barriers to type 2 diabetes mellitus self-management

The study found that:

person-centred care is central to identifying and addressing SDoH-related barriers

when working with Indigenous people who have T2DM, the involvement of an IHW is
essential to assist with barrier identification and when taking action on the identified

SDoH-related barriers

culturally safe environments are required to ensure holistic and comprehensive care for

Indigenous Australians with T2DM

Indigenous Australians with T2DM must be involved in identifying and addressing the

SDoH barriers relevant to them.

7.4.4 Incorporation of social determinants of health

The study found that:

Indigenous Australians require culturally responsive service delivery for culturally

appropriate incorporation of SDoH

it is important to maintain ongoing flexibility in service delivery to accommodate the

many SDoH-related competing priorities experienced by Indigenous Australians

high-quality and regular cultural awareness training for non-Indigenous HPs is required
to enhance cultural competence and build the capacity to work alongside Indigenous

Australians
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= support services within the community are required to assist Indigenous Australians in

addressing SDoH.

7.5 Summary of non-Indigenous people with type 2 diabetes

mellitus study

7.5.1 Aim of the study

The study in Chapter 5 (see section 5.2) aimed to draw on the perspectives of people who have
T2DM to explore SDoH-related self-management barriers and facilitators and identify and

explore how to include SDoH into the usual care for individuals who have T2DM.

7.5.2 General findings of the study

This study suggested that a socio-ecological view of health may be useful when incorporating

SDoH into the clinical care of individuals with T2DM.

7.5.3 Identifying and addressing social determinants of health-related

barriers to type 2 diabetes mellitus self-management

The study found that:

= well-recognised SDoH need to be considered when identifying SDoH-related barriers

to T2DM self-management

* an individual’s competing priorities, mental health, understanding of T2DM and

feelings about living with T2DM are important

= supports for addressing SDoH issues should include HP support, community support,

financial support, personal support and self-management support
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= person-centred care is central to identifying and addressing SDoH-related barriers.

7.5.4 Incorporating social determinants of health

SDoH could be inherently incorporated into T2DM care if service provision fostered a socio-

ecological view of health.

7.6 Summary of health professionals study

7.6.1 Aim of the study

The study in Chapter 6 (see section 6.2) aimed to draw on HPs’ perspectives to identify and
explore SDoH-related issues and their repercussions for people with T2DM and the HPs that
work with them. It also aimed to identify and explore how to include SDoH into usual clinical

care for people who have T2DM.

7.6.2 General findings of the study

This study found that:

= there was confirmation of the interconnection between poor SDoH and suboptimal

T2DM self-management

= HPs strongly supported the notion of incorporating SDoH into the clinical care of

individuals with T2DM

= incorporating SDoH into care for people with T2DM could enhance a person-centred

approach to diabetes care

= HPs’ self-worth could also be improved by assisting people with T2DM to surmount

SDoH-related barriers to self-management
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= services providing T2DM care must ensure they themselves do not impose barriers

related to SDoH (i.e., healthcare access).

7.6.3 Identifying and addressing the social determinants of health-related

barriers to type 2 diabetes mellitus self-management

The study found that identifying and addressing SDoH barriers to T2DM requires:
= the availability and use of validated assessment tools to assess an individual’s SDoH

and identify the barriers they impose

= the capability within the healthcare team (adequate staff and time resources) to address

the identified SDoH issues

= SDoH clinical intervention guides that assist HPs to ensure SDoH are considered all

throughout a person’s T2DM care

= effective communication between HPs and people with T2DM

= trust and rapport between HPs and people with T2DM to allow non-confrontational and
safe disclosure of personal and possibly sensitive SDoH issues that may not necessarily

be identified in usual individual clinical care

= that the team member designated to address the identified SDoH issues has
comprehensive T2DM knowledge to understand how the SDoH issue could affect

T2DM self-management.
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7.6.4 Incorporating the social determinants of health

The study found that:

= organisational commitment and leadership with management that supports the

incorporation of SDoH into T2DM care are essential

= guiding policies and procedures supporting the incorporation of SDoH into T2DM care

are required

= all members of the T2DM care team should be involved to ensure individuals’ SDoH
are considered at all points of interaction with the T2DM team; however, the team
should also include a staff member dedicated to ensuring SDoH are thoroughly assessed

and addressed as part of their usual T2DM care (e.g., a nurse navigator or social worker)

= comprehensive and sustainable incorporation of SDoH into individual care of people
with T2DM requires supportive and ongoing education and training for all team

members on SDoH and how they affect T2DM self-management.
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7.7 Synthesising the research findings into the clinical
intervention, practice and community levels of type 2 diabetes

mellitus care

The subjectivity of the ‘synthesis’ approach described in this section would typically be
reduced by the iterative process of the K2AF, which requires the relevant stakeholders to
inform the ‘synthesis’ process.! It is beyond the scope of this thesis to gain further stakeholder
input. Nonetheless, it is necessary to demonstrate adherence and fidelity to the entire K2AF

Process.

The next step in the ‘synthesis’ involves integrating the findings from Sections 7.3 to 7.6 into
three levels of T2DM care (clinical intervention level, practice level and community level). All
findings were critically considered and allocated to the appropriate level of T2DM care.
Although further stakeholder input is beyond the scope of this thesis, the necessity of
stakeholder input is acknowledged, and relevant considerations are made in Chapter 9, which

comprises Phase 5 of the research design.

7.7.1 Clinical intervention level

Numerous enablers for incorporating SDoH into individual care for people with T2DM at the
clinical intervention level have been identified in this thesis. HPs felt a validated ‘individual
SDoH assessment tool’ is required to help identify SDoH-related self-management barriers.
The literature review (see Chapter 3) suggested that the identified SDoH-related barriers to
T2DM self-management should be relevant to each individual.* For example, a well known
SDoH, transport, may not necessarily be problematic for everyone because it depends on an
individual’s circumstances and their ability to access suitable transport. The individual

relevance of SDoH-related self-management barriers could be included when devising an
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individual SDoH assessment tool for people with T2DM. Relatedly, HPs also called for tools

that support their clinical interventions to incorporate SDoH into T2DM care.

Discussing social circumstances during discipline-specific interventions may uncover personal

and sensitive issues. Consequently, HPs emphasised the importance of rapport, trust and

effective communication to encourage an environment of comfort, privacy and safety. These

characteristics are pivotal to person-centred T2DM care,® which was identified as central to

incorporating SDoH into individual care for people with T2DM.

Numerous applications of a person-centred approach were revealed as necessary for

incorporating SDoH into individual care for people with T2DM:

The Indigenous Australians in this study (see Chapter 4) expressed a need for cultural
responsiveness, cultural safety and the ability to consider cultural requirements
essential to incorporating SDoH into individual care for Indigenous people with

T2DM.°

People with T2DM (Indigenous and non-Indigenous) discussed various competing
priorities in their lives; consequently, a person-centred approach to T2DM care requires

the flexibility to consider these issues even if not directly T2DM-related.

Poor mental health and negative feelings about living with T2DM were identified as
barriers to self-management; while not usually considered SDoH, their hindrance to

self management warrants consideration in T2DM clinical interventions.

The delivery of T2DM education should be individually targeted and delivered in a
manner that considers culture and cultural requirements, health literacy and client

understanding.
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= T2DM interventions require an understanding of each individual’s support mechanisms

so the identified SDoH issues may be more readily addressed.

Finally, after identifying SDoH-related self-management barriers, HPs expressed the
requirement to address the identified barriers so people with T2DM can achieve their self-
management goals. Note that the capability of T2DM teams to address the identified SDoH
related barriers to T2DM self-management has been allocated to the practice level to increase

the sustainability of this approach (see Section 7.7.2).

7.7.2 Practice level

HPs believe incorporating SDoH into individual clinical T2DM care at a practice level requires
an overarching organisational commitment with supportive management and leadership. With
organisational, management and leadership actuation, the necessary policies and procedures
could be developed and integrated into T2DM care service delivery. Supportive policies and
procedures would also ensure that individual SDoH assessment tools, associated intervention
tools and staff education and training are available to enhance and support T2DM care.
Furthermore, the HPs felt a person-centred philosophy should underlie all aspects of care

provision.

In addition to this foundation, HPs proposed a whole-of-team approach. They articulated that
this team should include a team member (with comprehensive T2DM knowledge) dedicated to
ensuring SDoH are incorporated into all aspects of T2DM care (i.e., an ‘SDoH champion’).
For example, a nurse navigator or social worker with expertise or training in T2DM may have
appropriate skills for this role. However, the most suitable discipline/team member would be
specific to each T2DM service and may depend on staffing capacity. The SDoH champion
could also be responsible for building community relationships, understanding community

dynamics and facilitating action on the identified SDoH issues (see Section 7.7.3).
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Furthermore, all team members, including administration, clinical and reception staff, should
be actively involved in ensuring an individual’s SDoH are thoroughly considered and
incorporated into all points of their interactions with a T2DM practice. Incorporating SDoH
into all interaction points of T2DM care delivery would enable and bolster the person-centred

approach required at the clinical intervention level (see Section 7.7.1).

7.7.3 Community level

Access to, and working relationships with community services are required if SDoH are to be
comprehensively incorporated into a T2DM practice, especially if the identified SDoH issues
are to be addressed. The SDoH champion (see Section 7.7.2) could be central to discerning
how these services and broader supports may allay SDoH-related self-management barriers.
Consequently, in addition to T2DM knowledge, the SDoH champion on the T2DM team would
require a comprehensive awareness and understanding of community support not necessarily
related to T2DM (e.g., financial support, housing support, transport, counselling and other
support agencies [government and non-government]). Furthermore, the SDoH champion
should understand the community dynamics and situations that may affect the SDoH of the
citizens. For example, a drought affected community may experience flow-on effects on food
supply, employment, income and other related issues. In addition to obvious disruptions to
SDoH factors, these serious concerns are likely to shift priority from T2DM self-management
to livelihood and, sometimes, survival. A shift in priority was described in the findings of the
study with non-Indigenous people with T2DM (see Chapter 5), they indicated that competing

priorities in people’s lives can indeed hinder T2DM self-management.

The success of incorporating SDoH at the community level relies on robust, effective and
sustained partnerships with available community services, including sectors not traditionally

viewed as health-related (as mentioned above). Building and maintaining these relationships
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may entail the ‘SDoH champion’ being involved in community groups and committees, local

government boards and other counsel bodies, etc.

Figure 7.1 provides a visual representation of the ‘synthesis’. The findings from the literature
review and the three studies (Indigenous Australians, non-Indigenous people with T2DM, and
health professionals (see Chapters 3 to 6) have been integrated into clinical intervention,

practice and community levels of T2DM care.
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Figure 7.1. Visual representation of the ‘synthesis’

Literature Indigenous
Review Australians

¢S

Non-Indigenous
People with T2DM[\_/ Professionals

it

Note. T2DM = type 2 diabetes mellitus. Created by the author.
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7.8 Implications for practice

The synthesised findings reported in Chapter 7 provide direction on how SDoH can be
incorporated into the individual care of people with T2DM. That is, to recognise and mitigate
the SDoH-related barriers to T2DM self-management, comprehensive understanding and
action on the suboptimal social circumstances in people’s lives is necessary. Therefore, to
enable comprehensive incorporation of SDoH into T2DM care and increase social
accountability, SDoH could be incorporated (1) into T2DM clinical interventions, (2) into
T2DM service delivery practices, and (3) reach beyond the healthcare setting into the

communities in which people live.

7.9 Chapter summary

Chapter 7 has presented Phase 3 of the research design, the ‘synthesis’ component of the K2AF.

Chapter 8 will present Phase 4 of the research design, the ‘products and tools’ component of

the K2AF.
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Chapter 8: Knowledge to Action Framework:

‘products and tools’

8.1 Chapter outline

Chapter 8 presents the ‘products and tools’ component of the K2AF as it applies to the research
in this thesis (Phase 4 of the research design). The chapter begins with Infographic 8.1 which
provides a visual representation of this phase. Three conceptual flow charts represent the
‘products and tools’ based on the ‘knowledge inquiry’ and ‘synthesis’ phases of the K2AF.!3
The flowcharts are in the concept stage only; however, the notion of these flowcharts is to
encourage the consideration and inclusion of SDoH during HP interventions and when
scheduling appointments. Note that complete development of these flow charts is beyond the
scope of this thesis as ongoing stakeholder involvement is required for them to evolve into
workable, contextualised ‘products and tools’.> Lastly, the implications for practice of these
flow charts are discussed. Chapter 8 closes with a summary of the content and an introduction

to Chapter 9.
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Infographic 8.1. Knowledge to Action Framework research design: ‘products and tools’
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8.2 Knowledge-based ‘products and tools’

The final step in the Knowledge Creation phase of the K2AF is ‘products and tools’. This
component involves further tailoring the acquired knowledge to be specific to the context in
which it will be applied. Knowledge-based ‘products and tools’ are an essential part of the
K2AF and involves utilising the outcomes of the ‘knowledge inquiry’ and ‘synthesis’ phases
of the K2AF to devise workable, contextually relevant ‘products and tools’.!® Fidelity to the
K2AF also requires stakeholder involvement when developing contextually relevant ‘products

and tools’.?

As per the K2AF-based research design, the literature review and study findings (see Chapters
3 to 6) informed the ‘products and tools’ reported in this thesis. Most notably, the literature
review (see Chapter 3) did not identify specific guidance on incorporating SDoH into
individual care for people with T2DM. With this deficit in mind, the flowcharts were
conceptualised while conducting interviews with HPs who work with people who have T2DM
(see Chapter 6). The HPs’ collective descriptions of possible strategies to guide practice and
prompt the incorporation of SDoH provided meaningful information that was sufficient for the
flow chart conceptualisation. Subsequently, a feedback session with six HPs was conducted.
Although only described conceptually, the consensus was that the flowcharts would be a
helpful addition to guide the interventions of all disciplines involved in T2DM care and when
scheduling appointments. Participants felt these tools would ensure SDoH-related barriers are
considered. They described the flowcharts as a simple yet effective tool for incorporating
SDoH into individual care for people with T2DM. Additionally, they felt that using the
flowcharts would not increase their current workload. As the study findings reported in Chapter
6 indicated, this aspect of the feedback is important; even though HPs depicted irrefutable value

in including SDoH in individual care, concerns were expressed about a potential increase in
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workload. However, it is important to note that the flowcharts require more extensive

stakeholder consultation and contextualisation before their usefulness can be confirmed.

Figure 8.1 displays a flow chart that is applicable to any discipline and was conceptualised to
guide initial consultations. The flow chart complements person-centred care and is intended to
be used after assessing the individual’s SDoH-related self-management barriers. The intention
is to guide and prompt HPs to confirm the achievability of the care plan and the subsequent
course of action to be taken by the HP so the person with T2DM can act on their care plan and,

ultimately, achieve their self-management goals.
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Figure 8.1. Flow chart to guide the inclusion of the social determinants of health into

initial consultations

Initial care
plan for
person with
T2DM.

(Developed by any
health discipline)

Referral to
appropriate service . —.
professicnal — Actioned! |
\ /
Sendices available N
in the community
b oy

Note. SDoH = social determinants of health; T2DM = type 2 diabetes mellitus. Created by the author.

The flow chart in Figure 8.2 is intended to be used during review consultations. Its purpose is
to gauge whether a person with T2DM has actioned the strategies negotiated in the initial care
plan. If required, it guides the relevant course of action the HP can take to arrange support to
surmount any SDoH-related barriers that may have occurred. Conversely, if the care plan was

successfully implemented, progression with the T2DM intervention may continue.
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Figure 8.2. Flow chart to guide the inclusion of the social determinants of health into

review consultations

Person centred care

Individual SCoH

Review of care Did this person with | e
plan »  T2DM implement
their care plan?
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appropriate service PN
or health {
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\
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- )

Note. SDoH = social determinants of health; T2DM = type 2 diabetes mellitus. Created by the author.

The final flow chart (see Figure 8.3) was designed for reception/administration staff to consider
SDoH when scheduling appointments. The flow chart also extends a person-centred approach.
It involves simply asking the person with T2DM if they are able to attend the appointment.

Then, if any SDoH-related barriers inhibit attendance, the flow chart guides a course of action

Amanda Louise Frier 233



to mitigate them. Considering the SDoH-related barriers when scheduling appointments could
minimise attendance barriers imposed by health services. Of relevance, the study with HPs who
work with people who have T2DM (see Chapter 6) revealed that health services themselves
could inadvertently impose attendance barriers. Therefore, using a tool similar to this may
reduce such barriers.

Figure 8.3. Flow chart to guide the inclusion of the social determinants of health into

appointment scheduling

Scheduling
appointment
for the
perzon with
T2DOM
Y
| Actioned! |
A

Services available in
the commmunity

Note. T2DM = type 2 diabetes mellitus. Created by the author.
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8.3 Implications for practice

The ‘knowledge inquiry’ and ‘synthesis’ components of the K2AF have informed the concept
behind the flowcharts described in Chapter 8 (see Figures 8.1 to 8.3). However, the usability
and effectiveness of these flow charts is not possible to gauge until extensive stakeholder input
is attained. Stakeholder feedback is necessary to ensure the flowcharts are appropriately
contextualised and usable within the relevant T2DM service. The application and usefulness
of the flowcharts will then depend on organisational, management and leadership commitment

to incorporating SDoH into care for individuals with T2DM.

8.4 Chapter summary

Chapter 8 described and presented three ‘concept’ flow charts (see Figures 8.1 to 8.3) to guide
HP interventions and appointment scheduling to assist in incorporating SDoH into individual

care for people with T2DM.

Chapter 9 will outline the final component of the K2AF, the Action Cycle (Phase 5 of the
research design) and describe considerations to be made when applying the thesis findings in

varying contexts and settings (guided by the steps in the Action Cycle).
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Chapter 9: Knowledge to Action Framework:

‘the final phase’

9.1 Chapter outline

Chapter 9 describes the final phase of the K2AF, the Action Cycle (Phase 5 of the research
design). The brief chapter begins with a visual representation of the Action Cycle in
Infographic 9.1. The chapter outlines aspects to consider when applying the findings of this
research in different settings. The purpose of Chapter 9 is to demonstrate complete fidelity to
the K2AF. However, only considerations are made because the full application of the Action

Cycle is beyond the scope of this thesis.
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Infographic 9.1. Knowledge to Action Framework research design: Action Cycle
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9.2 Knowledge to Action Framework: Action Cycle

To utilise the K2AF in its entirety it is necessary to include the steps outlined in the Action
Cycle. The Action Cycle follows the Knowledge Creation component of the K2AF and is
designed to guide the implementation of the recently created knowledge into the chosen

healthcare setting.!*?
The Action Cycle of the K2AF includes the following seven steps:

1. identify problem (determine ‘know/do gap’, identify, review, select knowledge)
2. adapt knowledge to local context

3. assess barriers/facilitators to knowledge use

4. select, tailor, implement interventions

5. monitor knowledge use

6. evaluate outcomes

7. sustain knowledge use.

Each step of the Action Cycle is dynamic and multi-directional, and each step may influence

the other.'

Every step of the K2AF requires stakeholder input (for both the Knowledge Creation and
Action Cycle).!* However, acquiring ongoing stakeholder feedback was beyond the scope of
the research reported in this thesis. Furthermore, the research design (see Chapter 2) did not
include implementing the knowledge acquired from this research. Thus, only considerations
for the implementation/application have been made for the Action Cycle. The considerations
made stem from the study findings and conclusions, the implications for practice of each study
and literature appraisal. Combined consideration of the acquired knowledge is given to the

setting where a T2DM service is situated, people with T2DM, HPs who work with them and

Amanda Louise Frier 239



services available within the community. In this thesis, the term ‘knowledge use’ refers to the
identified strategies and ‘products and tools’ that could be used to help to incorporate SDoH
into individual care for people with T2DM. Please see Chapter 2 for details on the Action Cycle

phase of the K2AF.

9.3 Considerations when applying the research findings

Step 1 of the Action Cycle (identifying the problem) in this instance is the research question
posed in this thesis: how can SDoH be incorporated into individual care for people with T2DM?
Step 2 (adapt knowledge to local context) is where the first considerations begin. If considering
incorporating SDoH into the care of individuals with T2DM, the knowledge created and

identified in this research must then be adapted to suit the setting in which it will be applied.

Possible considerations are as follows:

» the differences and similarities between the chosen application context and where the
research was conducted, for example
O the location/region (e.g., NQ versus the chosen location)
0 how T2DM services are delivered (e.g., centre-based or outreach)
0 the variety of health professions contributing and available to the T2DM service
0 the team dynamics and organisational culture
0 the resources available to the T2DM team
0 the data and client management processes
O the leadership and management support
0 the demographics and cultural background of the people with T2DM

0 the services available within the chosen community
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O the necessary stakeholders within the chosen context
O the support available and accessible to the person with T2DM e.g. family, friends,

community and within society in general

= considering whether adaptations to the created knowledge are necessary, and, if so, how
will these be documented and what processes will be implemented to support the

adaptation.’

When considering how SDoH can be incorporated into the care of individuals with T2DM
within the chosen context, barriers and facilitators to using the acquired knowledge should also
be considered (Step 3, assess barriers/facilitators to knowledge use). The factors identified
when adapting to the chosen setting (e.g., organisational culture and leadership) may be a
barrier or facilitator when adopting knowledge to the chosen context. It is important to consider
their influence® and how this may effect the incorporation of SDoH into individual T2DM care

within the chosen setting.

After the barriers and facilitators to knowledge use have been assessed, Step 4 of the Action
Cycle is possible (select, tailor, implement interventions). This step involves selecting and
tailoring suitable strategies to incorporate SDoH into individual T2DM care within the chosen
setting. This process may involve further literature appraisal, community mapping, concept or
intervention mapping and strategy profiling.? Furthermore, the involvement of the stakeholders
identified in Step 2 of the Action Cycle is imperative when selecting, tailoring and

implementing the chosen strategies, as it is in all aspects of the K2AF.2

The remaining steps (Steps 5 to 7) involve monitoring, evaluating and sustaining knowledge
use.!? Step 5 (assessing knowledge use) may refer to the attitudes and beliefs of the T2DM

team and people with T2DM and adopting the approach to incorporate SDoH into usual

Amanda Louise Frier 241



practice. Step 6 (evaluate outcomes) could involve implementation successes and failures, team
compliance and the effectiveness of the chosen strategies. Step 7 (sustaining knowledge use)
depends on monitoring and evaluation outcomes. The strategies used may need to be modified

to ensure the sustainability of incorporating SDoH into individual care for people with T2DM.3

As mentioned in section 9.2, the seven steps of the Action Cycle do not need to occur
sequentially; the steps may be addressed in a back-and-forth manner; they may also be
considered simultaneously. However, each step must be included, as is the case when applying

the K2AF in its entirety.>>

9.4 Implications for practice

Though the considerations made in Chapter 9 were based on the research reported in this thesis
and the associated literature, they are only a preliminary step to the judicious fulfilment of the
Action Cycle. Applying the ‘acquired knowledge’ (the research findings reported in this thesis
and the associated ‘products and tool’) in earnest requires widespread stakeholder input for

authentic application to the chosen context or setting.

9.5 Chapter summary
Chapter 9 identified the relevant components to consider when applying the research findings

based on the Action Cycle of the K2AF.

Chapter 10 will critically summarise the findings reported in this thesis, provide the final
implications for practice, discuss the strengths and limitations of the research and provide

recommendations and conclusions.
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Chapter 10: Final discussion and recommendations

10.1 Chapter outline

Chapter 10 is the final chapter of this thesis. It begins with a reminder of the research question,
its importance and a brief justification of the research methodology. Subsequently, the key
findings of the three studies reported in this thesis are summarised. This is followed by a
discussion on how the synthesised findings provide insights and directions for incorporating
SDoH into individual care for people with T2DM. The final implications for practice in the
context of people with T2DM, HPs and healthcare services are then discussed. Following that,
the research strengths and limitations, and future directions for research are detailed. Chapter
10 closes with overall conclusions and recommendations for incorporating SDoH into

individual care for people with T2DM.

10.2 The research question and its importance

The increasing prevalence of T2DM combined with the disease’s well-documented
interconnection with SDoH!"” implores a change in care provision for individuals with T2DM.
Incorporating SDoH into individual T2DM care by identifying and addressing the
SDoH-related barriers to self-management may delay or possibly even prevent diabetes-related
complications.*®° Furthermore, if implemented successfully and sustainably, incorporating
SDoH into T2DM care may reduce the long-term preventable burden and health inequities

associated with this prevalent yet avoidable chronic disease.

The research question was: how can SDoH be incorporated into individual care for people with
T2DM? The answers to this question provide preliminary steps towards an innovative approach

to T2DM care.
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The research aimed to:

1. identify and explore the SDoH-related barriers and facilitators to T2DM
self-management

2. identify and explore how to incorporate SDoH into individual care for people with

T2DM.

10.3 Justification of the research methodology

The literature review in this thesis (see Chapter 3) did not reveal any specific research on how
SDoH could be incorporated into the micro level of care for people with T2DM, i.e. at
individual and clinical levels.!? Similarly, no related literature has explored the perspectives of
people with T2DM or the HPs who work with them. Combining the K2AF process, which

t,!12 with the phenomenologically-based, exploratory,

requires continual stakeholder inpu
descriptive approach of this qualitative research '*!'4 enabled lived experiences of people with
T2DM and the HPs that work with them to be acknowledged and integrated when answering

the research question. Consequently, the insights of these stakeholders have delineated

approaches for incorporating SDoH into individual care for people with T2DM.

10.4 Key findings of the three studies

The perspectives of people with T2DM and the HPs who work with them (Indigenous and
non-Indigenous) were drawn together to understand how SDoH could be incorporated into
T2DM care (see Chapters 4 to 6). Though the three studies identified varying considerations
for incorporating SDoH into individual care, their collective findings provided foundational

answers to the research question and identified areas for further research.

The first study reported in this thesis was conducted with Indigenous Australians (see Chapter

4).'> The findings indicated that incorporating SDoH into care for Indigenous people with
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T2DM requires a holistic approach that is centred around cultural responsiveness. The
identified SDoH- and culturally-related issues were; the need for culturally appropriate
education, suitable transport to enable healthcare access, flexibility to accommodate
individually diverse SDoH burdens, varying support mechanisms (T2DM specific and
personal) and community-based support service availability. Finally, those working with
Indigenous people require ongoing cultural education to appreciate and understand Indigenous

Australian culture and its entwinement with SDoH.

In the second study, non-Indigenous people with T2DM (see Chapter 5) described SDoH as a
more ‘external’ influence on T2DM self-management (compared to the Indigenous Australians
consulted in Chapter 4). Study participants confirmed that suboptimal SDoH could indeed
hinder T2DM self-management and that SDoH-related issues often competed for priority with
managing their own health and wellbeing. Though not typically considered SDoH, this study
identified that an individual’s feelings about having T2DM, their mental health status and level
of understanding about T2DM also require acknowledgement in T2DM care. These findings
emphasise the imperative of considering interpersonal, societal and environmental influences'®
on T2DM self-management. Additionally, people with T2DM relied on support provided by
HPs, financial assistance, support within their personal networks and support within the wider
community. Consequently, identifying and utilising these various support mechanisms is also

important when incorporating SDoH into the individual care of people with T2DM.

HPs in the third study (see Chapter 6) concurred with the sentiments portrayed in the above
two studies (see Chapters 4 and 5). They expanded on this agreement by articulating that a
person-centred approach based on client trust, mutual respect and rapport is central to T2DM
care. Furthermore, this study established a clear consensus that the formal incorporation of

SDoH would enhance person-centred care. The HPs stipulated that the success and

Amanda Louise Frier 246



sustainability of this addition to T2DM care would depend on organisational, management and
leadership drive to endorse the required resources, guiding policies and procedures, and
provision of the associated training. HPs also stressed that after identifying an individual’s
SDoH-related self-management barriers, it is necessary to address the identified issues to
surmount their self-management impedance. They suggested a whole-of-team approach,;
however, they felt it was essential to include ‘SDoH champions’ (with advanced T2DM

knowledge) dedicated to ensuring SDoH is incorporated into all aspects of T2DM care.

10.5 Incorporating the social determinants of health into

individual care for people with type 2 diabetes mellitus

The aggregated findings of the above three studies (see Chapters 4 to 6) point towards the
imperative of person-centred care. Best practice person-centred T2DM care involves people
self-managing their condition in the context of their own culture, health beliefs, lifestyle,
personal circumstances, values and preferences. A person-centred approach also involves a
person’s support networks, support people and other support mechanisms.®!”' The influence
of these factors on T2DM self-management was clearly articulated by people with T2DM and
HPs (Indigenous and non-Indigenous). The congruity between the three studies’ findings and
best practice approaches to person-centred care emphasises how diabetes care extends beyond
clinical T2DM outcome measures and requires a person-centred, holistic approach that

includes SDoH.%!71?

Integrating person-centred care within a healthcare team requires leadership commitment to
inspire and effectuate this holistic approach.?’ The necessity of a whole-of-system approach
when incorporating SDoH was also attested by an American coalition of social work
organisations. They instigated a consensus study that considered the integration of social work

and social care into healthcare’'. The identified recommendations revolved around the
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necessity of supportive health delivery systems, workforce preparedness, adequate
infrastructure, sufficient funding and sustainability strategies to facilitate the comprehensive
incorporation of SDoH into healthcare settings.?! The study with HPs (see Chapter 6) revealed
unison with the above concepts, which solidified their call for multi-level leadership actuation
and ongoing support to successfully and sustainably incorporate SDoH into person-centred

T2DM care.

An underpinning of organisational, management and leadership instigation and momentum
would increase the likelihood of developing guiding policies and procedures. Further
stakeholder consultation and collaboration are necessary to determine the required policies and
procedures.!>?2 However, conceivable topics could include practice guidelines that incorporate
SDoH, relevant referral processes, documentation and data management of identified
SDoH-related issues, client consent, SDoH screening frequency and other relevant workplace

procedures that ensure SDoH are incorporated into all levels of T2DM care.

Appraisal of the literature related to the research topic identified three levels of T2DM care in
which SDoH could be incorporated (clinical intervention, practice and community).!%* While
the three levels of T2DM care have been described as separate entities thus far, a person-
centred, whole-of-system approach, where the person with T2DM is at the centre of their own
care, encourages the three levels to overlap. Therefore, combining and synthesising the
literature review and pertinent findings of the three studies in this thesis into clinical
intervention, practice and community levels (see Chapter 7), revealed another requirement for
comprehensively incorporating SDoH. That is, an interconnected and holistic approach to
incorporating SDoH into T2DM care at the clinical intervention, practice and community levels

is necessary. Figure 10.1 provides a visual representation of how SDoH could be incorporated
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into individual care for people with T2DM based on the literature review, aggregated research

findings and the associated literature.

Figure 10.1. The research process, and how social determinants of health could be

incorporated into individual care for people with type 2 diabetes mellitus

Person-centred care

Organisational - Management - Leadership
Actuation and Support

Note. T2DM = type 2 diabetes mellitus. Created by the author.
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Description of Figure 10.1. The initial literature review (see Chapter 3) did not identify any
applicable methods or strategies for incorporating SDoH into individual care for people with
T2DM. The reveal of such gaps and the identified appeal for incorporating SDoH into T2DM
care demonstrates the pertinence of this research. The aggregated perspectives of Indigenous
Australians and non-Indigenous people with T2DM, and HPs (Indigenous and non-Indigenous)
indicated that person-centred care, and organisational, management and leadership actuation
and support are the core requirements for incorporating SDoH into individual care for people
with T2DM. SDoH should be collectively integrated into the clinical intervention, practice and
community levels of T2DM care to increase the likelihood of the success and sustainability of

this approach.

10.6 Final implications for practice

Efforts to incorporate individual SDoH assessments in clinical settings are increasing;
however, many of these approaches do not assess an individual’s collective SDoH, nor do they
determine how suboptimal SDoH directly affect T2DM self-management and the related health
outcomes.?*” Furthermore, prior to this research, there were no known approaches for
incorporating SDoH into clinical T2DM settings or individual care for people with T2DM.
These deficits in research and the lack of specific guidance for incorporating SDoH into T2DM
care at the micro level (individual and clinical levels) provided the opportunity to progress this

innovative approach to T2DM care.

The formal inclusion of SDoH into care for individuals with T2DM could transform clinical
care and client self-management by revealing and addressing previously unidentified
self-management barriers.?” Furthermore, if SDoH-related issues are investigated and dealt

with sensitively, people with T2DM may be gratified by the support and reaped health benefits
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of a holistic view of health that focuses on SDoH, which, incidentally, is necessary for person-

centred diabetes care.!”

Holistic health is a component of the Indigenous Australian belief system.?®* For Indigenous
Australians, holistic health considers physical health as being inseparable from social,
emotional, spiritual and ecological health and wellbeing. This holistic view of health pertains
to the individual but also includes family and the wider community.*° Though the term ‘SDoH’
has a non-Indigenous foundation, social determinants contribute to this holistic view of health

and markedly influence Indigenous health and wellbeing,>*!

and, specific to this topic, the
increased prevalence of T2DM.>3233 Consequently, cultural safety and responsiveness are

paramount for improving Indigenous Australian holistic health and wellbeing, as was identified

as the central theme in the study with Indigenous Australians in this thesis (see Chapter 4).1

A culturally safe and responsive approach to T2DM care includes unending IHW
involvement.'>* Incorporating SDoH into care provision may equip IHWs to embrace and
assert their holistic view of health that innately consider the social as well as cultural influences

on Indigenous Australians’ health and wellbeing.

Incorporating a holistic, culturally responsive service that includes SDoH may be particularly
useful in mainstream healthcare settings. Simultaneous acknowledgement of cultural and social
issues could encourage non-Indigenous HPs to consider the combined, broader influences on
the health of Indigenous Australians and also to consider the different worldviews towards
health and knowledge. The success of this would depend on appropriate education and training
around cultural safety and culturally responsive service delivery.** Subsequently though, the
influence of culture and SDoH could then be placed at the centre of care provision for
Indigenous people and, therefore, better meet the social needs of this population group.

Furthermore, unifying and amalgamating Indigenous and non-Indigenous views of health
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(where culturally appropriate) may enhance the quality of care provided to Indigenous
Australians because embracing a holistic view of health that acknowledges and incorporates

culture and SDoH may augment best practice clinical care.

The AIHW has recognised the influence of poor SDoH on the unnecessarily wide health gap
between Indigenous and non-Indigenous Australians.? If SDoH are formally incorporated into
T2DM care in a culturally responsive and safe manner that facilitates the holistic view of

Indigenous Australian health,!>2%2%33 this health gap may be narrowed.

A broader understanding of the external influences on health is the rationale behind the
socio-ecological model of health. In this model, the role of the individual in their own health
is considered; however, a socio-ecological view of health also includes broader factors such as
community, environmental and societal influences on health.?* To address T2DM from a socio-
ecological standpoint a multisectoral approach is required. This includes sectors not typically
considered to be health, such as education, employment and housing, and may include a range

of community-based services. !¢

Socio-ecological, multisectoral-informed practice in clinical settings would be helpful when
incorporating SDoH into individual care for people with T2DM. The focus on broader issues
that influence health would encourage the utilisation of services other than health (mentioned

above) to assist in addressing the identified SDoH-related self-management barriers.

In conflict with the socio-ecological model of health, current thinking and training on T2DM
care primarily revolves around a medical model.>!® Reorienting a ‘medical model’ view of
health to a ‘socio-ecological’ vantage requires a major paradigm shift with a greater emphasis
on social accountability in clinical settings and a more robust evidence-base to support this

approach.?® Of relevance to this thesis, the evidence deficit is particularly noticeable in T2DM
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clinical settings.!? Therefore, further research and advocacy are required before incorporating
SDoH into individual clinical T2DM care i.e. at a micro level is tangible. Furthermore, prudent
change to a socio-ecological view would require mindfulness not to ‘medicalise’ social care as
the application environment would be in clinical settings which are currently informed by the
‘medical model’. Nonetheless, a change in mindset that approaches health from a broader
socio-ecological perspective®> could augment the incorporation of SDoH into individual

clinical care.

Incorporating SDoH into clinical care could result in an approach to healthcare that reduces
hospitalisations, increases medication adherence, enhances holistic person-centred care and
may also be more cost-effective.?> However, as previously mentioned, there continues to be
limited evidence on how to incorporate SDoH into clinical settings,?* which likely explains the

minimal progress in incorporating SDoH into usual individual care and practice guidelines.

The attitudinal adjustment required for a transition in thinking that reflects a socio-ecological
view of health requires organisational and management drive (as was identified in the study
with HPs, see Chapter 6). Without high-level organisational and management support, the
success and sustainability of incorporating SDoH into individual care for people with T2DM

as part of usual clinical practice may be unlikely.

Presupposing the above impediment was surmounted, for SDoH to become an inherent
inclusion in individual T2DM care, training and education would be required and should begin
in the early stages of a HP’s education.?” The requirement for medical management of T2DM
would not be neglected. Instead, education and ongoing training on incorporating SDoH into
T2DM care would encourage a broader understanding of the factors that influence medical

management of the disease.!®3>3%% Consequently, identifying and addressing the SDoH-
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related issues relevant for each individual and specific to T2DM self-management could

enhance medical and clinical care provision to people with T2DM.

Though this thesis is specific to T2DM, it is easy to draw similarities with the management of

most other lifestyle-related conditions.

For example, medication adherence, dietary
management, physical activity and smoking cessation are central to T2DM care®, they are also
integral to managing many other health conditions.> Moreover, these healthy lifestyle
behaviours are all hindered by suboptimal SDoH.>#37-3® Therefore, the congruity with care and
management of most lifestyle-related health conditions suggests a similar approach could be
adopted when incorporating SDoH into other areas of clinically based individual care (micro
level). Much more research in the relevant settings is required to progress the area; however,
this thesis has contributed to the increasing body of evidence calling for the incorporation of

23,25,39,40

SDoH into clinical and individual levels of care and has provided evidence-based

directions and insights into how this could be achieved.

10.7 Research strengths and limitations, and future directions

An overall strength of the research reported in this thesis is the use of the K2AF to guide the
research design. Using the K2AF as a guide ensured the relevant stakeholders (people with
T2DM and HPs) were represented in all research phases.!!'? Furthermore, stakeholder
representation facilitated the lived experience basis'* of the three studies reported in this thesis
(see Chapters 4 to 6). The relevance of the research findings was likely increased by including
the lived experiences of people with T2DM and the HPs who work with them. Continued
guidance from the K2AF when applying these research findings will incite comprehensive
contextualisation and application to the chosen T2DM healthcare setting, and provide an
evidence-based and workable approach for incorporating SDoH into T2DM care, that includes

end user perspectives (i.e., people with T2DM and the HPs who work with them).
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While stakeholder input informed the research process, a more comprehensive representation
of stakeholder viewpoints could have been achieved. For example, the number of people with
T2DM was comparatively lower than the HPs who work with them and, therefore, may have
under-represented the perspectives of these critical stakeholders. Relatedly, other stakeholders
in the provision of T2DM care may also include the organisations providing the T2DM service,
the communities where the services are provided and, with relevance to SDoH, the services
that are not typically considered health (e.g., transport, housing, education, food providers and
various relevant community organisations). Input from these stakeholders was not obtained in
the current research; however, their roles in an approach to individual T2DM care that
incorporates SDoH are acknowledged. Future research should include these important
stakeholders’ viewpoints. Additionally, a comprehensive assessment or mapping of relevant
stakeholders in the chosen setting should be conducted to identify all relevant stakeholders.
With particular reference to the Indigenous Australian study (see Chapter 4), further
involvement of culturally specific bodies is required (in addition to cultural advisors, mentors
and brokers). For example, community-controlled health organisations and other culturally
specific support agencies and networks are necessary stakeholders in Indigenous health. In
addition, if further research with Indigenous Australians is to be conducted, a co-design
methodological approach is encouraged. This would bring surety of Indigenous leadership and

ownership of the research and enhance cultural appropriateness and safety.

The research in this thesis was conducted in regional, rural and remote NWQ communities.
This region may not be representative of other T2DM services or communities throughout
Queensland, Australia or internationally. However, the possible transferability limitations may
be minimised by using the K2AF to guide future research. The K2AF stipulates
contextualisation to the chosen setting; as such, considerations of the specific settings should

form a part of this contextualisation.
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Also concerning settings, study participants provided or received services from either centre-
based or outreach T2DM services. No delineation was made between these different
approaches to service delivery because the relevance of centre-based or outreach services was
indeterminable from the information gathered in the reported studies. Accordingly, service
delivery models (e.g., centre-based, outreach and telehealth) also require consideration in

future research.

This is the first time an evidence-based investigation into how SDoH could be incorporated
into individual care for people with T2DM has been conducted. The methodology and findings
have provided preliminary steps towards this approach to T2DM care and have paved direction
for future research, particularly (but not essentially) using the K2AF. This thesis focused on
the Knowledge Creation component of the K2AF, which meant it was challenging to maintain
fidelity to the Action Cycle. This thesis only includes considerations for the Action Cycle
because the research scope rendered stakeholder input unattainable for this phase of the K2AF.
However, proper application with stakeholder input that informs the Action Cycle is necessary

to progress in this area of research.

Finally, this research focused on individual clinical care and enhancing social accountability at
the micro level. While this is not a limitation of the research, progression in this area must not
negate the importance of more midstream/meso and upstream/macro approaches directed at
‘improving’ people’s SDoH and therefore achieving a possible consequence of preventing, or

at least reducing the onset of T2DM in the first place.
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10.8 Conclusion

The research question underpinning this thesis was: how can SDoH be incorporated into
individual care for people with T2DM? The research aims were: (1) to identify and explore the
SDoH-related barriers and facilitators to T2DM self-management; and (2) to identify and

explore how to incorporate SDoH into individual care for people with T2DM.

The research findings demonstrated that people with T2DM and the HPs who work with them
perceive that suboptimal SDoH indeed negatively affects T2DM self-management i.e. people’s
social needs. If SDoH were incorporated into individual care, people with T2DM may be more
likely to achieve their self-management goals. The person-centred approach required for
T2DM care could be enhanced if SDoH-related barriers to self-management were more
formally considered and embedded into usual care. With the required support and resources,
SDoH could be incorporated into three levels of T2DM care: (1) the clinical intervention level,
where the direct interaction between HPs and people with T2DM occurs; (2) the practice level,
where T2DM healthcare services are provided; and (3) the community level, where a person

with T2DM lives.

Incorporating SDoH into individual T2DM care supports a socio-ecological view of health. A
socio-ecological influence on healthcare provision would thereby enhance social
accountability in clinical settings. Adopting this broader approach to healthcare provision
would require a paradigm shift from a medical model viewpoint. This shift in the approach to
healthcare provision would depend upon organisational and management ambition to change,
and leadership that supports incorporating SDoH into care for individuals with T2DM.
However, for this reformative approach to healthcare to occur, much more supporting research

and advocacy is required.

Amanda Louise Frier 257



Using a knowledge translation framework such as the K2AF to transition the evidence-based
concept of social factors determining health into individual clinical care would encourage
stakeholders to inform the process, assure contextualisation to the chosen setting, and increase

the likelihood of the success and sustainability of this approach.

Enhancing individualised, person-centred, holistic T2DM care in clinical settings by
incorporating SDoH is likely to improve self-management and, consequently, reduce the poor
health outcomes often associated with the disease. Eventually, if this approach to care is widely

embraced, a reduction in the overall burden of T2DM and its complications may be observed.
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10.9 Recommendations for incorporating social determinants of

health into individual care for people with type 2 diabetes mellitus

Based on the K2AF-guided ‘synthesis’ of the research findings and the Action Cycle

considerations, the following recommendations for incorporating SDoH into individual care

for people with T2DM are as follows:

1.

Organisational and management drive and commitment to incorporating SDoH into
individual care for people with T2DM are necessary for the required shift from a

medical model approach to a socio-ecological view of T2DM service delivery.

Supportive leadership within T2DM care teams is required to incorporate SDoH into

individual care for people with T2DM.

. Policies and procedures that guide practice on incorporating SDoH into individual care

of people with T2DM are required; for example, policies and procedures might include
the frequency of SDoH screening, documentation, referral processes, data

management, consent, staffing requirements and work procedures.

. Three areas should be considered for a comprehensive inclusion of SDoH into T2DM

individual care, these are, the clinical intervention level (where people with T2DM and
HPs interact), the practice level (the healthcare service provided to people with T2DM)

and the community level (where the person with T2DM lives).

. All stakeholders from each level of T2DM care (clinical intervention, practice and

community) must be involved in all aspects of the transition to an approach to service

delivery that incorporates SDoH at the individual level.
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6. HPs who work at the clinical intervention level require:

a. ongoing education and training on the relationship between SDoH and T2DM
care

b. validated SDoH assessment tools to identify barriers to T2DM self-management

c. resources to support their interventions to incorporate SDoH into their usual
care

d. effective communication, trust and rapport with the person who has T2DM to
ensure discussions of a sensitive nature are conducted in a safe and comfortable
manner

e. an understanding of cultural backgrounds and the cultural responsiveness
required

f. a person-centred approach to T2DM care

g. the capacity within the T2DM care team to be able to address the identified

SDoH barriers to T2DM self-management.

7. A practice that provides SDoH-based care to people who have T2DM requires

a. leadership that supports, encourages and facilitates incorporating SDoH

b. ongoing education and training on how SDoH affects T2DM self-management
and how to incorporate this into usual care

c. aperson-centred ethos to all areas of healthcare service delivery, this includes
(but by no means exhausts); understanding and acting upon each individual’s
influences on their life (i.e., their social determinants), culture and providing a
culturally responsive service, the competing priorities of the person with T2DM,
health literacy levels and support mechanisms that will help each person

individually
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d. a whole-of-team approach to incorporating SDoH into individual care, with a
team member (SDoH champion) dedicated to ensuring SDoH are incorporated
into all levels of client interaction

e. the SDoH champion to facilitate and assist the person with T2DM to seek and
attain the most appropriate strategy to address their SDoH-related barriers to
self-management. Note that it may not be possible to improve a person’s SDoH
circumstances; rather, they could work on reducing the effects of the identified

SDoH-related barriers to T2DM self-management.

8. The T2DM team should be aware of current societal issues occurring within the
community and understand how these may impact people’s lives and their ability to

self-manage their T2DM (e.g., flooded roads may affect food supply).

9. The T2DM team, and particularly the member dedicated to incorporating SDoH
(SDoH champion) should have a comprehensive understanding of supports utilised by

the person with T2DM e.g. family, friends and other community services

10. The SDoH champion should have extensive knowledge of organisations and services
within the community, and outside the health arena to help address an individual’s

SDoH issues.

11. Develop and sustain workable partnerships with community organisations equipped to

assist people with T2DM to address their SDoH-related issues.

12. Ensure success and sustainability monitoring is factored into incorporating SDoH into

individual care for people with T2DM.
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Appendix B. Interview and focus group guides

Appendix B1. Health professionals

Project title: Incorporating social determinants of health into the clinical management of
type 2 diabetes? - Phase 2

Focus Groups Question Guide
Health professionals working with people who have T2DM

1. Introductions and rapport building (aim to create a relaxed environment) e.g. how long have
you worked in diabetes. experiences etc

2. Brief explanation of the focus group purpose

3. Can you please talk about some of the nonclinical barriers that people tell you about (or that
you are aware of) with regard to managing T2DM?

o Depending on the responses, probe and facilitate discussion around the following.

Commonly known social determinants of health (not necessary to use SDoH specific terms)
. . Health
0y Economic Housing and Healthcare
Addiction Employment Rl Literacy
Sta.tus (Income) home situation (adncation Access

, Sioeual. Sopport Early Life
focist s:ps&u'\'e family Stress Transport Food Securi (prevention of
Exclusion and fiiends or other By T2DM in future

social groups generations)

4. Do you feel that these (as discussed above) could be considered, and then addressed to help
people manage their T2DM?

- Ifyes ask questions 5
- If no explore
5. How could these (as discussed above) be considered and addressed in T2DM management?

o While asking these questions probe and facilitate discussion by asking

Who When
What How
Where Why

o Ifnecessary probe and facilitate discussion around both assessing SDoH related
issues and approaches for addressing them

5a. If the final consensus 1s ‘yes’ these factors should be considered and addressed in the
management of T2DM.

o What barriers might there be ... ?
o What facilitators could there be.....?

Page 10f2
Version 2: 24/06/2018
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Project title: Incorporating social determinants of health into the clinical management of
type 2 diabetes? - Phase 2

5b. If the final consensus 1s ‘no’ these factors should not be considered and addressed in the
management of T2DM. ... explore this further.

6. Which groups in the community seem to be the most disadvantaged because of the issues
discussed above?
o Facilitate discussion on ....who ... what... why...why not...in what way?

7 . Fialise discussion and ask if participants they have any questions or comments at all

8 Inform participants will happen next in the research project. ...

THANK THEM VERY MUCH !

Page 2
Version 2: 24/06/2018
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Appendix B2. People with diabetes

Praject title: Incorporating social determinants of health into the clinical management of

type 2 diabetes? - Phase 2

Focus Groups Question Guide
People who have T2DM

. Introductions, rapport building and purpose of focus groups (aim to create a relaxed
environment).

. Can you please talk about what 1t means for you to have T2DM?

. Can you please talk about what 1t means for you to manage your diabetes well?

o Whilst participants are answering these questions gauge the terminology and
language used and use this throughout the rest of the focus group.

. Can you please talk about some of the things that make 1t hard to manage your T2DM

well?

o In addition to the responses given by the group, probe and facilitate further
discussion around the following.

Commonly known social determinants of health (use layman'’s terms)

: p Health
o Economic Housing and ; Healthcare
Addiction Status (facome) Employmeat | , & e situation !‘"‘m‘:}; Access
Social Support :
hild Early Life
Socil ﬂgﬂﬁw family Stress Transport Food Security 0’"‘?""““ of
Exclusion and friends or other ToDM in fiatme
social groups generations)

5. Thinking about the things you have just talked about, what would make it easier for you

to manage your T2DM?

. Do you think these things should be considered, and addressed in your T2DM
management?

- If yes ask questions 7

- If no explore

. How do you feel these things (as discussed above) should be considered, and addressed
to help you manage your T2DM?

o While asking these questions probe and facilitate discussion by asking

Who When
What How
Where Why

o Ifnecessary probe and facilitate further discussion on both assessing SDoH
related issues and approaches for addressing them

Pagelof2

Version 2: 24/06/2018
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Project title: Incorporating social determinants of health into the clinical management of
type 2 diabetes? - Phase 2

8a. If the discussion 1s around ‘yes these factors should be considered, and addressed to help
manage your T2DM?

o Can you think of things that would make 1t hard to consider and address as part of
your T2DM management? Is there anything else that has we have not talked
about, that makes T2DM management hard?

o What things might help to make this easter, .....7

8b. If the discussion 1s around ‘no these factors should be considered, and addressed to help

manage your T2DM? Explore with:
Who When
What How
Where Why

8. Finalise discussion and ask if participants they have any questions or comments at all

9. Inform participants will happen next in the research project.

THANK THEM VERY MUCH !

Page 2 of 2
Version 2: 24/06/2018
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Abstract

Type 2 diabetes (T2DM) is increasing in global prevalence. It is more common among
people with poor social determinants of health (SDoH). Social determinants of health
are typically considered at a population and community level; however, identifying
and addressing the barriers related to SDoH at an individual and clinical level, could
improve the self-management of T2DM. This literature review aimed to explore the
methods and strategies used in clinical settings to identify and address the SDoH in
individuals with T2DM. A systematic search of peer-reviewed literature using the
electronic databases MEDLINE, CINAHL, Scopus and Informit was conducted be-
tween April and May 2017. Literature published between 2002 and 2017 was con-
sidered. Search results {n = 1,119) were screened by title and abstract against the
inclusion and exclusion criteria and n = 56 were retained for full text screening. Nine
studies met the inclusion criteria. Review and synthesis of the literature revealed
written and phone surveys were the most commonly used strategy to identify social
determinant-related barriers to self-management. Commonly known SDoH such as;
income, employment, education, housing and social support were incorporated into
the SDoH assessments. Limited strategies to address the identified social needs were
revealed, however community health workers within the clinical team were the pri-
mary providers of social support. The review highlights the importance of identifying
current and individually relevant social determinant-related issues, and whether they
are perceived as barriers to T2DM self-management. Identifying self-management
barriers related to SDoH, and addressing these issues in clinical settings, could en-
able a more targeted intervention based on individually identified social need. Future
research should investigate more specific ways to incorporate SDoH into the clinical
management of T2DM.

KEYWORDS
clinical settings, literature review, social conditions, social determinants of health, social need,
socio-economic factors, type 2 diabetes
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1 | BACKGROUND

Diabetes prevalence has increased globally over the past three dec-
ades, with type 2 diabetes (T2DM) accounting for 85%-90% of all
diagnoses (Diabetes Australia, 2015; World Health Organisation
[WHO], 2016). People at socio-economic disadvantage are more
likely to develop T2DM and are more susceptible to suboptimal self-
management due to the consequences of poor social determinants
of heaith (SDoH) (Australian Institute of Health & Welfare [AIHW],
2014, 2016). This socially influenced health disparity suggests a
need to investigate strategies to optimise healthcare provision so
that social disadvantage and SDoH are acknowledged and incorpo-
rated into the standard practice of T2DM care.

Social determinants of health are described as ‘the societal con-
ditions in which people are born, grow, live, work and age' (WHO,
2003). More specifically they i d develop it,
education, employment, food security, housing, economic status,

lude; early childh

social support and healthcare access (Centres for Disease Control
& Prevention [CDC], 2013; WHO, 2003). Social determinants influ-
ence both good and poor health. If a person is born into an affluent
society with quality education, positive life circumstances, oppor-
tunity and healthcare access, the likelihood of good health is in-
creased. To the contrary, when a person's lifespan is permeated with

ion, 5 ment, ir
oor education, low ec status, 1 ploy t dequate

housing and limited access to quality healthcare, it is probable that
their health status will be of poor quality, and they will have a shorter
life expectancy (WHO, 2003).

Sustainable change towards improved SDoH requires political
and social influence (Marmot & Wilkinson, 2006). Essential advo-
cacy and action are underway at population and community levels
(Keleher & MacDougall, 2016; Marmot & Wilkinson, 2006; Solar &
Irwin, 2010); however while the approaches to address the causes
of poor SDoH are occurring, the immediate and individual needs of
people who live in circumstances contrary to a healthy life also re-
quire attention.

Despite the increasing prevalence of T2DM, especially amongst
those at social disadvantage with poor SDoH (AIHW, 2014, 2016;
Diabetes Australia, 2015; WHO, 2016), there are currently no
published guidelines on how to consider T2DM and SDoH simul-
taneously, particularly at a clinical level. Living with suboptimal
SDoH impedes the lifestyle choices essential for effective T2DM
self-management (Royal Australian College of General Practitioners
[RACGP], 2016). Therefore, including strategies that identify and ac-
count for SDoH-related barriers may augment usual care by allowing
additional interventions to be instigated as part of standard clinical
practice. This may be an additional step towards improving health
outcomes for people with T2DM.

Health services could embed SDoH as part of standard practice.
Identifying SDoH-related barriers to T2DM self-management could
provide health professionals with insight into their clients’ life cir-
cumstances. Understanding an individual's SDoH and the associated
health disparities could then help health professionals to develop
more contextualised interventions (Baum et al, 2013; Newman,

Amanda Louise Frier

What is known about this topic

# Social issues directly influence health, and are called so-
cial determinants of health (SDoH).

* Type 2 diabetes (T2DM) is more common among people
with poor SDoH.

e SDoH are usually considered at a population level, not
individually or clinically.

What this paper adds

« This is the first known literature review on how SDoH
are incorporated into the clinical management of T2DM.

Identified SDoH should be individually relevant, and
considered a barrier to T2DM self-management by the
person with T2DM.

e There is a gap in formal methods and strategies to in-
corporate SDoH into usual clinical care for people with
T2DM.

Baum, Javanparast, O'Rourke, & Carlon, 2015). The limited guidance
to enable such an approach is stemmed from an overall deficit of
supportive policies, frameworks and structure (Baum et al., 2013).
This may also explain the lack of guidelines to incorporate SDoH into
the clinical management of T2DM.

Although considering non-medical issues is not the main focus in
clinical settings, the relationship between poor SDoH and the ability
to self manage diabetes is supported by an extensive evidence base
{Brown et al., 2004; Kumari, Head, & Marmot, 2004; Marmot, 2005;
WHO, 2003). Therefore the formal incorporation of SDoH into usual
clinical management of T2DM deserves more in-depth consider-
ation and strategic progression.

Incorporating SDoH into T2DM clinical care; by identifying, con-
sidering and subsequently addressing the related self-management
barriers could improve T2DM outcomes by enabling the ability to
make the positive lifestyle choices required for effective T2DM
self-management. This in turn, could help reduce the personal suf-
fering that often accompanies the burden of living with diabetes.

2 | METHODS
2.1 | Aim of the review

This literature review aimed to explore methods and strategies
used in clinical settings to identify and address the SDoH of in-
dividuals with T2DM. It is worth noting the word 'address’ and its
synonyms should not be interpreted as resolving the SDoH issue.
Instead, the correct interpretation is the strategies used to accom-
modate for the identified SDoH issue. For example, if it had been
identified that a patient has limited transport options which would
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therefore impact their healthcare access, then arranging appro-
priate transport could alleviate the consequences of these SDoH

issues.

The initial focus on identifying individuals’ SDoH-related issues
was to gain insight into what factors were included, and how and
when SDoH identification could be incorporated into routine T2DM
clinical care. Strategies and recommendations to address the identi-
fied SDoH issues were then explored to determine how the related

barriers to T2DM self-management could be addressed.

2.2 | Systematic approach

The varied methodologies used in the reviewed studies (Table 3} in-
dicated the suitability of an integrative approach to the literature
review (Whittemore & Knafl, 2005), however it's iterative and in-
terpretive nature is similar to that of a scoping review (Arksey &
O’'Malley, 2005). Consequently the current review borrowed from
both styles of literature review. Both follow a systematic process

which includes;

1. research question formulation

2. systematic literature searching

3. study selection (informed by inclusion and exclusion criteria)
4. quality appraisal

5. analysis and interpretation

6. summarising, collating and reporting.

(Arksey & O'Malley, 2005; Whittemore & Knafl, 2005).

2.3 | Searchstrategy

The PRISMA protocol (Liberati et al, 2009) for searching litera-
ture guided a systematic search of the computerised databases
MEDLINE, CINAHL, Scopus and Informit. Keywords, synonyms and
associated truncations, including MeSH terms, were categorised into
three groups; SDoH, T2DM and clinical setting {Table 1).

The search was limited to papers published between 2002 and
2017 English language and human studies. The 15-year search
scope was applied to identify publications influenced by 'Social
Determinants of Health: The Solid Facts (second edition)' (WHO,
2003). This publication was considered important because it pre-
ceded an increasing evidence base concerning the influence of social
determinants on health. The keywords were combined to obtain the
primary search results.

Titles and abstracts were screened to ensure all of the included
articles discussed clinical settings, identification and/or addressed
the SDoH-related issues of individuals with T2DM. Incorporating the
keywords (or their synonyms) identification® and/or address* into
the search strategy appeared to eliminate pertinent articles, thus
manual screening of titles and abstracts was necessary. After the
initial screening and duplicate removal, the full text of the articles

Amanda Louise Frier
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were read in brief. The inclusion and exclusion criteria were then
applied to the remaining articles (Table 2).

The search identified 1,244 articles. One hundred and twen-
ty-five duplicates were removed, leaving 1,119 articles. Title, ab-
stract and text screening reduced the remaining articles to 56. The
inclusion and exclusion criteria were applied to these 56 articles.
Nine articles remained and were included in the review. Figure 1
outlines the process followed to identify, screen for eligibility and to

include and exclude articles.

2.4 | Critical review, data extraction and analysis

Each study was critically reviewed using the McMasters critical ap-
praisal tools for both quantitative and qualitative studies depending
on the methodology used (Law et al., 1998; Letts et al., 2007). One
study used mixed methods; therefore, both quantitative and quali-
tative McMasters appraisals were conducted for that study (Loh,
Jaye, Dovey, Lloyd, & Rowe, 2015). The reviewed studies were then
summarised and coliated for comparison and interpretive analysis
(Table 3). Commonly known SDoH (WHO, 2003) provided a refer-
ence for determining which SDoH were identified, and how fre-
quently they were included (Table 4). The methods and strategies
used to elicit this information were also ascertained during the study
reviews (Table 5).

3 | RESULTS
3.1 | General characteristics of studies

Seven of the nine studies included in the review were quantitative,
one was qualitative and one used a mixed method design. Four
articles were published in 2015. Three were published in 2014 and
one in 2010 and 2005 respectively. The age of participants in the
reviewed studies ranged from 30-75 years. Sample sizes for eight
of the studies ranged from n = 24 to n = 615. The remaining study
was extremely large at n = 13,366. Seven of the studies were com-
pleted in the United States (USA), one in New Zealand and one in
Australia.

Only cne study intentionally investigated the value of identifying
and addressing the SDoH-related issues of individuals with T2DM in
a clinical setting. The remaining studies did not purposefully investi-
gate identifying and/or addressing SDoH-related needs; however their
methodology indirectly included these factors. Five of the nine articles
were written by the same authors using the same data set. Each article
reported separate interactions and relationships between T2DM and
SDoH using different statistical analyses to investigate the specific is-
sues considered in each study. Each study was published individually,
and met the inclusion criteria for the current review. Consequently
these five studies were appraised individually. All studies included a
description of their ethics or approval procedures. Table 3 provides an
overview of the articles included in the review.
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TABLE 1 Categorised groups of keywords, synonyms and truncations

Group SDoH

Health social determinants
Social determinants of health
Social determinants
Scciceconomic
Socioeconomic factors
Socio-economic factors
Sociceconomic status
Health status disparity
Health status disparities
Health disparity

Health disparities

Social conditions

Social circumstances
Societal conditions
Societal circumstances
Societal factors

SES

Synonyms & truncations

TABLE 2 Inclusion and exclusion criteria

T2DM Clinical Setting
Adult onset diabetes Primary care clinic
Ketosis resistant diabetes Health service
MODY Health services
Maturity onset diabetes Community healthcare providers
Maturity-onset diabetes Health centre
NIDDM Health centres
Non-insulin dependent diabetes Health clinic
Noninsulin dependent diabetes Health clinics
Slow-onset diabetes Health care providers
Slow onset diabetes Community health workers community
Stable diabetes health worker
Type 2 diabetes Clinic setting
Type ii diabetes Family medicine
Medical care
Medical centre
Health workers
Health worker
Healthcare providers
Healthcare provider
Health personnel
Clini*

Inclusion criteria Exclusion criteria

218 years <18 years

SDoH and T2DM in clinical set- Type 1 diabetes
tings AND

Identifying* SDoH of individuals
(strategies to identify/screen/

Gestational diabetes

3.2.2 | When and how was it done?

All studies completed the SDoH assessment prior to commenc-
ing the research protocol. Various approaches were used to gather
the desired information. These were: written surveys (self-admin-
istered and assisted), phone surveys, health clinic databases and
records, and medical chart entries. Table 5 provides a summary
of the strategies and methods used to assess the SDoH-related

assess/measure) AND/OR
Addressing™ SDoH (i i Acute ings issues of individuals.
tions only to include) AND/OR
Addressing” SDoH (practical Area/region identification” of = 2
strategies to address) SDoH issues rather than on 3.3 | Addressmg SDoH-related issues
an individual level
Published in a peer-reviewed Policy/upstream approaches Only one of the nine studies included specific strategies to address
joumal to addressing* SDoH (only) the identified SDoH-related needs of people with T2DM (Gimpel
rather than on an individual % 2 Y
A et al., 2010). The provided support was guided by the participant's

3.2 | Identification of SDoH-related issues

3.2.1 | What was included?

Although identifying SDoH issues was not the primary focus for most
of the reviewed studies, all embedded SDoH screening into their study
protocol. Identification of social need was conducted as part of the
study design or within participant descriptions, or both. Overall, SDoH
factors included; income, employment, access to medical/healthcare,
education, health literacy, social support, social exclusion, subjective
social status (social gradient), serious psychological distress (stress),
financial constraints, transport, food security, housing and early life.
Table 4 displays the identified SDoH factors, and the number of studies
that included them in their screening process.

Amanda Louise Frier

identified social need obtained in the initial SDoH assessment.
Community health workers undertook a care coordination/case
management role which involved assisting study participants to
navigate the healthcare system independently. Examples of CHW
assistance included arranging translation services, home visits, ap-
pointment reminders, supporting health education strategies, and
teaching participants how to use public transport. Enroiment in the
program also involved cost reduction of consultations and medica-
tions for participants. This strategy addressed financial constraints
and issues associated with low income {(Gimpel et al., 2010).
Walker et al.'s five studies (2014a, 2014b, 20153, 2015b, 2015)
demonstrated multiple interactions and relationships between
T2DM and SDoH. Consequently, they recommended SDoH be
incorporated into T2DM management and interventions. Their
recommendation did not provide any insight into how to ad-
dress SDoH issues. However, the authors did recommend further

283



FRIER er ac. 5
I iy
Records identified through
database searching
= (n = 1244)
s '
=
S
& MEDLINE 1189 CINAHL 48 Informit 6 Scopus 1
€
]
p
v A 4
=) ; Duplicates
Records after duplicates removed = removed
ot y
T
Records manually screened b
g title and ﬂy,sm . Records excluded
P (n=1119) 7 (n=1063)
e = Articles excluded, with
Articles assessed for reasons
eligibility — (n=47)
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FIGURE 1 PRISMA flowchart of article identification, screening, eligibility and inclusion

research be conducted to inform and improve self-care and out-
comes for people with T2DM by incorporating SDoH-based strat-
egies (Walker et al., 20143). Use of the same data set for these five
studies is acknowledged and discussed in the limitation section of
this review.

The remaining three studies acknowledged the relationship be-
tween SDoH and T2DM; however none of the studies provided any
specific recommendations or strategies about how to incorporate

Amanda Louise Frier

SDoH in into T2DM care (Loh et al., 2015; Rose, 2005; Rosland et al.,
2014).

4 | DISCUSSION

The aim of this literature review was to explore the methods and
strategies used in clinical settings to identify and address the SDoH

284



FRIER e7 av.

Social Care m e sammumity

Health and

* L wiLEy

(sanupuod)

UOHIUSAISIUL WAZL

PUE Y2259 20mNn) W Ho Qs
PNPUI 0] UOHEPUANLWOIY
Bussasppy

saseuuonsanb pajep
-eA pajajdwod sjuedidgied
Buihypauap)

WazZL ym syusged Joy
S3WOOJN0 pue aed-JPs sacd
-Wu| 0] PRUBISIP SUCHIUSASIY

2JMN) WO UL O} LPJeasas
J343in} JOJ SUDHIEPUWW0IY
P3pnpu|IoN
Bupssaippy
saueLuonsanb pajep
-#eA pajajdwiod spuedged
BuAjuapy
SIIOM feay Ajunwwod
40 35N 33 pajesodionu) sued
-yyesy 03 sseade Bupgelype)
pue uoeledsuer; 25gnd
asn moy ‘ajdwexa Jo4 ‘HoQs
ss3Uppe 0} s TFes 3pnEU|
Bupssaippy
(uoissaidap
‘WAZL SuidoRAsp 40 XU
SWado? [eros-8u A nuspr)
|00] JUMUSSISSE XS PaL) PO
Bughyuap)

sanss)
HOQS $531ppe 3 AJIuap) o)
posn seBajens pue spoLRa

sjUsUCd WO 3sed
S2qeIP JO SI0jERpOW
/SI0jeIpawW pue uoRer
-055€ J39.p ySnaiyy
PAue AwaedAE pue
HOAS Wim pajeosse
asem sped Wesyudis

Joddns jeros Jaydiy

pue ‘ssais paaRd

-13d JamMo| ‘ssansip

e 8o joydAsd Jamo|

‘uoissasdap Jamof ‘uory

€3NP YRy LPim paje
30558 ApueayjuBs 11D

ssans peaRlRd

pue ssansipsajaqeip

BMO| pue Asedy)s-yps

PUE 535 JAUBIY LM

pajerdosse Apuedyudis
SUW0NN0 WAT L

HoQs Jo syusuod

-wod [ex8ojoydisd pue

S35 PIM pajedosse

Auestyusis :amo §jes
Puo 28pajmouy WAZ L

2uipueisiapun
pue poddns jepos-8a
sdnosg u Sugedinped
Ul pILOdS) O5je UIM
S}ijauag "ucisnpul
INJd§3y € se SBYIoM
peseq-Ajunuwed
Joypoddnsayy
pajodas syuedpiied

sBuipuy Apms

sjuauodwoe
2182 WAZL 40 5103
-gJapow/siolepa
YIm uopeosse ue
MOYs Jo “osuod
JwaedA 8 3xpasd
Apuspusdapu)
S19=N 510128} HOgS
SN xup 1 sunuIaap 03
e Aewpdnpy  pasn ssheue yieg

Waz1 03 Hoas
Wasakp 4o uog

-NQUIOD 333303

SI9=N  PueEnpwpyY uo
VSN XWp  uogewsojurapmosd

aes AlewpdInpy o) saskjeue [eRsels

vZ=N
RUE T
uogewpIoDD ared
-segeQ sssoy
133[oud, VSN
sejeq 2upies
paseq-Apunwwo))

jdwes pue unjas

sdnassnooy

ASojopoyaw Apris

"WAZL Yum doad
J053WoIN0 y3jeay
o} Hogs Supquil
sheavyied ouyy sagueld
18y pIoMaWe feny

[RUD}I35-5504) -da5U0d e3jePREA O)

70D pue

ared>ypPs ‘adpapmouy
WQ uo sio3oe) Hogs
fexBojoydAsd pue
JMUCUOID 01205 JO
$3123442 Juapuadep

|eUO}}396-55017) -u| e8| of

uoissaudap pue Wazl
ypm suaed o) Jsod
-dns exu apiaosd
PUE ‘SUISIUCD |epos
ssaippe 03 sdnos @
/swesSoud uogednps
O] SIOJEUIPIOOD JJed
se MHD Zupnpu jo
A2e4)a ay3 ssasse o)

|eo8 Apms

Asojesoqdx3y
ugisap Apnis

Niomawey
jenydaouod e jo uoy
“EPICA SNQZL WM
SHNPE Ul SMWONNO pue
sassacosd pue HoQS (av102)
usaMIaq diysuoneRy 139 BNIEM

waziu
SIOINO pUE LI-J[B5
UO Yy eay Jo sweuuusy
-ap [e205 e21B0foyaAsd
PUE JUOUCO30130S JO {ev102)
S19ye WapURdapUl  TE19 ANEM

“WIsAS UopeuPICod
248 paseq-Apunuwisod foroz)
e josuoggdadiad Juaneq 1e32 jadwn

uogepaIqqean]L uogeIn

PIMBIARL S3IE Jo Aewwng € 378VL

285

Amanda Louise Frier



2
S
_.M
=

Health and

FRIER er aL.

Social Care in e community

(ssnupuo))

$i01oe) HOQs IpnpuL oy
Buen sjfs pue Loneanps
NG 104 SUOHEPUSWLO9Y
“PANOD JWSEIAE YUm
PEPOSSE S POWWDD
Y3 2onpai o} pasnbas
HOQS 40 WawsSpamowyde
JaeE IO SUOHEPUMUWDIDY
Bupssaippy
saseuuogsanb pajep
e A pjaidwod suedoiued
Buphjpuap|

sucHUSAIIIU INQZ L 3umny
up s31833ens ey BojoydAsd
pue jeinoneyaq aesediody|
ApaRasjoo ueyy Jayles Ajges
-edss ssansip [exBopyAsd
pue Jsoddns [ep0s Aoy
495 ‘ferosoydAsd sepisuc)
Bussasppy
saseuuopsInb pajep
“eA peRjdwod uednnied
Buihypuap)
YRS
UD SIDUBNUE U] JDLes
*SWONN0 WQZL Uo spuBnNyY
-Uj JUSpURdSIpU SE JUNoIde
U} 510328} [e20soydAsd
243 PNoYS SUoHUAABW|
Bupssaippy
sueLuohsINb pajep
-feA pajpdwe? sjuedidpieq
Buihyiauapy

sanss

Hoas ssaippe 3 Ayjuap) o
pasn saB3es pue SPoLRW

suoRuUS AJSIL
Yyeay u uogsnpuy
JoAyiom 2045013
pue 3jqeyipow aue
JORUOD JUSEINE
PALIP JeLy SJ0e) HOQS
Jnoieyaq
Supows pue sousRype
LORIEPSMW “3sh Wnsu|
‘Ayipiqicwo? Joddns
[er0s ‘Adedysa4Rs
PRPOPRUIDTYAH Wim
sucheRosse WedYuBis

Asedye-yes Sydiy pue
yoddns peros Jay Ry
'ssansip |edifojoiphsd
JAMOf UM pagepos
-5€ S 3UEd-J|36 Beg
Avedy)sps
pue Joddns epos
‘ssan5p |e21800\PASH
LSINAISUC JUSIe] Y)Y
oI pajesedas aq ued
SJDJ0€} [er0s0ydAsy

jo5u02
JnusedA|3 pue yyesy jo
SUBLIWISRP [eR0s0
-Asd usamiaq paynuap!
diysuonejas 12a3p v
25345 Aq pajeipaw
jou 511nq ‘payseBEns
St HOQS pue auexyRs
U93M]aq UOHEDOSSE UY

ssupuy Apms

SI9=N
VSN Aup
wes Aewpd ynpy

nomneyaq
J2AD FDUBNYW Ue
pey ospe poddns
[€1205 pue sSSP
ferosoydAsd
‘Aoedyss-4Rs
SI9«N
vsn xup
aed Arewud Jnpy

SI9=N
vsn xup
aed Arewud 3npy

opduwies pue Sup3es

e yRs
/REpamoLy pue‘jed
HUIP JUSWUCIAUS
wnG‘eosoydhsd
‘2WOU0IP-0108
‘saydesfowaq 9t
ssjqeuen Juspuadsp
U0 YUM 3jqe
A Juapuadap e se
TV9H Yim ppow
[exyueay e fusn
sisAjeue [eansnels
LIPS
pUE SIUBLLISISP
JA0GE 21 UIIMIIG
sdiysuogeRIay}
Aedgsanul o) pasn
sem Suyspow uen
-enbe paunyanis
IedYPs
puUe sjUBULISISP
[e0s0pAsd ‘sueu
~RURRP HWouodd
-0r0s SuApspun
$J032e) uIne| Yy
peuuap) sisheuve
J032e) Aojewnjuo)

[0ued HwardAE
pue ased4s ‘Hegs
usamIaq diysuoy
€131 3y) pajes
“AsaAu Bugppow
uogenba painjanng

ASojopoew Apmis

3qenuw)
pue 3jqeinw ‘Sie
$i0308) HoQgsS
yaym Aynuapr o
WAZL am
SIENPINPU JO oS00
JnuaedA2 uo soyde) si032€)
HOQS 3{dRInwjo 3j01 3ygeInuiL pue qeinuw
ay3 3noqe Supues 40 UoONGLRUDD-INQZL 5t02)
[EUCI98-5504D) ~ISpun 35e3.0U} 04 Wim sinpe Ul Hogs Te313 e M
Sugppow uogenbs
paimonas 2usn aed
€249 S9jRqEIp JRSWQ Uo si03oey
sousnyuLIeyy Hogs AWOUORO0S pue
0 s3jqeueA uRe| [eai#coydAsd jo oud qst02)
[euoRIs-5501D js3 puedojaaspol  -njul 3y Suipuelsiapun Te 32 2EeM
sawoxnno
WazLsedw) Hoas WQAZL Ym synpy
WIAYM yBnouyy Ut [oRUeD) HWIAED
Aemiged ayy 53 ased UC HOQS Jo 5339443 es102)
|euonaes-5s017) J2s J1 yeBnsaAul o) 322u1q Bukyguend e 32 2yeM
ugisap Apms |e02Apms uopeaIqqe opLL uopeln

{panupuod) € 378VL

286

Amanda Louise Frier



FRIER er ac

LT TIT [ T eprap———

Health and

*LwiLey-

PIPNPUL IoN
Sussaippy
SI0}0€y
HoQs pue Jioddns jeros
Spnpu| ssed WAZL
Jo sinceyaq JuawaBeuew
-§j9s ssasse 03 paulisap
Ajesydads Asains IDNVLSIA
BuiAjuap)

PIPNRU| JON
Bussaippy
$33N435U0D [EdRBI0H
Busn padojaasp ASANS ucyd
SuiApuap)

papnpul 3oN
Bupssaippy
SpIOds
aseqejep Jayndwod pue asn
wsAs 320s5nf ‘Ssuossupe
|edsey "pansst sa1ex)nued
[E21pauw ‘SAdAINS PaIRISIURL
-pe-§[Ss ‘SIUNOOUS JUSY
-ed $31uUS jeuwnof yBnouyy
paou waned pajal|o)
Buhyyuapy

HOQS SSppe 3 Ajuap] o)
posn sayajens pue spoLa

SINCIAEYSq [E2)paw 0}
peJedwon sincieysq
AIS ) U aBeuew
-} aagisod pue piod
-dns-4 s 40 sPAS YRy
YIM uogeposse Jaued)
paanbai
1R WAORAIP JSyLng
sisAjeueayy w0y
2€} 3UD Wiy 03 pajie)
Siauueq p3jeRIs0353S
SI3puJeq uopewsoju,
pue siauseq aoejd,
Josysisuod sEAjeue
Joge) 3y yBnosy
Paljauap! s1eq SIS
pasu (€108 X3 dwod
Yum sjusped Joj sio0e0
1By} 2483 JO PPOW E Jo
asuepodw) payRyRH
‘sused g Jo pasu
a4 pue papioid saA
~2s 3] usamiaq 3y
Josmudsp e paysafing
‘AYEGeRUNA [epos
2unspeod Aq pajed
-ijdwod paau juaged

sBupuy Apms

99EET =N
VSN elwoye)
wngiosuo
aJe3-psTeuew

pajesdau)

SOl =N
egensny
‘Sd9 40 uoisap
Pistjres woy
522y s9Rqeq
£Z = upaapd
AWoo shaams
08 =uasnaysnf o
84C = usxwd
W opaw .
IZ=v
Apngs aspopajsau e
Q0v =N
ZN
AUP eIy 24
paseq-Ayunuwo)

opdwes pue SupIes

poddns jeos jo
sjanl| Mo pue yiy
1€ SINoIAEYSG JUW
-aBeuew-yBs JO YUV
316w 59 0] sRPoOW
U052 UOSSIOg
e3€p aAgessunupe
pue ‘ssreuuonsanb
JONVLSIQ 34
2uisn pessasse 5.0y
284 HoQs Suspnjoul
“Hoddns jeros pue
Juewafeuew o

sppieq
2J83-)j95 sajaqeIp
pajeaxs3s uo
sishjeue s03de4
SAUNSLIHU JUSMUSSDS
-58 535 dopadp 03
shannssucydsp)
AqQ pamojo) s3onns
~UuCo [eaRauoay )

posu juaped pue
PapACId SDINRS
uaamjaq uawuiie
JO33UB3p ) 5595
-se 0} anbuy2e)
Suwydjew xyAjeue
ue psydde usy)
*$DUNSEIU SNOICA
2uisn peou Juaned
joapjoide pajeas)

ASojopoyiaw Apms

[UDI}295-5504)

{1usuodwos
sAgeipuenb)
wed-es Wa
Surduedwodde
sisuseq/sioyey
anyuBod-opos
Bugednsoaul
Apms poyisw
PIXj € Jo Leg
[EUDII295-55Q1)

(Apnys

5€2 posSU)
aApdipsag
poLgaw paxiw

ussap Apms

Sinoeydq
[e21paw/juawaieuew
-J|35 pue ‘sinomeysq
M= uswate
“wewRsWacClL

pue poddns fepos
usamlaq dysuoneRs

a4y aupwexa o)

248335 WAZL 03
sRLUeq 535 uissosse
JOJ [00] USWRINSEIW

© Jo JuswdojaAsp
243 9quasep o)

SJUAP 40 pasu Ay

-HGEUINA [EPOS 3Y)

W papiaoid SRS
a3y J13unuRIEp o)

208 Apms

(3oNvisIa)
QuIoH[eD WaYLIoN
JoApms sa13Geiq
a1 u) Juawa Beueyy
4RSWA [eAPIN
“snsian sA3seN
pue psoddng [epos

€35 AUy 0joey

€ Jo Juswdopasg
ReRSWa

S19(1JBg JMICUCIR0D0S

AZojopoyiaw
Apnysases Buisn
€2 JO |3POW SY
J0 uonesoidxa e

AP 33y supaung

uopesIqae SRLL

(penuguod) € 318VL

(v102)

‘fe 39 puejsoy

(5002} #s0y

(5102)
€32 407

uoneIn

287

Amanda Louise Frier



FRIER er AL

TABLE 4 SDoH factors included in the reviewed studies

included in
SDoH factor screening
Access to medical/healthcare 9/9 studies
Income 8/9 studies
Education 7/9 studies
Employment 7/9 studies
Sacial support 7/9 studies
Subjective social status (social gradient) 6/9 studies
Psychological or emoticnal distress (stress) 6/9 studies
Financial constraints 3/9 studies
Transport 3/9 studies
Health literacy 2/9 studies
Food security 1/9 studies
Housing 1/9 studies
Social exclusion 1/9 studies
Early life 1/9 studies

of individuals with T2DM. Review of the approaches used to identify
SDoH-related issues revealed informative factors that could inform
routine SDoH assessments in the clinical setting (Table 5). Although
practical strategies to address the identified SDoH-related barriers
to T2DM self-management were limited, the associated recommen-
dations provided valuable insight to inform future intervention and
research.

41 | Identifying social need

Social determinants of health mean that the social factors in a per-
son's life determine their health status and outcomes (Marmot &
Wilkinson, 2006). The interdependent relationship between SDoH,
T2DM and health outcomes was clear in Walker et al.'s five articles
(2014a, 2014b, 2015a, 2015b, 2015). The SDoH factors they in-
cluded were: income, education, subjective social status, serious
psychological distress, access to healthcare and social support.
These closely align with the key SDoH factors described by leading
health organisations (AIHW, 2016; CDC, 2013; WHO, 2011).
Although Walker et al. (2014a, 2014b, 2015a, 2015b, 2015)
demonstrated an unequivocal interdependence between T2DM and
SDoH, they did not indicate whether the participants regarded the
SDoH-related issues as barriers to effective T2DM self-manage-
ment. In contrast, Gimpel et al. (2010) used focus groups to evaluate
the effectiveness of CHWs employed to screen and address the so-
cial and economic concerns of individuals with, or at risk of T2DM
and depression. Their SDoH screen was completed using a modi-
fied health risk assessment survey (Table 5). The findings indicated
the primary concerns of participants were: condition specific and
self-management education, financial constraints, effective com-
munication, respect, access to medication and transport. The qual-
itative nature of data collection enabled participants to share their

Amanda Louise Frier

RN wiLey-

personal experiences about how poor SDoH and social vuinerability
affected their self-management of T2DM.

Social vulnerability information was collected retrospectively
by Loh et al. (2015) (Table 5). Identifying SDoH-related issues in
a retrospective manner, such as reviewing medical records and
patient encounter data, as done by Loh et al., possibly negates ar-
ticulation of current barriers to T2DM self-management, and may
reflect the researchers’ interpretation of SDoH-related barriers,
rather than the actual barriers encountered by the person with
T2DM. Focusing on perceived barriers to T2DM self-management
would enable personal insights based on lived experience and cur-
rent circumstances to be explored and documented (Liamputtong,
2013).

Rosland et al. (2014) asked about current situations and per-

ceived barriers to self-manag t using a self: istered sur-
vey. This survey specifically assessed the perspectives of people
with diabetes (Kaiser Permanente’, 2005), and is part of a longitudi-
nal study in Northern California (Kaiser Permanente’, 2017; Moffet
et al., 2009). The long but comprehensive survey (185 questions)
incorporated: income, employment, education level, health liter-
acy, transport, healthcare access, social gradient, social support,
social exclusion, emotional distress, early life, housing and food
security. Using personal perspectives on well-known SDoH could
bring greater meaning and relevance to identifying SDoH-related
barriers to the self-management of T2DM.

Rose (2005) also assessed patient views about barriers to
T2DM self-management. The study was undertaken to inform the
development of a tool to measure the socio-economic barriers for
people with diabetes. Participants in the study completed a phone

survey, which used a five-point Likert scale to assess socio-eco-

nomic barriers to diabetes self-manag t. The findings were
inconclusive with sample size inaccuracy identified as a possible
cause. Nonetheless, the author stressed the need to investigate
the socio-economic impact on diabetes outcomes, and discussed
the importance of continued progression on a reliable and valid
measure of socio-economic barriers to diabetes self-care (Rose,
2005).

Employment and income were two of the most frequently as-
sessed SDoH (7/9 and 9/9 respectively). These SDoH constituents
are interrelated, because employment status can affect level of
income, and insufficient income can increase financial constraints.
The three studies that included financial constraints (Gimpel
et al., 2010; Rose, 2005; Rosland et al., 2014) incorporated the
consequences of personal income status, which provided some
insight into how this SDoH factor can be a barrier to T2DM
self-management.

Lack of income and financial constraints also limit healthcare
access when people cannot afford adequate healthcare (Keleher &
MacDougall, 2016; WHO, 2003). Limited access to healthcare is a
known barrier to achieving good health (WHO, 2011). All of the re-
viewed studies included access to medical/healthcare, which high-
lights the importance of asking people about their healthcare access,
and prioritising itin an SDoH assessment.
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TABLE 5 Summary of methods used to identify SDoH issues

Study title Citation
Patient perceptions of a Gimpel et al.

community-based care coordi- (2010)
nation system

Independent effects of socio- Walker et al.
economic and psychological (2014a)
social determinants of health
on self-care and outcomes in
T2DM

Relationship between SDoH Walker et al.

and processes and outcomes in (2014b)
adults with T2DM: validation
of a conceptual framework

Quantifying Direct Effects of Walker et al.
SDoH on Glycemic Control in (2015a)
Adults with T2DM

Understanding the influence of Walker et al.
psychological and socioeco- (2015b)
nomic factors on DM self-care
using structured equation
modelling

SDoH in adults with T2DM- Walker et al.
Contribution of mutable and (2015)
immutable factors

Dunedin's free clinic: an ex- Loh et al. (2015)

ploration of its model of care
using case study methodology

Amanda Louise Frier

Methods used to conduct SDoH screening

Modified risk assessment tool (survey). The survey was designed to identify social con-
cern and need. Also provided a description of SES indicators in participant descriptions
i.e. education, employment and income. No indication if survey was self-administered
or assisted

Numerous individual and validated assessment tools:

Survey assessing household income, years of education and employment status

Social Support Survey

Subjective Social Status -pictorial ladder to indicate perceived social status.

Perceived Stress Scale

Short version of the Test of Functional Health Literacy in Aduits

Also provided a description of SES status indicators in participant descriptions i.e. edu-
cation, employment and income.

No indication if assessment tools were seif-administered or assisted

Numerous individual assessment tools:

* Interview survey assessing household income, years of education and employment

status

Social Support Survey

Subjective Social Status -pictorial ladder to indicate perceived social status.

Perceived Stress Scale

Short version of the Test of Functional Health Literacy in Adults

Also provided a description of SES status indicators in participant descriptions i.e. edu-
cation, employment and income

No indication if assessment tools were self-administered or assisted

Numerous individual assessment tools:

* Interview survey assessing household income, years of education and employment

status

Social Support Survey

Subjective Social Status -pictorial ladder to indicate perceived social status.

Perceived Stress Scale

Short version of the Test of Functional Health Literacy in Adults

Also provided a description of SES status indicators in participant descriptions i.e. edu-
cation, employment and income

No indication if assessment tools were self-administered or assisted

Numerous individual assessment tools:
« Interview survey assessing household income, years of education and employment
status

« Social Support Survey

* Subjective Social Status -pictorial ladder to indicate perceived social status.

e Perceived Stress Scale

« Short version of the Test of Functional Health Literacy in Adults

Also provided a description of SES status indicators in participant descriptions i.e. edu-
cation, employment and income

No indication if assessment tools were self-administered or assisted

Numerous individual assessment tools:

* Interview survey assessing household income, years of education and employment

status

Social support survey

Subjective social status-pictorial ladder to indicate perceived social status.

Perceived Stress Scale

Short version of the test of functional health literacy in aduits

Also provided a description of SES status indicators in participant descriptions i.e. edu-
cation, employment and income

No indication if assessment tools were seif-administered or assisted

Retrospective data collection via journal entries, patient encounters, medical certifi-
cates, patient medical records and databases. Also provided a description of SES
indicators in participant descriptions i.e. unemployment, sickness benefits, and
accommodation

(Continues)
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TABLE 5 (Continued)

Study title Citation

Socioeconomic Barriers to DM Rose (2005)
Self-care: Development of a
Factor Analytic Scale

Social Support and Lifestyle Rosland et al.
versus. Medical DM Self- (2014)

Management in the Diabetes
Study of Northern California
(DISTANCE}

Ability to access health services is also limited by a lack of trans-
port (Keleher & MacDougall, 2016; New South Wales Council of Social
Service [NCOSS], 2012). This association is widely acknowledged
throughout the literature (AIHW, 2016; WHO, 2011, 2003). Rosland et
al. (2014) qualified this by including questions on how transport defi-
cits contribute to reduced healthcare access. Despite the well-defined
relationship between transport and healthcare access, only three stud-
ies included transport in their SDoH screening (Table 4).

Insufficient transport, employment and income can also exac-
erbate social exclusion as a lack of these can inhibit people's ability
to access social networks (Keleher & MacDougall, 2016). Seven
of the nine reviewed studies incorporated social support, and
Rosland et al. (2014) also included social exclusion. The interaction
between social support, social exclusion and T2DM management
was evidenced in Strom and Egede’s (2012) systematic literature
review. They concluded that higher levels of social support con-
tributed to positive T2DM outcomes and the associated lifestyle
behaviours.

Healthy lifestyle behaviours are integral to optimal T2DM
self-management (Egger, Binns, & Rossner, 2011; RACGP, 2014). In
addition, effective diabetes self:

g t depends on adequate
health literacy, which is augmented by quality education (Kim, 2016;
Kim & Lee, 2016). Education is a widely recognised SDoH factor
(AIHW, 2016; CDC, 2013; WHO, 2011): accordingly, seven of the
nine reviewed studies included education when assessing an indi-
vidual's SDoH.

Rosland et al. (2014) and Rose (2005) combined education and
health literacy with individual perspectives by considering the reading
ability and comprehension of their study participants. This suggests
that screening for health literacy, in place of educational attainment
may be a more informative inclusion in an SDoH assessment. Wallace,
Carlson, Malone, Joyner, and Dewalt (2010) and Welch, Van Geest,
and Caskey (2011) advocated for health literacy rather than edu-
cation level, to be incorperated into patient screening. Their use of
health literacy assessment tools negated interpretation of education
quality and level, and allowed for a more current and relevant assess-
ment to be completed. Of note, the authors did acknowledge the lim-
itations of health literacy screening tools (Wallace et al., 2010; Welch
et al., 2011).

Interestingly, despite the importance of considering health liter-
acy, the reviewed studies appeared to provide minimal assistance to
help participants complete SDoH screens. Rose (2005) conducted

Amanda Louise Frier
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Methods used to conduct SDoH screening

Phone surveys based on items that indicate SES barriers to T2DM self-care i.e. cost/
finances, transport, food security, safety and health literacy

Self-administered/report questionnaire. Included comprehensive SDoH assessment ie.
access to medical/healthcare, income, education, employment, social support, social
gradient, stress, financial constraints, transport, health literacy, food security, housing,
social exclusion, early life. Also included many other T2DM management-related com-
ponents. 185 questions in total

phone interviews, which would have enabled provision of verbal
explanations when needed. The remaining studies relied on written
responses which could increase the likelihood of systematic mea-
surement error (Bliettner & Muller, 2011), and contribute to inaccu-
rate responses.

Social positioning is a well-established SDoH (AIHW, 2016; CDC,
2013; WHO, 2011). Walkeretal. (2014a, 2014b, 2015a, 2015b, 2015)
and Rosland et al. (2014) used an assessment tool to measure social
positioning. This SDoH assessment item was subjective, and asked
individuals’ to indicate their perceived position within society. It was
not specified how this perception extended to T2DM self-manage-
ment; however, social positioning has a well-known relationship with
health status (Marmot, 2003; WHO, 2003} and renders it deserving
of more in-depth investigation into the value of including it in an
SDoH assessment.

Food security, housing, addiction and early life are also well
recognised SDoH (AIHW, 2016; CDC, 2013; Marmot, 2003; WHO,
2011, 2003), as is their relationship with the self-management of
T2DM (WHO, 2003; Yu & Raphael, 2004). Rosland et al. (2014) were
the only authors to consider these SDoH factors. However because
of their well-known association to health, their inclusion in an SDoH
assessment requires also further exploration.

Stress is arguably one of the most critical aspects to consider
when identifying an individuals SDoH (Marmot & Wilkinson, 2006;
WHO, 2003)-related barriers to T2DM self-management. It can
occur as a ‘result of social and psychological circumstances' (WHO,
2003). The studies by Walker et al. (2014a, 2014b, 2015a, 2015b,
2015) and Rosland et al. (2014) incorporated stress in their SDoH as-
sessment. They measured it in individually relevant terms; however
the perceived impact of stress on T2DM self-management could not
be interpreted.

Stress is increased with the coexistence of insufficient in-
come, unemployment, social exclusion, inadequate transport, poor
housing and food insecurity. This harmful accumulation of SDoH
factors leads to people feeling they lack control over their lives
(Keleher & MacDougall, 2016; WHO, 2003); in turn, this affects
T2DM self-management (Brown et al, 2004; WHO, 2003; Yu &
Raphael, 2004).

The evident multifactorial and interconnected nature of SDoH
confirms that no single SDoH constituent works in isolation
(Brown et al., 2004). Consequently, the convoluted and expan-
sive impact of the SDoH combined with their apparent effect on
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T2DM self-management should be considered collectively when
identifying SDoH-related barriers in the context of diabetes

self-care.

4.2 | Addressing the identified social need

Very few tangible strategies for addressing the identified SDoH-
related issues were identified. Individual SDoH circumstances and
whether they were perceived as barriers to T2DM self-management
appear to be central to how and what should be addressed. In ad-
dition, targeted and formalised integration of SDoH into clinical
care through collaboration and partnerships between health ser-
vices, community supports and social services is required {Baum et
al, 2013; Freeman, Javanparast, Baum, Ziersch, & Mackean, 2018;
Newman et al, 2015). Though this provides an informative starting
point, further work in the area is needed, including the development
of guidelines and policies (Baum et al., 2013).

Community health workers in Gimpel et al.'s study (2010) pro-
vided support based on the patient's perception of the identified
SDoH issues as barriers to T2DM self-management. In addition
to providing condition specific education, the CHWs developed
individualised patient care plans and provided support such as;
referrals to social and healthcare services, assistance with med-
ication and screening, transport assistance, translation services,
health education, home visits, appointment reminders, and sup-
ported links to other community services. Gimple et al. (2010) also
suggested group-based interventions could be helpful, and have a
role in empowering participants by improving T2DM knowledge,
self-management capacity and providing condition-specific social
support.

Social support was identified by Rosland et al. (2014) as being
linked with lifestyle-related self-management behaviours. The au-
thors acknowledge the worthiness of future investigation into the
provision of social support to improve diabetes self-management.
Appointing CHWs to focus on enhancing social support could help
address SDoH-related barriers to T2DM self-management. This no-
tion is supported by J. Freeman (2016) and McCalmont et al. (2016)
who advocate for CHWs to work as part of the clinical team to ad-
dress SDoH-related issues.

It is also noteworthy that participation in the program discussed
by Gimpel et al. (2010) included a cost reduction of medications and
treatment services. This is an important inclusion, as it addresses
barriers associated with limited income and financial constraints.
This strategy was depicted as an enabler to T2DM self-management
by study participants.

Though not specific to T2DM, momentum towards addressing
SDoH in clinical settings has commenced in Canada and the USA
(Andermann, 2013, 2016, 2018; Page-Reeves et al., 2016). In par-
ticular, the ‘Community Links Evidence to Action Research’ (CLEAR)
collaboration incorporates SDoH factors in the toolkit they have
developed. The CLEAR collaboration toolkit provides general direc-
tion on SDoH screening domains in clinical settings. It also outlines
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a 'patient level, practice level and community level' approach to
addressing identified social issues (Andermann, 2013). Health
professionals who have used the toolkit indicate that it provides
contextualised guidance about how to screen for and address the
SDoH-related issues of vulnerable patients in clinical settings (Naz,
Rosenberg, Andersson, Labonté, & Andermann, 2016). The toolkit
was not specifically developed for T2DM, therefore determining its
applicability and clinical relevance is required before extrapolating it
into diabetes care.

Combining the 'CLEAR toolkit’ approach with including CHWs
as part of the clinical team, to specifically address SDoH issues, may
enhance the recommendations provided by the CLEAR collabora-
tion (Andermann, 2013). Benefits similar to this were identified by
Hunt, Grant, and Appel {2011). Their review of 16 articles found
obvious benefits of incorporating CHWs into T2DM management
because of their capacity to work at patient, health professional,
health clinic and community levels. A broad interpretation of CHW
was applied in the Hunt et al. (2011) article by using the term com-
munity health advisor (CHA). Their definition of a CHA included
CHWs, peer and various health, and diabetes support workers. The
CHA's provided transport, support for appointments and emotional
issues, various social support activities, and assistance with liter-
acy and comprehension (Hunt et al., 2011). The authors concluded
that CHA's services are highly effective and valued by both partici-
pants and healthcare providers. Similar assistance was described in
the reviewed study by Gimpel et al. (2010). The value of including
CHW/CHA input to address SDoH-related issues for individuals
with T2DM and in clinical settings appears persuasive and is well
supported (Andermann, 2016; Gimpel et al., 2010; Hunt et al., 2011;
Naz et al., 2016).

Supporting client literacy and comprehension is an integral role
of a CHW/CHA (Gimpel et al., 2010; Hunt et al., 2011). People with
lower levels of education are accurately presumed to have worse
health literacy (Keleher & MacDougall, 2016; Kim, 2016; Wallace
etal., 2010). The ‘inability for individuals to access, understand, ap-
praise and communicate health information within the healthcare
system and the wider community' (Keleher & MacDougall, 2016)
contributes to reduced healthcare access, suboptimal self-man-
agement (Welch et al., 2011) and contributes to a cascade of poor
health outcomes resulting from poor SDoH. Poor health literacy
leads to an inability to optimise diabetes education and support
services, and therefore can lead to a deficit in diabetes knowledge
and understanding. In turn, this can affect an individual's ability
to achieve optimal T2DM self-management (Bains & Egede, 2011;
Schillinger, Barton, Karter, Wang, & Adler, 2006). The quality of
diabetes care is therefore dependent on a health professional's
ability to accommodate for client health literacy levels (Wallace et
al., 2010).

The benefit of including diabetes education that is sensitive to
health literacy is supported by Kim and Lee (2016). Their system-
atic review and meta-analysis of 13 relevant articles focused on
strategies to accommodate for patients with low health literacy.
They found an overall improvement in glycaemic management when
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health literacy was addressed. This provides convincing support for
the integration of health literacy into diabet If: g 1t in-
terventions (Kim & Lee, 2016; Wallace et al., 2010).

5 | LIMITATIONS

The term ‘social determinants of health' was only defined in the
MEDLINE electronic database at the beginning of 2014, aithough it
entered mainstream literature in approximately 2003. Prior to 2014
the phrases socio-economic status, socio-economic factors and so-
cial conditions were used. To overcome this, a variety of synonyms
were used in the search strategy; however it is possible some rel-
evant literature may have been missed.

Including the terms ‘identifying' and ‘addressing’ {and their syn-
onyms) in the electronic database search inaccurately narrowed the
search results to zero, and subsequently they were not used. Similarly
an unmanageable amount of literature was produced when the syn-
onyms of health equity, equality, inequity and inequality were included.
Consequently manual screening of titles and abstracts was necessary
prior to applying the inclusion and exclusion criteria. This may have lim-
ited the search, and is therefore worthy of acknowledgement.

Use of the same data set in the five articles by Walker et al.
(2014a, 2014b, 2015a, 2015b, 2015) limited the breadth of the
current literature review by reducing the total number of ap-
proaches used to identify the SDoH of individuals with T2DM in
clinical settings. Although SDoH were only identified once, each
study used different statistical analyses to describe separate in-
teractions between SDoH and T2DM, and thus all were included
in the review.

Expanding the search to include other chronic diseases such as
heart disease and stroke may have yielded more results, as the in-
fluence of SDoH on these conditions is also acknowledged (WHO,
2003), however this would have detracted from the specific focus on
T2DM. Furthermore, this limitation also sheds light on the paucity of
research currently done on SDoH in clinical settings, where T2DM
is usually managed.

6 | CONCLUSION

Social determinants of health and T2DM are interdependent, and
inadequate self-management of T2DM is more commen in those
with poor SDoH (AIHW, 2014, 2016). Consequently the benefit of
considering SDoH in conjunction with T2DM self-management was
evident in the literature. The aim of the literature review was to ex-
plore methods and strategies used in clinical settings to identify and
address the SDoH of individuals with T2DM. The literature did not
reveal any specific guidelines; however, synthesis of the reviewed
studies and associated literature revealed informative direction for
future research.

Identifying social need in a clinical setting requires an in-
dividualised approach. Considering the individuals' personal
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circumstances and whether they perceive the SDoH-related
issue as a barrier to T2DM self-management brings relevance to
well-recognised SDoH. Thereby incorporating an individualised
approach to assess SDoH-related barriers to T2DM self-manage-
ment into clinical settings could enable a more targeted approach
to usual clinical care.

Considering health literacy rather than education level may
enhance the usability and application of SDoH assessments by
allowing for improved comprehension of the terminology fre-
quently used in T2DM care. Furthermore, accommodating for
health literacy is crucial when identifying SDoH-related barriers,
and when addressing SDoH-related issues. This combined with
the expertise and skills of CHWs may be advantageous when de-
vising strategies to incorporate SDoH into the clinical manage-
ment of T2DM.

The impetus towards including SDoH in clinical settings has
begun in Canada and the USA (Andermann, 2013, 2016; Page-
Reeves et al., 2016), and the strategies outlined in the CLEAR toolkit
(Andermann, 2013) could be contextualised and then incorporated
into the clinical management of T2DM.

Current efforts to advance T2DM management could be enhanced
by incorporating innovative approaches that include the SDoH as part
of standard clinical practice. Contextualising and progressing current
approaches used in dinical settings to identify and address SDoH-
related barriers to T2DM self-management could enable this approach.
Furthermore, it is an opportunity to expand strategies that address
SDoH and contribute to improved health equity in general.
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ABSTRACT:

Introduction: Type 2 diabetes mellitus and social disadvantage
are related. In Australia, this association is most pronounced
among Indigenous Australians (Aboriginal and Torres Strait
Islander peoples). Indigenous Australians are among the most
socially disadvantaged in the country, having the worst social
determinants of health (SDoH). SDoH are typically addressed at a
population level, and not on an individual or a clinical level.
However, the SDoH-related needs of individuals also require
attention. The adverse link between type 2 diabetes and SDoH
suggests that simultaneous consideration at an individual, clinical
level may be beneficial for type 2 diabetes care and self-
management. Identifying and addressing SDoH-related barriers to
type 2 diabetes seif-management may augment current care for
Indigenous Australians.

This study aimed to combine the perspectives of Indigenous
Australians with type 2 diabetes and Indigenous health workers to
explore the SDoH-related barriers and facilitators to self-managing
type 2 diabetes, and how SDoH could be incorporated into the
usual clinical care for Indigenous Australians with type 2 diabetes.
Methods: Under the guidance of a cultural advisor and
Indigencus health workers, seven Indigenous Australians with type
2 diabetes and seven Indigenous health workers from rural and

Keywords:

remote north Queensland, Australia, participated in a series of
semi-structured, in-depth face-to-face interviews and yaming
dircles. A dinical yarming approach to data collection was used, and
both an inductive and a deductive data analysis were applied. Data
were analysed, and themes were identified using NVivo vi2.
Results: Study participants described a holistic view of health that
innately includes SDoH. Specific to type 2 diabetes care,
participants identified that culturally responsive service delivery,
suitable transport provision, an infinite flexible approach to
accommodate for individuals” unique social circumstances,
appropriate client education and appropriate cultural education
for health professionals, support mechanisms and community
support services were all essential components, These were not
seen as separate entiies, but as interrelated, and all were required
in order to incorporate SDoH into care for Indigenous Australians
with type 2 diabetes.

Conclusion: SDoH are implicit to the Indigenous Australian
holistic view of health. Consequently, an approach to type 2
diabetes care that complements this view by simultaneously
considering SDoH and usual type 2 diabetes dlinical management
could lead to enhanced type 2 diabetes care and self-management
for Indigenous Australians.

Aboriginal, Australia, health workers, Indigenous Australians, social determinants of health, Torres Strait Islander, type 2 diabetes.

FULL ARTICLE:

Introduction

Type 2 diabetes mellitus and social disadvantage are related; that
is, when people live in disadvantaged situations, they are more
likely to develop type 2 diabetes'. In Australia, this association is
highest among Indigenous Australians {Aboriginal and Torres Strait
Islander peoples). Indigenous Australians have type 2 diabetes
rates 3-6 times higher than that of non-Indigenous Australians,
and are among the most socially disadvantaged in the country®4,

Social disadvantage is an accumulation of suboptimal social
determinants of health (SDoH), which include income,
employment, housing, education, transport, sodal support and
access to health care®, For Indigenous Australians, social
determinants also combine with cultural determinants to influence
health. Cultural determinants include culture, spirituality, family
and connection to traditional land248,

SDoH are typically addressed at a population level, with the aim of
achieving sustained health equity, sodal justice and generational
improvement of peopie’s lives®78, While the necessity of a
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population approach is difficult to contest, people’s immediate,
idiosyncratic health needs must also be addressed. The connection
between SDoH and the increased prevalence of type 2 diabetes
suggests simultaneous consideration of SDoH and type 2 diabetes,
at individual and dlinical levels, may be beneficial. Addressing the
direct relationship between poor SDoH and type 2 diabetes
management? warrants investigation, particularly in an Indigenous
Australian context.

Both Indigenous and non-Indigenous Australians with type 2
diabetes are expected to understand the disease and achieve
management goals'?, Effective diabetes management often
involves substantial lifestyle adjustment, which can be an
impossible task for people with poor SDoH. The combined
challenge of lifestyle change and poor SDoH could be reduced for
Indigenous Australians if the intricacies of culture, "spirit’, family
and connection to land? were incorporated into type 2 diabetes
care.

Routinely considering SDoH when providing type 2 diabetes care,
and understanding how these affect an Indigenous person’s way of
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life, could help health professionals and other service providers
develop more contextualised interventions. Subsequently,
identifying and addressing the associated self-management
barriers could assist Indigenous Australians in achieving their type
2 diabetes management goals.

To date, clear guidance on how to include SDoH into clinical health
management has been scarce, which may stem from an overall
deficit in organisational level guidance, such as policies and
procedures for taking action on SDoH in healthcare settings''.
However, multinational momentum towards screening for and
addressing SDoH issues in dinical healthcare settings has
begun2-18, These approaches could provide helpful guidance on
how to incorporate SDoH into the clinical management of type 2
diabetes. In addition, it is imperative that the perspectives of
Indigenous people are considered. Specific to this study is the
perspective of Indigenous Australians.

The purpose of this article is to report the viewpoints of
Indigenous health professionals who work with people with type 2
diabetes (IHWSs) and Indigenous Australians with type 2 diabetes
(Indigenous Australians with diabetes) on how the SDoH of
Indigenous Australians can be incorporated into the clinical
management of type 2 diabetes.

This study aimed to draw on the combined perspectives of
Indigenous Australians with diabetes and IHWSs to explore:

1. the SDoH-related self-management barriers and facilitators
to managing type 2 diabetes, from an Indigenous Australian
perspective

2. strategies to incorporate SDoH into the usual dinical care for
Indigenous Australians with diabetes.

Methods
Design

This qualitative study used an exploratory, descriptive approach'®
to combine the insights of Indigenous Australians with diabetes
and IHWs. The intent was to increase understanding on how the
social determinants affect Indigenous health, and the self-
management of type 2 diabetes, and ways SDoH can be
incorporated into the usual clinical care for Indigenous Australians.
The six core values of the National Health and Medical Research
Council (NHMRC) guidelines for conducting research with
Aboriginal and Torres Strait Islander peoples and communities
were integral to the research design. The core values are spirit and
integrity, cultural continuity, equity, reciprocity, respect, and
responsibility29. Fidelity to the guidelines was assured through the
guidance of cultural advisors, cultural mentors and cultural
brokers, and is documented throughout this paper.

Situating the researcher

The primary researcher (AF) is a non-Indigenous, female diabetes
educator and dietitian. For approximately 5 years she lived and
worked in remote Indigenous communities throughout North and
Western Queensland, Australia, Currently she resides in a regional
city of North Queensland and works cellaboratively with I[HWs who
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provide outreach health services to rural and remote communities.
Being witness to the SDoH-related challenges some Indigenous
Australians with diabetes endure stimulated her motivation to
investigate this topic. To avoid misinterpretation of the data, a
reflexive mindset was adopted, whereby self-reflection and self-
awareness of personal context and experiences were maintained
throughout all stages of the research project?!, Furthermore, to
enhance cultural appropriateness, she consulted regularly with
cultural advisors and cultural mentors, and worked with cultural
brokers on all aspects of the project.

Setting

Two health services, both with offices in Cairns and Townsville
{North Queensland), participated in the study. Oneis a
government service, the other a not-for-profit organisation. Both
services provide diabetes care to regional, rural and remote
Indigenous communities within their service districts as part of
their regular service provision (seven communities in total). They
are not community-controlled health services; however, they
prioritise the needs of Indigenous Australians by including IHWs
on the team, providing regular outreach services to Indigenous
communities, and working with local Indigenous services and
agencies.

Data were collected through small yarning circles and individual
interviews. AF conducted all interviews and yarning circles. In
accordance with cultural guidance, Indigenous Australians with
diabetes only participated when an IHW was present, or if the IHW
ascertained that they were comfortable, and the circumstances
were appropriate for autonomous participation. Consequently, to
ensure culturally safe voluntary participation, it was necessary for
AF to join the IHWSs (ZC and RR) on their scheduled community
visits.

The interviews and yarning circles were conducted in locations
where participants felt most comfortable. The locations included
meeting rooms, waiting rooms, outdoor grassed areas and private
residences.

Participant recruitment

A non-probability, purposive sampling approach'® was adopted.
This was to ensure all participants were IHWs who worked with
people who have type 2 diabetes, or Indigenous Australians with
diabetes. Study details were provided to all participants in wntten
form. Attention was paid to participant literacy level (particularly
Indigenous Australians with diabetes); consequently, a detailed
verbal explanation was also provided to ensure full cognizance of
the study. In total, 14 people participated in the study (seven
Indigenous Australians with diabetes and seven IHWs). All study
participants were over 18 years of age. Written consent was
attained prior to participation. Before providing consent, AF read
the consent form to participants, and provided a verbal
explanation (if desired).

Indigenous Australians with diabetes: AF was a member of the
clinical staff in one of the participating organisations. To avoid
influence, and to increase the trustworthiness of the study'®, three
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colleagues (two IHWs and one non-Indigenous diabetes educator)
recruited all Indigenous Australians with diabetes in a face-to-face
manner, independent of AF. After each individual agreed to
participate, the IHWs personally introduced the Indigenous
Australians with diabetes to AF prior to participation in the yarning
circles or interviews.

Indigenous health workers: Also to minimise influence, IHWs
from the same organisation as AF were informed about the project
and invited to participate through their supervisor, with emphasis
placed on the voluntary nature of participation. IHWs from both
organisations were then invited to participate in the study via
email, which was followed up by a verbal invitation (between

2 days and 1 month post-email).

Data collection

Study participants were offered the choice of taking partin a
yaming circle or a one-on-one interview, Demographic
information, duration of diagnosis and IHW title and qualifications
were collected in a short questionnaire completed prior to the
yaming circles/interviews. This was collected to refiect the variety
of genders, age, years of type 2 diabetes diagnosis, and level of
IHW experience and qualifications. There were no specific
requirements for yaming circles to consist of IHWs and Indigenous
Australians with diabetes separately; rather, natural formation of
the groups was preferred because the aim of the study was to

analyse the combined perspectives of IHWs and Indigenous
Australians with diabetes,

Yaming was the most appropniate method of data collection
because it enables participants to tell their stories, in their voices,
based on their lived experience?2, By incorporating aspects of
clinical yaning”, the stories of Indigenous Australians became a
vehicle to understanding their experience of type 2 diabetes.
Combining traditional yarning with aspects of clinical yarning
allowed for the necessary clinical information about type 2
diabetes and SDoH to be elicited in a culturally congruent
manner2223,

Two one-on-one interviews (one female IHW, one male Indigenous
Australian with diabetes) and five small yarning circles (n=2, n=2,
n=2, n=3, n=3) were conducted (see Table 1 participant details).
Only one yarning circle (n=3) was of mixed gender. This was a
group of IHWs who felt comfortable participating in this

manner. Gender differences between AF and all participants were
discussed (prior to interview/yaming circle) with an IHW (ZC or
RR), who acted as cultural broker. One yarning circle of female
Indigenous Australians with diabetes (n=2) was co-facdilitated by an
IHW because it was decided her presence would create a more
culturally safe and comfortable environment. To enable consistency
in data collection, AF conducted all interviews and yaming circles,
With consent, all interviews and yaming circles were audio-
recorded for future transcription.

Table 1: Yarning circle participant details

Yarning circlo | Indigenous health Indigenous Australians Gendor
numt orkers () with (n)

1 2 2 female

2 2 2 fomale

3 1 1 2 male

4 3 3 female

5 3 1 femabe, 2 male

Data analysis

Data analysis was guided by the six steps for thematic analysis
outlined by Braun and Clarke?, data familiarisation, initial coding,
searching for themes, reviewing themes, defining and renaming
themes, and producing the report.

AF transcribed all audio recordings, which allowed for more
accurate transcription and for data analysis to develop and deepen
reliably. Rigour of the study was increased by a sample of these
transcripts being reviewed by the second researcher (SD). The
initial appraisal was to review the relevance of the questions asked,
and to commence independent identification of emerging themes.

Transcripts were imported into NVivo v12 (QSR Intemnational;
http://www.gsrinterational.com/nvivo) for thematic analysis®®. A
combination of deductive and inductive data analysis was applied
during initial ceding, which enabled simultaneous targeted
exploration into SDoH issues, and open exploration of participant
perspectives?S. The theoretical framework used for the deductive
analysis was based on well-known SDoH3 (see Box 1). A deductive
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approach was incorporated to identify examples of how SDoH can
affect the ability of Indigenous Australians with diabetes to self-
manage their type 2 diabetes. The inductive analyses and a
phenomenological approach enabled deep exploration of
participant experiences'? of type 2 diabetes through an SDoH lens.

Triangulation continued throughout the analysis phase with
regular analytical discussions on coding and theme development
between AF and SD. The third researcher (KMR) reviewed the initial
codes (established by AF and SD) and concurred with their
accuracy. After minor modifications and clarification of
terminology, all three researchers agreed on the final themes.

Following final theme consensus, member checking was
completed with five of the seven IHWs (two were not contactable).
The identified themes were discussed and explained to confirm the
accuracy of interpretation and subsequent findings, The
Indigenous Australians with diabetes were not contactable
because of the transient nature of their lifestyles. Consequently,
the IHWs (ZC and RR) who organised recruitment and assisted with
facilitating a yarning circle confirned the accuracy and
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incorporation of the responses.

Social deter

ants of health

Addiction
Early life
Economic status (income)
Education

Employment
Food security
Healthcare access
Housing
Soclal exclusion
Social support
Stress
The social gradient
Transport

Box 1: SDoH framework used for deductive analysis.

Ethics approval

Ethics approval for the study was granted by the Human Research
Ethics Committee of Queensland Health (HREC/18/QTHS/128) and
James Cook University (H7480). Importantly, this approval requires
demonstrated adherence to the NHMRC “Ethical conductin
research with Aboriginal and Torres Strait Islander Peoples and
communities: guidelines for researchers and stakeholders'29,

Results

Fourteen Indigenous Australians participated in the study. Seven
participants were Indigenous Australians with diabetes and seven
were [HWs, Participant characteristics are outlined in Tables 2 and
3.

Incorporating SDoH into the clinical management of type 2
diabetes for Indigenous Australians involves a central theme of
culturally responsive service delivery. In addition, five individual yet
interrelated themes emerged as being essential for SDoH to be
identified, navigated and incorporated into the usual clinical care
for Indigenous Australians with diabetes. The six themes were:

® culturally responsive service delivery

® an infinite flexible approach to service delivery

® appropriate education for both Indigenous Australians with
diabetes and non-Indigenous health professionals

e support mechanisms for Indigenous Australians

® suitable transport provision

*® community support services.

Figure 1 provides a diagrammatic representation of these
interrelated themes.

Theme 1: Culturally responsive service delivery

Both Indigenous Australians with diabetes and IHWSs discussed
aspects that suggested a culturally responsive service should be
provided when identifying and accommodating the unique needs
of Indigenous Australians as part of diabetes care, Participant
comments suggested that a culturally responsive service
fundamentally requires an all-encompassing, holistic approach.

It’s that whole, holistic, you know, not just their health, it’s
everything! (IHW 7)

More specifically, IHWs and Indigenous Australians with diabetes
indicated that incorporating SDoH into care for Indigenous
Australians in a culturally responsive way encompasses client
involvement in their own care, IHW roles in providing care and
service delivery approaches for Indigenous Australians with
diabetes, generational acknowledgement and inclusion in care,
and effective communication. Each aspect is defailed below.

Table 2: Characteristics of Indigenous Australians with type 2 diabetes

| Panicipant Gender | Aqa (yeers) | Duration of disbeces

1 Fomae a7 10 years
2 Fonan 24 25 years
3 F o az & months
4 Fomnale a5 »20 yours.
id Fonale a1 10 yoars
L Nade el 135 years
r Wide 81 3 youy
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Table 3: Characteristics of Indigenous health workers2627

Participant Gender | Age (years) Current role’ Qualification Experience (years)
1 Female 48 Advanced health worker Posigraduate =20

2 Female 43 Care coordinator Certificate 3 2

3 Female 57 Senior care coordinator Certificate 4 6.5

4 Female 49 Qutreach worker Certificate 3 ~3

5 Nale 29 Qutreach worker Certificate 3 2

6 Nale 49 Health worker Certificate 3 5

7 Nale 34 Outreach worker Diploma a

' Description of Indigencus health worker roles in this study

Health worker — Aborigingl and Tomes Strait Islancer person who s qualified 1o provide fiexble, holsse and culturally sensitive
health services fo Abonginal and Torres Strak Islander clients [ref. 26)

Care coordinator ~ an IHW who works as pan of the 'Closing the Gap -

Team Care program’ 10 encourage and

support eligible Aboriginal and Torres Strait Islander people to access the sarvices they need to treat thair chronic disease

according to the general practitioner care plan [ref, 27).

Outreach worker — an IHW who works as part of the "'Closing the Gap - |

d Team Care program’ lo encourage and

support Abonginal and Torres Strait Islander people to access health services and help to ensure that services are culiurally

competant [rel. 27).

Infinite
Flexible
Approach

Culturally
Responsive |

Service )
Delivery

Support

Mechanisms

Appropriate
Education

Figure 1: The six identified themes for the social determinants of health in clinical care for Indigenous Australians with type 2
diabetes.

Client involvement in their own care: Indigenous Australians
with diabetes reported their desire to be involved in all of their
own healthcare decisions. They felt this would allow them the
opportunity to contemplate the appropriateness and achievability
of the suggested type 2 diabetes self-management strategies.
IHWs reinforced this notion. They discussed the necessity of client
involvement to ensure the appropriateness of interventions, and
an understanding of self-management activities. Furthermore, the
IHWs emphasised the importance of Indigenous Australians with
diabetes establishing their own self-management goals.

it’s always best to ... run it past with the client ... and always
get consent from them, because it's their own right, you know,
yeah ... And um, listen. Jot things down, let them do the
talking ... Ah, you as a health professional, you be just, be
taking notes, help them through and then you and the client
sit down and work out a strategy (IHW 1)
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Have a meeting with the client, with the patient, and see if
they got a good understanding with what’s going on ...
(IHW 2}

IHW roles in providing care: Indigenous Australians with
diabetes portrayed IHWs as key to achieving the fundamentals of
type 2 diabetes self-management, such as attending medical
appointments, understanding medications, navigating health
systems and accessing various other community support. They
expressed an appreciation for the diverse range of support the
IHWs provided.

[IHW] has been a big help to everybody around this area ...
She’s from [location] and she comes up here, and you know,
wants to know if everything is all right — how are youse, and
you know, you need anything? (Indigenous person with
diabetes (IPWD) 1)
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The IHW commentary augmented this and exemplified their
supportive attitude regarding client care. They portrayed an
unbounded willingness to provide support for the diverse range of
issues faced by Indigenous Australians with diabetes.

So we understand. And a lot of people come to us needing
help. And it might be something that’s very private and stuff.
And they'll talk to us and we can either guide, support, be
there with them ... So we walk with them. (IHW 6)

we absolutely back our mob up ... because it helps us to help
them. You know. The client with their health journey, because,
you know, you are doing stuff that, you know, and we link up
.. S0 we're using and working together with community
members for somebody’s health journey. (IHW 6)

Service delivery approaches: Health services delivered to
Indigenous Australians with diabetes centred on them feeling
comfortable, respected and safe. Providing type 2 diabetes care in
this manner was appreciated, and the IHWs perceived this as a
fundamental part of their role, This approach also appeared to
assist with client engagement in health care.

Comfortable, yeah ... Go out to their own environment ... It's
coming down to respect, you know in making them
comfortable, and make sure they're engaging and all that, you
know (IHW 7)

instead of just going to the doctor it's just a quick visit and,
blah blah, and home again. Whether it's just to sit down, or
even watch a thing on the TV screen and whatever (IPWD 2)

Generational acknowledgement and inclusion in

care: Including a generational approach to type 2 diabetes care
was articulated by both Indigenous Australians with diabetes and
IHWs. There was a strong desire to prevent type 2 diabetes
spanning generations and negatively affecting the lives of young
people. Intergenerational learming and understanding was seen as
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a possible approach to prevent the consequences of type 2
diabetes experienced by older generations.

I don't want my grannies [grandchildren] to grow up to be like
me, like, either jabbing themselves or taking tablets for the rest
of their lives. (IPWD 4)

But what we need to do is just get the younger children,
primary school all the way up to high school. Get some elders,
and you know, some parents to come and work together.
(IHW 6)

Effective communication: Two-way communication between
Indigenous Australians with diabetes and non-indigenous health
professionals was most effective when fadilitated by an IHW. This
assisted the Indigenous Australians with diabetes to better
understand health care and enabled IHWs to reiterate and clarify
the messages delivered.

yeah and we're having those conversations on trips to the GPs,
or after they're seen the doctor, even stuff to help them
understand in the consult, we just, probably break it down for
them on the way home. (IHW 4)

Theme 2: Infinite flexible approach

The lives of Indigenous Australians with diabetes were permeated
with competing priorities that hindered effective type 2 diabetes
self-management. These were all enmeshed with SDoH and
required a multitude of strategies and services to adequately
address and navigate them. The IHWs required an infinite flexible
approach to be able to walk alongside Indigenous Australians with
diabetes to help them navigate these circumstances so that
eventually they can prioritise type 2 diabetes seif-management

The extent and diversity of SDoH-related competing priorities as
identified by IHWs and described by Indigenous Australians with
diabetes are displayed in Table 4.
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Table 4: Examples of competing priorities to type 2 diabetes self-management for Indigenous Australians[CG1] [SW2]

Identified by Indigenous health workers

... well money, fo buy the medications. | mean you got, you
oot some medications free from closing the gap and then
somelimas you stilf gotte pay. And um, you know, they might
be down fo the [ast saven dollars or something bke thal. And
have got to buy some bread for the houss, instead of buyng
... Their madication. (IHW 2)

Described by Indig A with diabet
1'd buy the specials. (IPWD 2) [when asked if IPWD would

purchase a more expensive healthier option, or a junk
food option thatl was on specal)

It there (s, ah, i there is a disconnect fowards Ight,
elacincity, the money wal Go fowards the bi¥ other than
attanding to the appointments (IPWD 5)

I wanied to have a cigar, so [ went and bought a packet of
cigaveties instead of the insulin, you know, maybe things
o home are escaloting ... (IPWD 2)

... they haven't besvi educafed at the beginning. How wowd
they understand anything, you know, they go through ife just
working owd how fo get through el {IHW 6)

... 50 I've gof & client now, that | take to gef wownrd core, um,
and she is prodably going o get her foe ampulated soon. Um,
she's in an overcrowded house as well, but she’s gol no place
fo go ... They make a mess, they run around, owlside, come
run inside. So you've got al those sort of things into play.
(W 3)

... wall the, probably one of the biggest problems with, ke,
Indigenous people. It Is the housing. Some of them don't have
housas, thay shil have adult childran ving with tham, or they
have farmily staying fo visit, and stay for, you know, long
peviods of time ... um, so | guess doctors, you know, they
showld take that info consideration a bit .. (IHW 3)

1hat's another thing. I's hard to save money for, ke off
youv pay week, I's hard to save money for thal when you
lving lke. | ive from pay fo pay, see, and | make rmy
money last (W the nex! pay. And | just gel to the next pay.
So 's hard for me to, anything in between. To fork out
$100, you know to go down for ... Thal's cutting me short
for my week, you know. To my next pay. (IPWD 2)

... yeah, and then you ve gotta worry about those ...
When they was going fo school, you gofta worry about the
books and &l of §, and stuff, (IPWD 4)

... wel me power went off. s0 me and the dogs just
Thore's been times when they hadn t had bread and stuf for, | sheved what food was there (IPWD 1)

you know, (IHW 7)

Yeah like, you know they tell, they lell us, you know, what
they Fave in their personal issues and thal, yeah. (IHW 7)
THW, Indigencus haalth worker, IPWD, Indig person wkh

Theme 3: Appropriate education doctor all the time. (IHW 6)

There were two elements to appropriate education. First was the
quality, timing and frequency of cultural awareness training for
non-Indigenous health professionals. The IHWs felt that cultural
awareness training should begin at university level and continue
throughout the health professional's career.

Underlying the effectiveness of client education was a disparity in
health literacy between non-Indigenous health professionals and
Indigenous Australians with diabetes,

like myself, | can't read properly. (IPWD 1)

yeah there is always room for improvement Theme 4: Support mechanisms

Varying types of support mechanisms used by Indigenous
Australians with diabetes were identified. This ranged from type 2
diabetes-specific support, such as that provided by the IHWs, to
support provided by family members, and indirect support such as
workplaces and church groups.

the tength of time that runs?
maybe ongoing? (IHW 2, 3, 4)

and that's probably what needs to be done at the [university]
level, before the doctors are even put out from the uni ... yeah,

at the general medical training (IHW 2 and 3) ... it’s the support network you gotta have. (IPWD §)

The second element related to client education. Understanding
type 2 diabetes health messages depended on congruency
between leaming styles and health professional delivery. This
included identifying, acknowledging and allaying fears about type
2 diabetes, and enabling a thorough understanding of type 2
diabetes and its management through the use of visual and
practical education strategies.

everything needs to be visual (IHW 2)

You need to try and show them in other ways how to
understand. And it has to be visual. (IHW 6)

And we've got a few deadly doctors here, um, that will sit
down, take the time, go through a care plan, and say ‘do you
understand what this is all about? Would you like [IHWs] to
explain it a bit better’ ... All that sort of stuff ... They feel like
they're important. They feel like someone cares ... And that's
where you find them ... wanting to go back to that same
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Our jobs are to support our community members to engage,
and ah, with our GP practices and mainstream allied health
services so to connect to those services so that they can be
supported (IHW 6 (specific support provided by

IHWS)[CG3] [SW4] [CG5] )

when they get home, that conversation (s going to continue.
It’s not just gonna be the patient not knowtng how to explain it
to any one time. Whether it be their wife, their husband their
child that’s looking after them ... so that one person in the
household has got an understanding of what they're going
through and then the conversation can continue at home.

(IHW 2 (family support))

Plus I'm a Christian foo ... yeah | feel more relaxed and more,
more down to earth. You know, to be going to church and
friends in the church and family in the church and that, you
know. It's, yeah it’s, you know, it’s @ good thing to be, you
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know, going to church, being a Christian. (IPWD 2 (indirect
support))

Theme 5: Suitable transport provision

The ability for Indigenous Australians with diabetes to access the
necessary healthcare services for comprehensive type 2 diabetes
care relied on access to suitable transport, at an appropnate time.
Both IHWSs and Indigenous Australians with diabetes lamented the
ongoing insufficiency and inadequacy of transport

There is a big problem with transport ... still, there is a big
problem (IHW 6)

like | say, transport! ... Yeah to get there, and like home ... One
of the ladies out [remote location] she uses the ambulance to
get her to take it to fregional location] and bring her back sort
of thing. (IPWD 4)

One IHW spoke of resorting to putting Elders on a Greyhound bus,
to attend medical appointments in a regional town 2.5 hours away,
because she had no other choice. Her words articulate the
disgraceful lack of transport options,

.. we've got communities that don't have that, so that's a very
difficult ... So what happens s, they either gotta go, they've got
a go on the Greyhound bus ... Now these are elders ... It's just
wrong! ...We've had to transport people ourselves because
their ... you know they don't want to go because they're scared
.. They don't understand what's going on. (IHW 6)

Theme 6: Community support services

The ability and approaches used by IHWs to attend to SDoH issues
relevant to Indigenous Australians with diabetes depended on the
support services available in the community. The extent of support
provided relied on collaboration and the working relationships the
IHWSs had with these services. The IHWSs also required a
comprehensive understanding of non-Indigenous services to
effectively apply them in an Indigenous context to ensure
appropriate referrals and support are provided.

If they have community centres, like [rural locations], reaily
good. They support with um, food relief, um, housing, DV
[domestic violence] and stuff like that. (IHW 6)

So we link up with the co-op that would be, that is good with
working and understanding, you know, using your, um, bush
medicines, food and stuff and then I'd interact with that as
well. (IHW 6)

Oh ... the understanding ... understanding of both worlds.
{IHW 1)

Discussion

This study aimed to combine the perspectives of IHWs and
Indigenous Australians with diabetes to gain insight into the
SDoH-related barriers and facilitators to type 2 diabetes
management, and how SDoH could be formally incorporated into
the usual dinical care of Indigenous Australians with diabetes. Not

Amanda Louise Frier

surprisingly, the findings confirmed that culture should be the
foundation of health service delivery for Indigenous Australians
with diabetes. The findings also highlighted that the Indigenous
view of health innately encompasses SDoH.

Australian Aboriginal and Torres Strait Islander peoples’ view of
health is holistic and includes culture, spirituality, tradition, social
and emotional wellbeing, as well as physical health. Furthermore,
this view of health considers the individual and community as
unified and inter-reliant. When realised, this concept empowers
and enables an individual’s full potential to be reached, and
community wellbeing to be achieved?$2829, Therefore, health
service delivery for Indigenous Australians should parallel this all-
encompassing perspective of heaith30,

The identified themes for incorporating SDoH into the usual
clinical care for Indigenous Australians with diabetes reflect a
holistic approach to health care, and corresponded with the
Indigenous Allied Health Australia description of cultural
responsiveness. This definition states that cultural responsiveness:

holds culture as central to Aboriginal and Torres Strait Islander
health and wellbeing; involves ongoing reflective practice and
life-long learning; is relationship focussed: is person and
communify centred: appreciates diversity between groups,
families and communities; requires access to knowledge about
Aboriginal and Torres Strait Islander histories, peoples and
cultures3®,

Culturally responsive service delivery is even more crucial when
providing services for Indigenous Australians with diabetes who
live in socioeconomic disadvantage (those with poor SDoH)3132,
Poor SDoH can hinder optimal type 2 diabetes management
through financial limitations, inadequate housing, insufficient
transport, poor access to healthy food, lack of support and an
inability to access quality health care?933, Given the inseparable
association between poor SDoH and type 2 diabetes34, the
obligation for health professionals to identify and address these
issues is apparent'”. The findings of this study substantiate this
and indicate that subsequent troubleshooting around these issues
would indeed assist Indigenous Australians with diabetes in
achieving improved type 2 diabetes self-management

The challenges related to SDoH are exacerbated when Indigenous
Australians with diabetes reside in rural and remote locations3133,
This was echoed in the current study and amplifies the need to
identify strategies to incorporate SDoH into clinical care.
Indigenous health services in rural and remote regions require
local contextualisation for optimal service delivery®. In addition,
fiexibility, client education, health professional training, dlient
support, generational change, transport and community services
are intertwined with providing culturally responsive and person-
centred care3035,

IHWs are required to embrace their holistic view of health to
accommoedate for and support the vast range of competing
priorities to self-management that Indigenous Australians with
diabetes can have. Poor SDoH and the associated coping
strategies (eg smoking and alcohol consumption) can also hinder
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the lifestyle improvements necessary for optimal type 2 diabetes
management and general good health®19, This perpetuating,
negative cycle is widely acknowledged in the literature?3637 and
requires an understanding that competing priorities can take
precedence over type 2 diabetes self-management3!, By
integrating an infinite flexible approach into usual care, IHWs
could then have the capacity to assist Indigenous Australians with
diabetes with the diverse and ongoing SDoH issues that can arise,
so that type 2 diabetes self-management could eventually become
the primary goal.

The effectiveness of non-indigenous health professionals”
involvement in care for Indigenous Australians with diabetes
hinges on cultural respect, awareness, sensitivity, safety and
competence (cultural responsiveness)30, Appropriate education for
health professionals first requires non-Indigenous health
professionals to understand the expansive impact of colonialism
and transgenerational trauma on the health and wellbeing of
Indigenous Australians®, Second, an unending reflexive empathy
for the cultural and health belief differences between Indigenous
and non-Indigenous Australians is essential??39,

The voices of the IHWs in the current study resonated the
requirement of localised and frequent training around cultural
practice. Their consensus lamented a rhetorical nature to current
cultural awareness training, that leaves non-Iindigenous health
professionals ill equipped to truly appreciate the impact of
Australian Indigenous culture on health management Their
discontent with current practice coincides with an apparent
scarcity of literature supporting the effectiveness of cultural
awareness training on health outcomes3®, and a lacking consensus
on a cultural competence curriculum for health professionals3?,
However, these assertions are not specific to Australian Indigenous
culture, and thus should be extrapolated with contextual prudence,

The importance of cultural responsiveness is acknowledged
extensively throughout the literature29393840, The jiterature
suggests that inept cultural practices by non-Indigenous health
professionals can result in miscommunicated health messages,
reduced healthcare access, lack of self-management confidence
and general distrust of non-Indigenous health workers2?, To
minimise these avoidable situations, cultural education and
training (cultural competency) should be contextually relevant3?
and should be ongoing®.

Cultural competency is generally incorporated into undergraduate
training of health professionals3®: however, the quality, frequency
and localised nature of this training are difficult to determine.
Consequently, a consistent curriculum for all Australian health
professionals may contribute to an enhanced understanding of
how providing a culturally responsive service can improve health
outcomes for Indigenous Australians.

Effective type 2 diabetes management also requires proficient
health literacy. Understanding medications, reading food labels,
comprehending written and verbal instructions, navigating
healthcare systems and providing informed consent are crucial for
type 2 diabetes self-management42, The formidable link between
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education levels, heaith literacy and diabetes is well
documented®43, The IHWs in the current study indicated that
mainstream education and literacy levels were low among many of
the Indigenous Australians with diabetes they work with. This,
combined with unacceptably high rates of type 2 diabetes among
Indigenous Australians?, reinforces the need for the appropriate
education around type 2 diabetes self-management strategies for
Indigenous Australians with diabetes.

The distinctive learning styles of Indigenous Australians should
also be considered. Visual learning appears to be the most
effective learning style among Indigenous populations across the
world*, Concurring sentiments from IHWs and Indigenous
Australians with diabetes in the current study highlighted the
importance of this in type 2 diabetes education. A visual and
practical approach to client education facilitates comprehension
that accommodates for individual learning styles and culture,
despite health literacy levels4244, An example of a visual and
interactive diabetes teaching tool for Indigenous Australians can
be found on the Australian Indigenous Healthinfonet website®s, In
addition to considering learning styles, any education to
Indigenous Australians with diabetes should consider and respect
local culture and be delivered in a meaningful way so it empowers
informed decisions about their own health care4®,

Providing care for Indigenous Australians with diabetes involves
support derived from family, friends, health professionals or
various community-based services. This diverse range of support
mechanisms can provide support specific to type 2 diabetes self-
management, or psychological, social and emotional wellbeing,
and general physical support such as assisting with transport47:48,
This was supported by an Australian study by Black et al%7, which
indicated that people with type 2 diabetes relied heavily on
informal supports such as spouses and significant others,
neighbours and community organisations. This qualitative study
was not specific to rural and remote Indigenous Australians;
however, it endorses the importance of support mechanisms to
enhance seff-management for all people with type 2 diabetes.

The benefits of social support are well known® and were inferred in
the current study. Indigenous Australians with diabetes and IHWs
reported a reliance on support mechanisms. Involvement of family
members was seen as crucial, and participation in community
support groups was also advantageous. This was also a key finding
in the Conway et al's study??, where the value of engaging family
groups, local community groups and IHWs to enable
comprehensive care for Indigenous Australians was described.
Furthermore, lack of these supports was seen as a barrier to type 2
diabetes care and self-management.

The absence of transport can impede social participation and
access to health care34%-51, The experiences of IHWs and
Indigenous Australians with diabetes in the current study
confirmed that lack of suitable transport provision is a major
obstacle to accessing health care, and type 2 diabetes self-
management. Inadequate transport options, particularly in rural
and remote communities, can force IHWSs to use undesirable
transport modalities in a desperate effort to support Indigenous
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Australians with diabetes, such as resorting to public transport for
community Elders, as described in the results section.

Inadequate transport has also been described in previous studies
as a barrier to self-management, healthcare access and good
health*®52, The relevance of transport provision intensifies when
Indigenous Australians with diabetes live in rural and remote
communities, as access to appropriate transport is more
unattainable than in larger centres3! and contributes to higher
non-attendance rates and decreased healthcare access3052,

A well-documented, and cbvious, solution to this type 2 diabetes
self-management barrier is for health services to provide suitable
modes of transport5253, Of course, there is an increased cost
associated with this strategy; however, it is insignificant when
compared to the high financial burden of hospitalisation,
ambulance utilisation and aeromedical retrievai®, all of which can
be a result of poorly managed type 2 diabetes. By investing in
resources and services that support Indigenous Australians with
diabetes to effectively self-manage their health, such as transport
provision, the costs associated with improperly managed health
care could be reduced.

Despite transport deficits being a well-known barrier to optimal
health, and the strong advocacy for health services to provide
transport4851-53 the current study identified that inadequate
transport remains an existing and problematic issue in this region.
Services for Indigenous Australians with diabetes could potentially
improve healthcare access, and therefore type 2 diabetes
outcomes, and reduce healthcare expenditure by merely providing
suitable transport as a routine part of health service delivery.

Assisting Indigenous Australians to access and engage with
community support services is an integral part of the IHW's role2,
Effectiveness in this role pivots around collaborative relationships
and partnerships with available support services®s, an in-depth
knowledge of service capacity, reach and scope, and facilitating
ongoing access and engagement3335, Without this role, access to
vital services could be inhibited because of cultural differences and
social barriers'! for Indigenous Australians. Furthermore, the
absence of culturally appropriate services within the community
restricts service use33,

Davy et al® provide a broad description of access in their
‘Accessibility framework for Indigenous people accessing
Indigenous primary health care services’. This framework has five
main components: approachability, acceptability, availability,
affordability and ability to engage. it may provide guidance for
IHWs to work with community organisations to enhance
accessibility and engagement for Indigenous Australians with
diabetes. Conceivably, this framework could improve access and
engagement of previously ‘inaccessible’ community support
services for Indigenous Australians with diabetes, Using the
framework may not solve the issue of unavailable services within
the community; thus lack of community services requires further
research. Nonetheless, improving the accessibility of currently
available services is likely to improve care for Indigenous
Australians with diabetes,
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The six themes identified in the current study may assist health
professionals and health services incorporate SDoH into the dinical
management of type 2 diabetes for Indigenous Australians. They
are interrelated and seen as the ‘whole being a sum of its parts’,
which reflects a holistic approach to Indigenous Australian health.
Locally contextualising these themes to other communities may
contribute to a broader reduction in the disparities between
Australian indigenous and non-Indigenous heaith resulting from
poor SDoH.

Limitations

Despite extensive effort to ensure the voices of all participants
were correctly portrayed, it was not possibie to contact the
Indigenous Australians with diabetes for member checking
because of the transient nature of their lifestyles. This issue was
discussed with ZC and RR, and instead their comments and
perspectives were collated and explained in detail to ZC and RR.
This was seen as the most appropriate approach to addressing this
issue, as ZC and RR have strong and enduring relationships with all
the Indigenous Australians with diabetes who participated in the
study.

The study was relatively small (N=14) and therefore may not reflect
the views of all IHWs and Indigenous Australians with diabetes in
North Queensland. However, both IHWs and Indigenous
Australians with diabetes provided service to, or lived in, numerous
North Queensland communities (n=7). The identified themes were
highly consistent across all interviews and yarning circles and may
indicate a reasonable level of transferability to other North
Queensland communities; however, the validity should be
considered if the 'SDoH approach’ is to be applied elsewhere.

Finally, the findings are not representative of all Indigenous
populations across Australia, and only reflect a North Queensiand
perspective. This is not necessarily a limitation; however, it requires
acknowledging. Consequently, the authors recommend caution in
directly transferring this SDoH approach to other regions, and
strongly recommend local contextualisation first.

Conclusion

Incorporating SDoH into clinical care for Indigenous Australians
with diabetes requires a holistic approach that reflects the
Indigenous view of health and wellbeing®2?, This study confirmed
that cultural responsiveness should be at the centre of care
provided to Indigenous Australians with diabetes. Care is then
enhanced by applying an infinite fiexible approach to type 2
diabetes management. Indigenous Australians with diabetes also
require support people and other support mechanisms to walk
with them on their type 2 diabetes journey. Appropriate education
about type 2 diabetes for Indigenous Australians with diabetes,
and ongoing cultural competence training for health professionals,
are also essential components. Finally, but equally important, is the
provision of transport that suits the specific needs of Indigenous
Australians with diabetes, and the availability and accessibility of
supporting services within the local community.

Suboptimal type 2 diabetes self-management among Indigenous
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Australians, because of poor SDoH, may be preventable, and
therefore calls for supplementary approaches to diabetes care.
Incorporating SDoH as part of the usual clinical care, and assisting
Indigenous Australians with diabetes to overcome or enable self-
management despite them, could improve health outcomes.
Furthermore, incorporating SDoH into the usual dinical care of
type 2 diabetes may help to narrow the unacceptable health gap

between Indigenous and non-Indigenous Australians®.
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Appendix G. Study information sheets

Appendix G1. Health professionals

=29 Queensland = JAMES COOK
i =~ UNIVERSITY
Government ¥ AUSTRALIA

INFORMATION SHEET - Health Professionals

PROJECT TITLE: Incorporating social determinants of health into the clinical management
of type 2 diabetes - Phase 2.
Health professionals always strive to improve how they care for people with type 2 diabetes. Gaining
insight into the challenges and barriers that people with diabetes face in their lives will help understand
the ‘nonclinical’ reasons that can make it hard for people to manage their diabetes. These ‘nonclinical’
reasons are also known as the ‘social determinants of health’ (SDoH). Assessing how SDoH may impact
an individual’s ability to manage their diabetes, and determining strategies to address them may improve

the overall ability of clients to achieve optimal diabetes management.

You are invited to take part in a research project that may help health professionals gain understanding
into the things in life that make it hard for clients to manage their diabetes, and also ways to help address
these. This study will investigate the best way to include SDoH into the usual ‘clinical care’ of people with
type 2 diabetes. This study is being conducted by Amanda Frier and will contribute to her PhD studies at

James Cook University.

If you agree to be involved in this study, you will be contacted by the principal researcher (Amanda Frier)
and invited to participate in focus groups of up to 8 people, or if you prefer, one-on-one interviews. The
focus groups and interviews are expected to take approximately one hour of your time. The focus groups
or interviews, with your consent, will be audiotaped. The focus groups and interviews will be conducted
at the <insert site-specific information>. Taking part in this study is completely voluntary and you can stop

taking part in the study at any time without explanation or prejudice.

Your responses and contact details will be strictly confidential. The data from the study will be used in

research publications and reports. You will not be identified in any way in these publications or reports.

If you think any of your clients who live with a type 2 diabetes might be interested in this study, please
pass on a client information sheet to them so they can contact Amanda to volunteer for the study, if they

wish.
If you have any questions at all, please contact - Amanda Frier
Principal Investigator: Supervisor:
Amanda Frier (PhD candidate) Dr. Sue Devine
College of Public Health, Medical and Veterinary Services. College of Healthcare Sciences.
James Cook Universitv Australia. Townsville, QLD. 4811. James Cook Universitv. Australia. Townsville, QLD. 4811.
Phone: Phone:
Mobile: Email: sue.gevine@jcu.edu.au

Email: amanca.mer@my.jcu.eau.au

This study has been reviewed and approved by the Townsville Hospital and Health Service Human Research Ethics Committee.
If you have any concems or complaints about the ethical conduct of this research you should contact the Chairperson on 07 4433

1440 or TSV-Ethics-Committee@health.qid.gov.au .

Refreshments will be provided
Version 2: 24/06/2018 10f1
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Appendix G2. People with diabetes

Queensland == JAMES COOK
w= UNIVERSITY
Government > oYl

INFORMATION SHEET - People with type 2 diabetes

PROJECT TITLE: Incorporating social determinants of health into the clinical management of
type 2 diabetes — Phase 2.

Health professionals always strive to improve how they care for people with type 2 diabetes. Insight into
the challenges and barriers that people with diabetes face in their lives, will help health professionals to
understand the ‘nonclinical’ reasons that can make it hard for people to manage their diabetes. Also
understanding what can help people to look after their diabetes will assist health professionals to work
with individuals to develop ways to make diabetes management easier.

You are invited to take part in a research project that will help health professionals gain understanding
into the things in life that make it hard to manage diabetes, and ways to help address these. This study
will investigate the best way to include these ‘nonclinical’ aspects into the usual ‘clinical care’ of people
with type 2 diabetes. This study is being conducted by Amanda Frier and will contribute to her PhD
studies at James Cook University.

If you agree to be involved in this study, you will be contacted by the principal researcher (Amanda Frier)
and invited to participate in focus groups of up to 8 people, or if you prefer, one-on-one interviews. The
focus groups and interviews are expected to take approximately one hour of your time. The focus groups
and interviews, with your consent, will be audiotaped. The focus groups and interviews will be conducted
at the <insert site-specific information>.

Taking part in this study is completely voluntary and you can stop taking part in the study at any time
without explanation or prejudice.

If you agree to be involved in this study your participation will not affect the care you receive from your
diabetes service providers and other health professionals in any way.

Your responses and contact details will be strictly confidential. The data from the study will be used in
research publications and reports. You will not be identified in any way in these publications or reports.

If you know of any other people that live with a type 2 diabetes that might be interested in this study, can
you please pass on this information sheet to them so they can contact Amanda to volunteer for the study?

If you have any questions at all, please contact - Amanda Frier

Principal Investigator: Supervisor:

Amanda Frier (PhD candidate) Dr. Sue Devine

College of Public Health, Medical and Veterinary Services. College of Healthcare Sciences.

James Cook University Australia. Townsville, QLD. 4811. James Cook University. Australia. Townsville, QLD. 4811.
Phone: Phone:

Mobile: Email: sue.devine@jcu.edu.au

Email: amanada.imer@my.jcu.edu.au

This study has been reviewed and approved by the Townsville Hospital and Health Service Human
Research Ethics Committee. If you have any concerns or complaints about the ethical conduct of this
research you should contact the Chairperson on 07 4433 1440 or TSV-Ethics-
Committee@health._qld.gov.au

Refreshments will be provided
Version 2: 24/06/2018 page 1of 1
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Appendix H. Study participant demographic forms

Appendix H1. Health professionals

N
@+ Queensland
AERT Government

=~ JAMES COOK
=~ UNIVERSITY

AUSTRALIA

Project title: Incorporating social determinants of health into the clinical
management of type 2 diabetes? - Phase 2

Written Questions for Health Professionals

What 1s your profession?

Are you a credentialled diabetes educator?

Are you male or female ?

What 1s your age ?

What 1s your level of education?
certificate - diploma degree postgraduate studies

How long have you worked with people who have diabetes?

Do you work in a ‘diabetes centre’ based facility? 1.e. hospital based service or
community based service.

Do you provide outreach diabetes services?

o Face-to-face

o Telehealth

~ Thank You ~
Version 3: 28/08/2018

page 1 of 1
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Appendix H2. People with diabetes

) == JAMES COOK
72 Queensland :_:;' UNIVERSITY

RIS L Government AUSTRALIA

Project title: Incorporating social determinants of health into the clinical
management of type 2 diabetes? - Phase 2

Written Questions for people who have type 2 diabetes

1. Are you Male or Female?

2. What 1s your age?

3. Are you Indigenous or non-Indigenous?

4. What 1s your country of ongin?

5. How long have you had type 2 diabetes?

~ Thank You ~

Version 2: 24/06/2018 page 1 of 1

Amanda Louise Frier
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Appendix 1. Study participant consent form

Amanda Louise Frier

This administrative form
has been removed
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Appendix J. Letters of support

Appendix J1. Townsville Hospital and Health Service

Amanda Louise Frier

This administrative form
has been removed
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Appendix J2. Cairns Diabetes Centre

Amanda Louise Frier

This administrative form
has been removed
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Appendix J3. Northern Australia Primary Health Limited

Amanda Louise Frier

This administrative form
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Appendix J4. The Diabetic GP Clinic
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This administrative form
has been removed
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Appendix J5. Cultural mentor

Amanda Louise Frier

This administrative form
has been removed
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