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Abstract

Background and aim

Within Australian Aboriginal and Torres Strait Islander populations, the number of older adults
is growing rapidly. As with Indigenous people globally, Aboriginal and Torres Strait Islander
Peoples experience disparities in health and ageing trajectories when compared with non-
Indigenous people. However, similarly to all populations, Aboriginal and Torres Strait Islander
Peoples seek to age well by remaining active, healthy and independent for as long as possible.
Community members within the Torres Strait and Northern Peninsula Area (NPA) of
Queensland, Australia identified the need for support and mechanisms that allowed older adults
to remain living at home in their communities while ageing well. A scoping review exploring
ageing within Indigenous populations, completed as part of this study, revealed that holistic
health and wellbeing, maintaining connections, demonstrating resilience, humour and having a
positive attitude facilitated ageing well in the face of common challenges. However, no
evidence was found indicating how Aboriginal and Torres Strait Islander Peoples living in the

Torres Strait and NPA could be supported to age well.

This study was developed in response to community feedback. The aim was to explore how
individuals in the Torres Strait and NPA can age well, while examining how primary health
care can support their desire to age in place and maintain meaningful lives within their
communities. The ability to age well is embedded within a broader cultural context and shaped
by the social determinants of health (SDoH). Understanding how ageing well is experienced
within these contexts can assist with establishing programs and services that provide the most

appropriate care.
Methods

A participatory action research (PAR) study was facilitated with five Torres Strait and NPA
communities (Kirriri, Ngurupai, Wug, Warraber and Bamaga). Decolonising methodologies
framed and guided this research. The study comprised four PAR cycles. Yarning circles (Cycle
One) were facilitated, with 45 community members participating in 10 yarning circles to
explore what ageing well meant to them, including the concepts, enablers and barriers
associated with ageing well. Reflexive thematic analysis was used to analyse the co-generated
data. The metaphor of a wongai tree was used to present the findings. Cycle Two involved

Xiv



developing a healthy ageing screening tool and auditing the clinical health service data of
residents aged 18 and over living in participating communities (N = 1,128) to establish the
current service delivery within the five participating primary healthcare centres (PHCCs).
Findings from the yarning circles and results from the audits were used to identify continuous
quality improvement (CQI) projects for the PHCCs, which was the focus of Cycle Three. Plan,
Do, Study, Act (PDSA) cycles, consistent with PAR methodology, were implemented to
address the priorities identified. Cycle Four identified principles and action strategies arising
from the yarning circle findings, audit data and CQI activities, to be incorporated into an Ageing

Well Framework.

Results

The findings of Cycle One—yarning circles—demonstrated that ageing well is more complex
than simply maintaining good physical health, encompassing a broader, more holistic
perspective. Key to ageing well was the importance of connections and relationships to family,
friends, community and Island Home—Iliving a Torres Strait Islander life. This was symbolised
by the roots of the wongai tree spreading out and providing support. The tree trunk represented
maintaining a strong Torres Strait identity through practising culture and traditions. The
different branches of the tree symbolised balancing physical, mental, cultural and spiritual
wellbeing. The leaves represented strong community leadership and positive role models, and
the wongai fruit signified passing on knowledge and wisdom, all seen as essential to facilitate
ageing well. However, the challenges to ageing well were significant, symbolised by damage
to the tree. These events, such as the impacts of colonisation and the destruction of traditional
lifestyles and practices, have interrupted Torres Strait culture. These challenges have been
compounded by ongoing inequities in the SDoH and influences of modern day societal living,
such as the increasing use of social media and smart phones. Despite these difficulties, inner
strength demonstrated through resilience, attitudes, personal attributes and outlook on ageing
all counterbalance the difficulties faced, making ageing well achievable for many, as

symbolised by new growth in the wongai tree.

Clinical audits conducted in PAR Cycle Two indicated high rates of chronic disease and risk
factors for dementia. However, there were low rates of screening and assessments conducted
for ageing issues such as physical function, cognitive function, continence, pain, falls, mood,
hearing and vision. Adult health checks were a missed opportunity for increased screening using

culturally appropriate tools, the uptake of evidence-based guidelines, the increased involvement
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of clients in targeted management plans, and the input of Indigenous Health Workers, allied

health staff and nurse practitioners to deliver best practice quality of care.

In Cycle Three, priorities for CQI activities were determined by the five participating PHCCs,
as identified through the yarning circles and clinical audits. Some priorities were common to
several of the PHCCs, while others were specific to individual PHCCs. The priorities identified
included increasing the uptake of health checks and increasing the screening of problems of
ageing using culturally appropriate tools—activities sitting within the scope of the PHCCs.
Other priorities identified addressed wider SDoH, such as a lack of public transport; a lack of
community intergenerational, recreational and social activity programs; a lack of locally
produced fresh food; and a lack of respite options to support carers. These required
collaborations with stakeholders outside the health sector, including the Island Council,

supermarkets and schools.

The principles and action strategies identified in Cycle Four to support ageing well will be
incorporated into an Ageing Well Framework. These principles and action strategies emphasise
the need for a whole-of-community response that brings together health services, councils, non-
government organisations, aged care providers, academia and the private sector to enable older
adults to flourish, remain connected and live a life that is meaningful to them. The subsequent
Ageing Well Framework will provide evidence-based recommendations that can support Torres
Strait Island and NPA communities to age well. Recommendations are made at a community
level, primary health care (PHC) level and individual level. At a community level,
collaborations with a range of stakeholders are required to address the wider SDoH.
Recommendations are made regarding age-friendly environments; integrated care between
health, social and aged care providers; community-based programs, activities and education;
and intergenerational activities. Within a PHC level, recommendations are made for system
improvements that could enable PHCCs to provide culturally appropriate, evidence-based, best
practice gerontic care to meet the needs of their clients. At an individual level, recommendations
are made for facilitating ageing well that are embedded within the cultural determinants of
health (CDoH). These CDoH have been proven to be protective factors for ageing well. The
recommendations, if adopted, may enable people to maintain their cultural, physical, cognitive
and social functional abilities into older age, allowing them to remain living at home and within

their communities, an aspiration shared by most.
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Conclusion

These findings broaden the field of global Indigenous ageing to provide a current understanding
of Torres Strait Islander Peoples’ knowledge and perceptions of ageing well. The concept of
ageing well is holistic, context specific and deeply rooted in the CDoH. By centring Torres
Strait Islander Peoples’ perspectives in policies and practices aimed at promoting health in later
life, we can improve conditions for enhancing the quality of life for older adults and facilitate

ageing well.
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Figure 1: Thesis Outline

This monographically styled thesis is presented as nine chapters (Figure 1), with one
incorporated publication in Chapter 3 (Literature review). The figure of the ‘ageing well’ logo
has been adapted to show the nine turtles swimming full circle. Each turtle represents a chapter
of the thesis. The beginning of each chapter will include a figure representing an amendment
to the thesis outline. The turtle moving forward signifies a new chapter in the thesis and acts as

a way-finder through the thesis. The thesis outline is summarised below.
Chapter 1: Introduction

This chapter outlines the background to my research PhD. | provide an overview of healthy
ageing strategies globally, national and locally. I discuss the health and wellbeing of Aboriginal
and Torres Strait Islander Peoples. | describe the study setting within the Torres Strait and
Northen Peninsula Area and provide the geographical context for each of the five study sites. |
provide an overview of the wider research agenda of the Healthy Ageing Research Team and

XXV



explain how this study aligns within that agenda. The chapter concludes with an explanation of

the significance of the research, and | present the research aims and research questions.
Chapter 2

This chapter provides an outline of my standpoint as a researcher in the context of this study
and discusses how | incorporated the practice of reflexivity into my work.

Chapter 3

This chapter provides a critique of the successful ageing literature and describes its limitations
as a Western biomedical model, emphasising the need for more culturally inclusive
frameworks. A published scoping review exploring Indigenous ageing globally follows. An
updated literature search concludes this chapter.

Chapter 4

This chapter provides an outline of the methodology of this study. | describe my ontological,
epistemological and axiological positioning that is situated within a transformative paradigm. |
discuss decolonising research methodology and describe why Indigenous research principles
were considered in this study. Participatory action research (PAR) as the chosen methodology

is also discussed.
Chapter 5

This chapter provides a description of the methods used in the study. I describe the four PAR
cycles: yarning circles, clinical audits, CQI activities and the identification of principles and
action strategies that will form the Ageing Well Framework. The description of each cycle
includes the methods used, participant recruitment, data collection and data analysis. The
chapter also includes a description of the constructs of credibility, dependability, confirmability
and transferability, and outlines how | applied them to establish the rigour and trustworthiness

of the data. Ethical considerations conclude the chapter.
Chapter 6

This chapter describes the findings of the yarning circles. The seven themes generated from the

thematic analysis are presented using a metaphor of a wongai tree.
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Chapter 7

This chapter provides the results from the clinical audits and describes the continuous quality

improvement activities that were conducted at the five primary health care centres.
Chapter 8

This chapter provides a description of the recommendations that will inform the Ageing Well
Framework. It outlines actions and strategies at three levels: community, primary health service

and individual.
Chapter 9

This chapter provides a discussion of the findings from the yarning circles, clinical audits and
the continuous quality improvement initiatives. This chapter concludes with the limitations of

the study, directions for future research and a closing statement.
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Chapter 1: Introduction

¥

Chapter 1: Introduction

1.1 Chapter outline

In this chapter, | provide an overview of global, national and local ageing well strategies. |
discuss the current health and wellbeing status of Aboriginal and Torres Strait Islander Peoples
nationally, with a focus on the health status of Aboriginal and Torres Strait Islander Peoples
living in the Torres Strait and Northen Peninsula Area (NPA). | describe the study setting,
including geographically, and detail how the research aligns within the wider research agenda
of the Healthy Ageing Research Team (HART). The significance of this research is explained

to highlight the knowledge gap, and | present the research aims and questions.
1.2 Global ageing

The population worldwide is ageing dramatically, with estimates that by 2050, the number of
those older than 60 years will more than double to 2.1 billion individuals—from 12% of the
global population in 2000 to 22% by 2050. For those aged over 80 years, the numbers will reach
more than 426 million, quadruple that of the population numbers in 2000 (World Health

1



Organization [WHQ], 2015, 2024a). Population proportions are also shifting, and by 2050, one
in five individuals will be over the age of 60 compared with one in eight in 2017 (WHO, 2020).
Globally, an additional 20 years have been added to life expectancy since 1960. For the first
time in history, most people can expect to live into their sixties and beyond as life expectancy
increases (Beard et al., 2016; WHO, 2015). This significant increase in life span reflects the
advancements made in medical and surgical science and technology, and the improvements in
healthcare services and public health, along with economic and social developments

(Amuthavalli Thiyagarajan et al., 2022; Bautmans et al., 2022).

Although increased longevity has the potential to enable older adults to remain productive for
extended periods—with benefits for individuals, their families and society (Amuthavalli
Thiyagarajan et al., 2022; WHO, 2015)—these additional years do not necessarily equate to
improved wellbeing and a good quality of life (QoL) for all older adults (Beard et al., 2016;
WHO, 2015). Global calculations for life expectancy can mask significant differences in health
status across and within countries, including calculations of disease and disability in older age
(Sadana et al., 2016). Numerous physiological changes occur with increasing age. The major
burdens of disability and health problems arise from the impacts of chronic disease and age-
related losses in hearing, vision and mobility (WHO, 2015). The increased prevalence of
geriatric syndromes in later life, related to frailty, cognitive impairment, incontinence, delirium,
polypharmacy and falls, compromise independence and increase the demand for health and
aged care services (Rausch, 2020). Individuals that experience extra years of life in good health,
with continuing participation in family life and community, can strengthen societies. However,
if those additional years are dominated by poor health, functional decline and disability, the
implications for older individuals and their families, and the limitations on the contributions

they can make to society, are more negative (WHO, 2015, 2020).

In recognition of the demographic shifts and inequity in longevity, global healthy ageing
policies to support older people to age well have become a priority. The Global strategy and
action plan on ageing and health for 2016-2020, produced by the World Health Organization
(WHO), was adopted by the WHO’s 194 member states at the World Health Assembly in May
2016. The plan provides a political mandate for the action required to ensure that everyone has
the opportunity to experience both a long and healthy life (WHO, 2017). The strategy builds on
three international policy documents: the Madrid International Plan of Action on Ageing
(United Nations [UN], 2002), the WHO’s Policy Framework on Active Ageing (WHO, 2002)



and the World Report on Ageing and Health (WHO, 2015). The World Report on Ageing and
Health (WHO, 2015) superseded the earlier active ageing narrative (WHO, 2002) to broaden
the scope of ageing. There was a shift in focus from an absence of disease in older adults to a
more holistic and positive focus on supporting function. In 2020, The UN General Assembly
declared 2021-2030 the ‘Decade of Healthy Ageing’, calling for a global collaboration of
governments, civil society, international agencies, academia, the media and the private sector
to improve the lives of older people and their communities. The UN resolution called on the
WHO to lead the implementation (WHO, 2020). The ensuing action plan addresses four areas
for action through a life-course approach: (1) combating ageism, (2) creating age-friendly
environments, (3) delivering person-centred integrated care and responsive primary health

services, and (4) providing access to long-term care (WHO, 2020).

The WHO’s shift in focus towards functionality is significant. For some individuals, the
presence of disease, especially if well controlled, may have very little impact on their ability to
function. Consideration of how specific diseases are experienced, and how they interact and
affect function, is warranted when determining the health needs of older adults. Further, positive
healthy lifestyle behaviours across the life span, along with risk factor control, can prevent or
delay the onset of many of these chronic diseases. For example, physical activity and good
nutrition can have a significant impact on health and wellbeing, even in advanced years (WHO,
2015). Functioning is determined not only by the physical, psychosocial and mental capacities
(referred to as intrinsic capacity) that an individual draws on, but also significantly by
environmental characteristics (extrinsic capacity) and the subsequent interactions between these
and the individual (Beard et al., 2016; WHO, 2015). Extrinsic capacities are the major
determinants of functioning, and either facilitate or hinder a persons’ capacity to engage in the
activities they value. Such characteristics include health and social care policies, the economic
context, community attitudes and access to social networks, all of which may influence health
behaviours, options and choices (WHO, 2015). The physical environment, along with assistive
devices, home modifications and support services, also influence an individuals’ functional
ability and can support those with declining capacity to remain living at home with dignity and
respect (Beard et al., 2016; WHO, 2015). Thus, healthy ageing reflects the ongoing interactions
between individuals and the environment in which they inhibit (WHO, 2015).



1.3 Australian ageing policies

In 2023, the population of Australia was 26.6 million (Australian Institute of Health and
Welfare [AIHW], 2025). Consistent with global trends, the population is ageing. The
percentage of those aged 65 and over (older people) has increased from 12% to 17% of the
population over the last decade (AIHW, 2025). Population predictions estimate that by 2066,
older people in Australia will comprise 23% of the population, with those aged 85 and over
representing 4.4% of the population (AIHW, 2025). In recognition of the importance of this
shift in demographics, the Australian Government, through the Department of Health (DoH),
has identified healthy ageing as a priority, both in the National Men’s Health Strategy 2020-
2030 (DoH, 2019) and the National Women’s Health Strategy 2020-2030 (DoH, 2018). In
addition, the Department of Health, Disability and Ageing (DoHDA) has produced ‘positive
ageing’ resources designed to support older Australians to view ageing positively, and to
promote healthy and active lifestyles (DoHDA, 2025a). Within the state of Queensland, the
government has published two key documents: Healthy ageing: A strategy for older
Queenslanders (Queensland Government, 2019) and An Age-Friendly Queensland: The
Queensland Seniors Strategy 2024-2029 (Queensland Government, 2024), both with the

objective of supporting healthy ageing for all Queenslanders across the state.
1.4 The impact of inequity on ageing well

The World Report on Ageing and Health (WHO, 2015) highlighted how the cumulative impact
of health inequities across the life span contribute to diverse experiences in how well we age.
Inequities are often tied to physical or social environments, but can also stem from barriers that
shape opportunities, decisions and behaviours (Sadana et al., 2016; WHO, 2015). Social
determinants, such as economic status, social inclusion, racism, early childhood experiences,
housing, education, transport and employment, are closely linked to health outcomes
(Wilkinson & Marmot, 2003). A literature review completed by Sadana and colleagues (2016),
to inform the WHO World Report on Ageing and Health (2015), examined the impact of
inequities and the ways inequities shape health outcomes into older age. The findings
emphasised that social determinants of health (SDoH) affect ageing in several ways, including
in the prenatal period and early childhood, where socioeconomic influences have direct or
indirect latent effects; through the cumulative health impacts of social and economic
disadvantage and discrimination, or privilege, over the life course; and the intergenerational

transmission of health inequities (Sadana et al., 2016). The authors developed a framework of
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determinants that shape healthy ageing. The four tiers that make up the framework are described
as follows: (1) context; (2) socioeconomic position; (3) strengths, exposure and vulnerabilities,
as well as the health and social care systems, and the physical and built environment; and (4)
outcomes of the healthy ageing process, those being longevity with physical, cognitive and
social functioning. In this framework, context includes the natural environment, social, political
and economic; socioeconomic position includes education, ethnicity, gender, occupation,
wealth and place of residence; strengths, exposure and vulnerabilities include lifestyle and
behaviours, risk factors, psycho-social strengths, health conditions and critical events, such as
abuse and trauma; health and social care systems include access to health and aged care
services; and the physical and built environment includes housing, transport, leisure and
recreation (Sadana et al., 2016). This cumulative advantage/disadvantage perspective posits that
the disadvantages experienced in childhood or young adulthood are accentuated across the life
course, while the advantages experienced by individuals of privileged groups multiply across
the life course (Browne et al., 2009; Mutchler & Burr, 2011). Unequal access to education,
employment, high paying occupations, quality housing, healthy food, recreation, healthcare and
enriching life experiences are based at least to some extent on overt institutional discrimination,
enabling more privileged populations to age well, whereas marginalised groups are less likely
to experience such success (Browne et al., 2009; Martinson & Berridge, 2015; Mutchler & Burr,
2011).

1.5 Australian Aboriginal and Torres Strait Islander People’s health and

ageing

Aboriginal and Torres Strait Islander Peoples are the two distinct Indigenous people of
Australia. In 2021, there were 983,700 Aboriginal and Torres Strait Islander Peoples,
representing 3.8% of the total Australian population, with numbers predicted to rise to
1,193,600 by 2031 (Australian Bureau of Statistics [ABS], 2025). Although the current
Aboriginal and Torres Strait Islander population has a relatively young age structure, the
number of older adults is growing rapidly, with the proportion aged over 65 projected to nearly
double to almost 70,000 by 2026 (ABS, 2025). One in five Aboriginal and Torres Strait Islander
Peoples will be aged 50 or over by 2031 (AIHW, 2024a). As the population ages, there are
likely to be more older adults with complex, chronic health conditions and age-related geriatric
syndromes such as falls and frailty (Arkles et al., 2010; Hyde et al., 2025; LoGiudice, 2016).

As with Indigenous people globally, Aboriginal and Torres Strait Islander Peoples experience



disparities in their health and ageing trajectories when compared with non-Indigenous people
(LoGiudice, 2016). In 2018, the burden of disease among Aboriginal and Torres Strait Islander
Peoples was 2.3 times that of non-Indigenous Australians (AIHW, 2024b). Generally, age-
related conditions affect Aboriginal and Torres Strait Islander Peoples at a younger age than
non-Indigenous people. Long-term health conditions affect nine in ten Aboriginal and Torres
Strait Islander Peoples over the age of 55, with higher risks of certain conditions including
diabetes, cardiovascular disease and respiratory disease (AIHW, 2024b). Owing to
discrepancies in health status and rising rates for these chronic diseases, compounded by uneven
access to appropriate heath and support services, Aboriginal and Torres Strait Islander Peoples
have a life expectancy that is, on average, 10 years less than non-Indigenous Australians
(AIHW, 2025; LoGiudice, 2016). For example, in remote areas of Australia, the life expectancy
for Indigenous males is 67.3 years, and 71.3 years for Indigenous females (ABS, 2025). To
reflect this unequal life expectancy, Aboriginal and Torres Strait Islander Peoples are eligible
to access Commonwealth aged care services at age 50 compared with 65 for non-Indigenous
Australians (DoHDA, 2025b).

In Australia, the historical and ongoing effects of colonisation and racism have contributed to
enduring inequities in the health and wellbeing of Aboriginal and Torres Strait Islander Peoples
(AIHW, 2024a; Kerse, 2023; Paradies, 2016; Sherwood & Edwards, 2006). With colonisation
came the forced removal of Aboriginal and Torres Strait Islander Peoples from their ancestral
land, the introduction of foreign diseases, inequitable access to health care and education, the
introduction of tobacco and alcohol into communities, increased poverty and financial barriers,
low employment, substandard housing and sanitation, and years of discrimination, racism and
trauma, all affecting life expectancy and overall health status (Dudgeon et al., 2020; E. Finlay
& Broe, 2024; Sherwood & Edwards, 2006). This cumulative disadvantage for Aboriginal and
Torres Strait Islander Peoples across the life span, and intergenerationally, negatively affects
experiences of aging well (Temple et al., 2019).

Healthy ageing for Australia’s Aboriginal and Torres Strait Islander Peoples has not always
been as challenging. Prior to colonisation, Aboriginal and Torres Strait Islander Peoples lived
healthy lifestyles and benefited from the physical activity associated with hunting, gathering
and fishing, as well as through dance and corroborees (Coombes et al., 2018; National
Aboriginal and Torres Strait Islander Health Council [NATSIHC], 2003; Sebastian & Donelly,

2013). Traditional diets incorporated locally acquired seasonal fruit and vegetables, as well as



an abundance of fresh seafood, and traditional practices of food preparation were healthy
(Coombes et al., 2018; NATSIHC, 2003; Sebastian & Donelly, 2013). However, colonisation
significantly disrupted the gathering and preparation of Indigenous food and introduced
Indigenous communities to unhealthy Western foods such as flour and sugar (Sebastian &
Donelly, 2013).

Within Aboriginal and Torres Strait Islander communities, health is predominantly a holistic
concept. The connection to Country? is fundamental to health and wellbeing. Spiritual,
environment, ideological, political, social, economic, mental and physical factors all play an
interrelated role in health. When any of these relationships are disrupted, ill health is likely to
prevail. This is a whole-of-life view, where the cultural wellbeing of the whole community is
central (Dudgeon et al., 2017). Aboriginal and Torres Strait Islander Peoples hold a collectivist
worldview, where the concept of self is inseparable from family, community and Country, and

this view is likely to be significant in their concept of ageing well (Quigley, Russell et al., 2022).
1.6 Australian primary care

Within the Australian context, primary health care (PHC) is often the key health system access
point for older Aboriginal and Torres Strait Islander Peoples and is often the only source of
health care in remote communities (Carey et al., 2013; Hornby-Turner et al., 2023). PHC
underpins linkages to, and between, other essential contributors within the health system, such
as acute, sub-acute and aged care, particularly in rural and remote areas. Chronic diseases that
could potentially be prevented are the leading factor contributing to the health disparity between
Indigenous and non-Indigenous Australians. The importance of PHC in the early detection and
management of chronic conditions and ultimately facilitating healthy ageing is widely
acknowledged (J. Bailie et al., 2017; WHO, 2015). Recommendations from the WHO (2015)
included a better alignment of health systems to produce models of care for older adults through
the integration of services. It was suggested that this alignment could be facilitated through a
healthy ageing assessment that considers domains of cognition, mood, sensory, vitality,
locomotion and the environment when older adults come into contact with health services. A
further recommendation was the development of comprehensive collaborative care plans that
could be used to identify a person’s goals and needs, and to identify how health and social

services might achieve these goals (Beard et al., 2016; WHO, 2015). Such plans could prompt

1 See later in the introduction (subsection 1.9.2) an explanation for ‘Country’ as a term for traditional land.



health services to provide integrated care between health and social care services centred on the

older person, an approach enabled through PHC.
1.7 The research setting

1.7.1 The Torres Strait and Northern Peninsula Area

The islands of the Torres Strait are located between the northern tip of Australia and Papua
New Guinea. There are over 270 islands and reefs, situated over 48,000 km?, with Torres Strait
Islanders permanently living in 18 island communities on 17 inhabited islands. The islands are
divided into five traditional island clusters: Top Western (Boigu, Dauan and Saibai), Near
Western (Mabuiag, Badu and Moa—uwith the two communities of Wug and Arkai), Central
(lama, Poruma, Masig and Warraber), Eastern (Ugar, Erub and Mer) and Inner (Waiben, Kirriri,
Muralug and Ngurupai). The Northern Peninsula Area (NPA) is located at the tip of the Cape
York Peninsula on the mainland of Far North Queensland. There are three Aboriginal
communities (Injinoo, Umagico and New Mapoon) and two Torres Strait Islander communities
(Bamaga and Seisia) in the NPA (Torres Strait Regional Authority [TSRA], 2025; see Figure
2).

Each island cluster group has their own language and/or dialects, and distinct history,
environment and cultural identity (Lawrence & Lawrence, 2004). There are two traditional
languages: Meriam Mer and Kala Lagaw Ya. Meriam Mer has two dialects (Mer dialect and
Erub dialect), while Kala Lagaw Ya has four distinct dialects (Kulkalgau Ya, Kalaw Kawaw
Ya, Kawrareg and Mabuyag). Torres Strait Creole, also known as Yumplatok or Ailan Tok, is
an English-based pidgin language that is widely spoken across all the Torres Strait and NPA
communities, although English is also widely spoken and understood (Torres Strait Language
Centre, 2025). The population of the Torres Strait and the NPA is around 9,000, with almost
60% identifying as Torres Strait Islander, a further 20.5% identifying as both Aboriginal and
Torres Strait Islander, and nearly 2% as Aboriginal, with the remaining population non-
Indigenous (ABS, 2021).
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Figure 2: Map of the Torres Strait and Northen Peninsula Area (TSRA, 2025;
Australian Government, Torres Strait Regional Authority, Torres Shire Council, Torres

Strait Island Regional Council & Northen Peninsula Area Regional Council, 2009)

The Torres Strait was given its name by the Spanish explorer Luis Vaez de Torres, who sailed
through the region in 1601. In 1770, James Cook claimed sovereignty over the eastern part of
Australia at Possession Island, just off the tip of the NPA (Torres Strait Island Regional Council
[TSIRC], n.d.). The arrival of the London Missionary Society (LMS) in 1871 had a significant
influence on culture and traditions, with a LMS base established in the Torres Strait that aimed



to convert the inhabitants to Christianity. Christianity remains strongly adhered to across the
region, and the arrival of the missionaries is celebrated annually by all island communities—
referred to as ‘“The Coming of the Light’ (Dudgeon et al., 2010; TSIRC, n.d.). In 1879, the
Torres Strait was annexed and became part of Queensland when the islands became crown land
(Dudgeon et al., 2010). In 1939, the Queensland Government passed the Torres Strait Islanders
Act of 1939, recognising Torres Strait Islanders as a distinct Peoples for the first time (Lui &
Nakata, 2024). Two historically significant decisions regarding native title rights originated in
the Torres Strait. The first was the Mabo case (Mabo and Others v The State of Queensland
(No. 2) [1992] HCA 23) where in 1992, after a 10-year claims process, the High Court of
Australia recognised the Meriam People’s traditional ownership of Mer. The recognition of
Indigenous Peoples’ land ownership exposed the legal fiction of terra nullius—that Australia
did not belong to anyone and therefore could be settled (Dudgeon et al., 2010; Gur A
Baradharaw Kod [GBK], 2025). The second decision was made in 2010, when the High Court
determined that the Torres Strait Islander claimants hold native title rights and interests in their
sea country, including the right to take fish for commercial purposes (Akiba on behalf of the
Torres Strait Islanders of the Regional Seas Claim Group v State of Queensland (No. 2) [2010]
FCA 643; GBK, 2025).

Torres Strait Islanders are a culturally distinct group of Indigenous people predominately of
Melanesian ethnicity. Owing to the arrival of traders and colonisers, there is also diverse and
mixed ancestry, which varies slightly within each island or community. The culture is
multifaceted, with some Australian elements, Papuan elements and Austronesian elements
(Dudgeon et al., 2010; TSIRC, n.d.). Torres Strait Islanders are sea-faring people and traditional
agriculturalists. Early Torres Strait life was based on subsistence agriculture and fishing, with
communal life revolving around hunting, fishing, gardening and trading. Beche-de-mer (sea
cucumbers), mother-of-pearl and trochus shell industries were the main fishing industries, and
fishing remains the main economic activity across the region today. Cooking and hunting are
synonymous with the Torres Strait culture and are taught from a young age (Dudgeon et al.,
2010; Torres Shire Council [TSC], n.d.; TSIRC, n.d.).

1.7.2 Research context within a wider research agenda

This PhD is a component of a larger research project being conducted by the Healthy Ageing
Research Team (HART), of which | am a founding member. Although formally established in

2015 as HART, the team members, including myself, have a longstanding clinical and research
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relationship with key stakeholders in the Torres Strait that spans over two decades. This study
has been developed through ongoing relationships and consultation with both health service
staff, and other community and local council groups over the past eight years (Quigley, Russell
et al., 2022). Between 2015 and 2018, HART conducted a large-scale dementia prevalence
study across all 18 island communities and five mainland communities in the NPA, with a focus
on risk factors for dementia. The findings from that study showed that the prevalence of
dementia was 14.2%, which was 2.87 times higher than that in the wider Australian population,
along with high rates of falls risk, pain, impaired hearing and vision, polypharmacy, poor
mobility and incontinence. High rates of chronic disease such as chronic kidney disease,
cerebrovascular disease and diabetes were also reported (Russell et al., 2020, 2021). When
discussing the findings with communities, community members identified the need to develop
a framework that took a strengths-based approach to supporting older people in the community
to age well. This request resulted in HART securing grant funding to develop the Ageing Well
Framework, within which my PhD study sits.

1.7.3 The Knowledge Circle

The Knowledge Circle (KC), established in 2021, is an Indigenous reference group that
oversees all HART’s work in the region. The KC includes Aboriginal and Torres Strait Islander
academics, community members and Elders, aged care workers and healthcare staff who have
expressed an interest in working with HART on issues of ageing and the health of older adults
in their communities. The main aim of the KC is to ensure that the perspectives of Aboriginal
and Torres Strait Islander Peoples are embedded in all aspects of the research. Members share
their expertise around study co-design and co-production, implementation, data collection and
analysis, and the dissemination of results; ensure that research project methods and outcomes
are culturally appropriate; take account of local issues; and promote capacity building,
particularly in local communities. The group focuses on cultural content and ensures that the
practices and values of their older people, their families and communities are upheld during the
research process (Quigley et al., 2025). The KC meet with HART every six months face to face,
and review additional documents as required between meetings. This study design was
developed with input from the KC, and regular consultation occurred with the KC throughout

the entire research process.
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1.8 Study locations

Five primary health care centres (PHCCs) across the Torres Strait and the NPA asked to
participate in this study. An overview of the five sites is as follows.

Kirriri Island

Kirriri is a 15-minute ferry ride from Waiben, which is the main administrative hub of the
Torres Strait region. There are 250 residents on Kirriri. The island has a primary school and
council offices with a community hall, as well as a sports and recreation hall. When this research
commenced, there were no shops or grocery stores; however, in December 2023, a small
Islanders Board of Industry and Service (IBIS) mini-mart opened. There are no health facilities
on the island, but an outreach service from Waiben, with Indigenous Health Workers (IHWSs)

and a general practitioner (GP), visits monthly.
Ngurupai

Ngurupai is a 15-minute ferry ride from Waiben. There is a regular ferry service between the
two islands. There are 533 residents on Ngurupai. The airport for the region is located on the
island. The island has a primary school, two general stores, a community recreation centre, a
council office and four privately run accommodation options. The island has a PHCC, which
employs a practice manager, two clinical nurses, IHWSs and a visiting GP who visits weekly.

Visiting specialist services and community services are also available.
Wug community on Moa Island

Wug is one of two communities on Moa Island, which is the second-largest island in the Torres
Strait. There are 300 residents in Wug. The island is a 15-minute flight from Ngurupai. Flights
arrive at the airstrip in Arkai, which is a 20-minute drive from Wug. Scheduled airlines fly into
Arkai several days a week, and charter fights are a regular occurrence. Wug has a primary
school, an IBIS store, a council office and community hall, a sports and recreation hall, and one
small privately run accommodation option. The island has a PHCC that employs a practice

manager, one clinical nurse, IHWSs and a visiting GP who visits fortnightly.
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Warraber Island

Warraber is 100 km northeast of Waiben. There are 250 residents on Warraber. The island is a
30-minute flight from Ngurupai. Scheduled airlines fly into Warraber several days a week, and
charter fights are a regular occurrence. Warraber has a primary school, an IBIS store, a council
office, council accommodation, a community hall, and a sports and recreation complex. The
island has a PHCC that employs a practice manager, one clinical nurse, IHWs and a visiting

GP who visits fortnightly.
Bamaga community

Bamaga is one of the two Torres Strait Islander communities in the NPA on the mainland of
Australia. It is located 1,000 kms northwest of Gimuy (Cairns) and has a population of 1,180
people. Bamaga has an airport with daily flights to Gimuy and Ngurupai. There is a community
hall, a recreation centre, a public swimming pool, a pharmacy, a supermarket, a hardware store,
a takeaway food store and three general stores. Bamaga has a primary school, a high school,
and a Technical and Further Education (TAFE) centre. Council and privately run
accommodation options are available. Bamaga has a small 16-bed hospital with an emergency
department as well as a PHCC. The PHCC has a practice manager, IHWs, clinical nurses, a GP,
and other community health and visiting specialist services (TSIRC, n.d.; TSC, n.d.; Northern
Peninsula Area Regional Council [NPARC], n.d.; Queensland Government, 2025).

The PHCCs involved in this study are all run by the Queensland State Government’s health
service through the Torres and Cape Hospital and Health Service (TCHHS). The majority of
health care in the region is provided by the TCHHS. There are only two Community Controlled
Indigenous Health Services in the region: Torres Health and the Northern Peninsula Area
Family and Community Service (NPAFACS). Torres Health, operating on Waiben, was
established in 2017. The organisation does not employ medical professionals but employs
nurses and Indigenous staff to provide Integrated Team Care support, with a focus on chronic
disease management and socioemotional wellbeing (SEWB), along with health promotion
services. Based within the NPA, the NPAFACS delivers services across the five communities
in the NPA, as well as some Integrated Team Care services to Badu and Erub Islands. Medical
services are provided by NPAFACS’ resident GP.
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1.9 Clarification of terminology

1.9.1 Indigenous terminology

Globally, there are over 476 million Indigenous people living in 90 countries, with more than
5,000 distinct groups (UN, 2025). Within specific Indigenous populations, different cultural
groups often exist, each with distinct culture, language, beliefs and practices (Quigley, Russell
et al., 2022). No definition of ‘Indigenous people’ has been adopted by the UN in recognition
of the right of Indigenous people to decide their own identities (UN, 2015). Instead, an
understanding has evolved based on shared characteristics. These include self-identification
and community acceptance, historical continuity with pre-colonial or pre-settler societies, and
a strong connection to ancestral territories and natural resources. Indigenous people typically
form non-dominant sectors of society and retain distinct social, economic, political, cultural
and linguistic systems. They are committed to preserving and developing their identity,
traditions and institutions, maintaining a unique relationship with their environment. Despite
global differences, Indigenous people face common challenges in defending their rights and
cultural survival (UN, 2015, 2025; WHO, 2025).

Within this thesis, | refer to *Indigenous’ people when referring to the global literature, or when
citing literature that uses the term in their own definitions. | acknowledge that within different
countries, various Indigenous groups exist, all with their own specific terminology. Within
Australia, there are two distinct groups of Indigenous people: Aboriginal Peoples and Torres
Strait Islander Peoples. However, even within these two distinct groups, there are many
different nation groups or clans, each with distinct histories, geographies and cultural practices,
and with over 250 different language groups (Australian Institute of Aboriginal and Torres
Strait Islander Studies [AIATSIS], 2020a; Kingsley et al., 2021). Within Australia, several
terms are used to refer to Aboriginal and Torres Strait Islander Peoples, including ‘First
Peoples’, “First Nations’, ‘Traditional Owners’, ‘First Australians’ or ‘Sovereign peoples’;
however, within this thesis, | use the preferred terminology of ‘Aboriginal and Torres Strait
Islander Peoples’ (AIATSIS, 2020a; Australian Indigenous HealthinfoNet, n.d.;
Narragunnawali, n.d.). I use the plural ‘Peoples’ when referring to the collective group of
Aboriginal and Torres Strait Islander communities, and this is capitalised as per the
recommended use of capitalisation for ‘Peoples’ in the report on the Rights of Indigenous

Peoples (WHO, 2025). | use the single, non-capitalised form of the word ‘people’ when

14



referring to a people who identify as Indigenous where there is no reference being made to a

specific distinct group (Government of Canada, 2024).

Within the Torres Strait, the terminology ‘Zenadth Kes’ is also sometimes used to refer to the
Torres Strait region. The term ‘Zenadth Kes’ is an amalgamation of Torres Strait language
names for the four winds that pass through the region (AIATSIS, 2020a). However, when
discussing this terminology with my Torres Strait Islander supervisors, Torres Strait Islander
HART colleagues and the Knowledge Circle, and examining relevant Torres Strait official
websites such as the Torres Strait Island Regional Council website, on advice, | respectfully
chose to use the term Torres Strait. The islands across the Torres Strait have traditional names
(with variations in spelling) as well as English names that were enforced during colonisation.
These traditional names and English names are still used interchangeably within the region.
The English names have been retained in this thesis when spoken by co-researchers in direct
quotes in the findings. At all other times, the traditional language name of the community has
been used. Table 1 outlines the islands referred to in this thesis with both their traditional name

and English name.

Table 1: Island Names

Traditional island name English name

Waiben Thursday Island

Ngurupai Horn Island

Kirriri Hammond Island

Wug community, Moa Island St. Pauls community, Banks Island
Warraber Sue Island

1.9.2 Traditional Land, Country and Island Home terminology

Indigenous people globally have a strong connection to their traditional land, and connection
to their ancestral land is central to their existence (Biles et al., 2024; Kingsley et al., 2021). The
terminology for ancestral/traditional land varies between Indigenous groups. Within North
America, the word ‘Land’ is most frequently used (Biles et al., 2024). In Australia, Aboriginal
Peoples use the terminology ‘Country’. For Torres Strait Islander Peoples, the preferred
terminology is ‘Island Home’ (Gilchrist et al., 2025; National Aboriginal and Torres Strait
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Islander Ageing and Aged Care Council [NATSIAACC], 2025). Within this thesis, when
referring to ancestral land from a global perspective, the term ‘Land’ is used. When referring
to the ancestral land within Australia, and when citing the literature that uses the term ‘Country’,
this is the terminology | use. When specifically referring to Torres Strait Islander Peoples’
ancestral land, I use the preferred terminology of ‘Island Home’.

1.9.3 Elders versus elders

Different conceptualisations of the term ‘elder” exist. It can be used to refer to chronological
age where older adults are termed “elderly’ or referred to as ‘elders’. Within Australia, this age
classification for Aboriginal and Torres Strait Islanders is those 50 years and over, compared
with 65 years and over for non-Indigenous people. This is in recognition of their greater need
for care at a younger age (AIHW, 2024a). The term ‘Elder’, when capitalised, refers to a
recognised person within an Indigenous community that has fulfilled the criteria to reach
Elderhood and has been given cultural authority. In this instance, they are not necessarily over
the age of 50 (Busija et al., 2020; Eades et al., 2022; Warburton & Chambers, 2007; Waugh &
Mackenzie, 2011). Within this thesis, the term ‘elders’ is used when the co-researchers are
referring to older adults within their community. At other times, the term “Elder’ is used when
a co-researcher refers specifically to someone who is identified and recognised within the

community as an Elder.
1.10 Significance of the research

Maintaining the health of older Aboriginal and Torres Strait Islander adults is crucial not only
for their QoL, but also for the cohesiveness of the community where they live. Older Aboriginal
and Torres Strait Islander adults hold the important responsibility of maintaining connections
to Country, caring for extended family members, and providing leadership and support, as well
as having an integral role in decision-making within their communities (LoGiudice, 2016;
McCausland et al., 2023; K. Smith et al., 2011; Warburton & McLaughlin, 2007).

If models of healthy ageing are to be promoted within health services, with an improved
alignment between health and social care systems to support a holistic view of functioning and
healthy ageing (WHO, 2015), accurate definitions of what ageing well means for Indigenous
peoples are needed. This is especially significant given that healthy ageing for Indigenous
people may not be easily achieved (Coombes et al., 2018; LoGiudice, 2016). Aboriginal and

Torres Strait Islander Peoples must be at the centre of designing appropriate health and social
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care services that support them to age well. The design of these services needs to incorporate
Aboriginal and Torres Strait Islander Peoples’ worldviews as the holders of cultural knowledge
and practice, and thus merely adapting services that have been designed for, and by, other
populations is inadequate (S. M. Finlay et al., 2021). Developing appropriate health and social
care services that support ageing well can only be achieved if perceptions of, and priorities for,
ageing well are voiced, acknowledged and embedded into policy and programs (Department of
Health, 2021; Quigley, Russell et al., 2022).

1.11 Evidence gap

Although the evidence base with regard to healthy ageing is growing for Aboriginal Australian
contexts (Coombes et al., 2018; McCausland et al., 2023), a lack of evidence still remains
around what healthy ageing means in the Torres Strait or how older adults in the Torres Strait
can be supported to age well in their communities. This project addresses the demonstrated
knowledge gap by (1) exploring how ageing well is perceived and understood within the Torres
Strait, and (2) developing an Ageing Well Framework that will enable communities, individuals

and PHC to support ageing well.
1.12 Research aims

The aim of this research was to first broaden the current understanding of ageing well in a wider
field of Indigenous ageing to be inclusive of Torres Strait Islander Peoples’ knowledge and
perceptions. The second aim was to develop an Ageing Well Framework. The intention is for
the Framework to support older adults living in the Torres Strait and the NPA to age well. At a
service level, the Framework guides PHC professionals to implement best practice screening,
culturally appropriate assessments and targeted interventions within PHC to support their
people to age well and remain in their communities. At an individual level, the Framework
targets modifiable lifestyle interventions and informs the protective determinants of ageing
well. Community level strategies to guide ageing well are also included. The evidence-based
Framework fosters a holistic and positive approach to health and wellbeing within individuals,

families and communities in the Torres Strait.
1.13 Research questions

e What does ageing well mean to Aboriginal and Torres Strait Islander Peoples living in

the Torres Strait and Northern Peninsula Area?
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e How can Aboriginal and Torres Strait Islanders Peoples living in the Torres Strait and

Northern Peninsula Area be supported to age well?
1.14 Chapter summary

In this chapter, | have provided a background to global, national and local ageing well strategies.
I have outlined the current status of health and wellbeing for Aboriginal and Torres Strait
Islander Peoples nationally and provided a focused overview of the health issues within the
Torres Strait. | have provided a context to the research by describing the study setting and the
wider research agenda of HART. | have stated the significance of this research, highlighted the
knowledge gap, and provided the research aims and questions. In the following chapter, I
provide my positionality statement and address reflexive practice.
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Chapter 2: Positionality

Chapter 2: Positionality Eﬁ:‘

2.1 Chapter outline

In this chapter, | outline my standpoint as a researcher in the context of this study and discuss
how | incorporated the practice of reflexivity into my work.

2.2 Positioning the researcher

In addition to my philosophical assumptions (addressed in Chapter 4: Methodology), it is
important to explicitly address my own biography, including my values and assumptions, in
this research context (Dutta, 2014). | do this in my standpoint statement. The central tenet of
standpoint epistemology is that one’s knowledge is situated in the beliefs and perspectives of
the knowledge holder. That knowledge holder has a responsibility to explain the relationship
between their standpoint and the knowledge they share (Toole, 2021). In understanding how I,
an English white settler in Australia, am engaged in decolonising research within the Torres
Strait, it is necessary to outline the journey through which | came to this position. Taking a
decolonising approach requires scholars to decolonise themselves through critically confronting
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their own power, privilege and life experiences, and the biases and insights that come with them
(Dutta, 2014; Fatiha et al., 2023).

2.2.1 Standpoint statement

I was born and grew up in Sheffield, in the United Kingdom (UK), the eldest of three children
to upper working class parents. They provided me with the opportunity and support—both
financially and motivationally—to attend university, where | studied physiotherapy, qualifying
in 1991. Through my schooling, | was taught history through a colonising lens. In my history
lessons, we were taught in a way that honoured and revered our ancestors’ conquests, which
emphasised how strong, powerful and successful the British Empire was. | knew nothing of
Australian history, my only perceptions of the country were based on the TV shows Skippy the
Bush Kangaroo, and then Neighbours and Home and Away, both hits in popular culture at that
time in the UK.

After working for a couple of years as a physiotherapist in the UK, | then worked for seven
years in Saudi Arabia and for a short time in Bahrain, in a variety of hospitals. Saudi Arabia
had a diverse cultural and ethnic workforce, as well as a significant class structure of obscene
wealth on the one hand, and significant poverty on the other. It was during this period that |
was exposed to the concepts of disparity in wealth, health and access to health services, and
how this inequity had an impact on the wellbeing of individuals. This experience sowed the

seeds for the focus of my PhD.

In 2001, I, along with my husband and eldest child, who was only one year old at the time,
immigrated to Australia, and it was here that | became an English settler (the feelings associated
with this identity are explored in more depth in the reflexivity section in this chapter). When
arriving in Cairns, in Far North Queensland, in 2002, I continued working as a physiotherapist
in the field of gerontology, within the local hospital and health service (HHS). One of the
several positions | held during my career in the HHS was as an Aged Care Assessment Team
(ACAT) assessor. | was responsible for conducting ACAT assessments across the Torres Strait
and NPA for several years. ACAT assessments are the gateway for access to Commonwealth
aged care services. Although mostly carried out remotely from Cairns, | had the opportunity to
travel, staying on both Waiben and Ngurupai on many occasions. Speaking with the older adults
from the Torres Strait was a privilege I revelled in, and learning about their history and culture

was eye-opening for me. In 2008, the role rightfully transitioned to a local Torres Strait health
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worker—Mrs Betty Sagigi. Aunty Betty has since been involved in both clinical and research
work with the team | now work with. She has become a mentor, teacher and role model to me,
is a significant person in my journey of research and clinical work, and is someone | call a
friend. Nowadays, | consider Aunty Betty family. From her, | continue to learn about Torres
Strait history, traditional protocols, and the social and spiritual beliefs of her people. A second
clinical role as a physiotherapist within a multidisciplinary geriatric outreach service also took
me to this Far Northern region. The team provide face-to-face, comprehensive geriatric
assessments to older adults across the Torres Strait and NPA several times a year. | continue to
hold and value this position. It was through these clinical roles that | became aware of the
disparity in the prevalence of the problems associated with ageing that older adults in the Torres
Strait face, specifically around cognitive impairment and dementia. Through both these roles, |
was also confronted with the inequity of access to health and aged care services that was
glaringly apparent, and which significantly affected the wellbeing of individuals, as well as
family and community. Again, the injustices | saw through my clinical work were pushing me

towards a desire to make change.

During this time, while still practicing as a physiotherapist, and with the addition of two more
children arriving along the way, | concurrently entered into the world of research. While
managing an allied health team on a geriatric sub-acute ward in the hospital, I was presented
with the opportunity to be involved in a qualitative study investigating the care transitions of
older adults (Strivens et al., 2015). This became a springboard into an MPhil that explored the
systemic work required by carers of older adults as they navigated aged and health care services
(Quigley, Foster et al., 2022). These two studies opened up a new world to me—a belief that |
could actually make change, that research did matter, and that research could be relevant to my
work. Where | saw gaps in health service delivery and inequities in access to care, | also saw
opportunities for action, and for improvements that were feasible. | moved away from thinking
that it was ‘not my problem’, and that it was ‘too high a mountain to address’ to thinking I could
make a change. At this time, my colleagues, Professor Edward Strivens and Associate Professor
Sarah Russell, had just completed a pilot study on Kirriri investigating the prevalence of
dementia and other issues associated with ageing. They had received funding to expand the
study across the entire Torres Strait and NPA, partnering with the Post Acute, Rehabilitation,
and Aged Care (PARAC) team and Aunty Betty, who was still working in her ACAT co-
ordinator role. | joined their small research team to assist with the study, and HART was

formed.
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Between 2015 and 2018, HART conducted a large-scale dementia prevalence study across all
18 island communities and five mainland communities in the NPA (Russell et al., 2020), with
a focus on risk factors for dementia (Russell et al., 2021). Feedback to communities following
the study included discussions on *So, where to from here?” and ‘How can we address some of
these issues of ageing?’. However, significantly, communities wanted to take a strengths-based
approach to ageing well and celebrate the strengths demonstrated by many of their older adults

as they advanced into old age. The basis of this PhD was born.

In providing my standpoint statement, | hope to have provided insights into my worldview,
beliefs and experiences that shaped this research and influenced the analysis. My own
standpoint as a non-Indigenous white European woman sets me as an ‘outsider’ in this research
space, and | was cognisant of how my education, colour and background placed me in a position
of privilege and power. It was therefore important that | practiced reflexivity throughout the
research, as Dudgeon and colleagues (2020, p. 6) stated, ‘Both Indigenous and non-Indigenous
researchers are required to engage in self-reflexive work to map their relationality to formulate

a critical personal-political standpoint for Indigenous research.’
2.3 Practicing reflexivity

Reflexivity refers to the process of continual self-reflection and critical self-evaluation
throughout the research process, enabling researchers to gain an awareness of, and reflect on,
their thoughts, actions, assumptions, prejudices and expectations that may influence the
research process (Darawsheh, 2014; Sibbald et al., 2025). Practicing reflexivity, therefore,
provides a rationale for the research decisions made, and thus is a valuable strategy for
establishing rigour and trustworthiness within qualitative research (Darawsheh, 2014).
Practicing reflexivity is particularly important for non-Indigenous researchers undertaking
research in Indigenous communities (Nilson, 2017; Rix et al., 2014; Russell-Mundine, 2012).
To shape the new research paradigm, one that upholds Indigenous research principles,
researchers must engage with and counter colonial thinking, and identify any stereotypical
assumptions or idiosyncratic concepts, as well as critiquing the systems of the dominant culture
(Nilson, 2017; Rix et al.,, 2014; Russell-Mundine, 2012). Consequently, the practice of
reflexivity becomes an effective tool for alleviating power, class and cultural differences in
research (Rix et al., 2014).
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In engaging in reflexive practice, | have explored within myself my ability to do this work in a
meaningful way, to address some of the discomfort | have faced, and at times to question
whether | should even be working in this space. | regularly wrote memos during this PhD
journey, usually associated with significant events, as well as a journal on each of the field trips.
The following excerpts from my memos describe some of the more confronting issues |

grappled with:

Well, here I am, a White English settler working and researching with Indigenous peoples
and starting my PhD in this field. It feels somewhat disconcerting, contradictory, even ironic.
Part of me is excited, | feel challenged and brave but also, | feel some guilt and | think shame.
Being English, having a strong Yorkshire accent — | feel like | need to hide it. The more |
learn about Australian history and the atrocities, the more guilt | feel, not guilt from my own
doings, but guilt because of the actions of my ancestors past — my Englishness. | keep asking
‘Have | the right to be working in this space?’, ‘How did | come to be working in this space
and why?’, “Am | doing this work because | need to see historical wrongs righted? Or is it
more about improving care for the people I see clinically?’, *Am 1 just trying to fix problems
and therefore does that make me a white saviour coming to find a solution to the ‘problem’?”,
‘Am | doing more harm than good being a white English researcher working with Indigenous
Peoples?’ ‘Do Indigenous People actually want me to do this research?’, ‘Am | actually going

to make a positive change? Or am | in this just to get my PhD?’ (Personal memo, May 2020)

Even though | had been working clinically for many years and, for a shorter time, researching
in the Torres Strait, these questions had not really been at the forefront of my mind until |
commenced the PhD. I often felt | needed to hide the fact that | was doing a PhD when talking
with communities—embarrassed that | may be seen as taking without reciprocity. | was acutely
aware of the criticism of white scholars using an Indigenous community’s knowledge to get
their PhD and then move on—I did not want to be seen as ‘one of those’. | still feel, at times,
the need to justify that I am here for the long haul and would not be disappearing once the PhD
is finished. I do not think | have fully answered all those questions that | asked myself, but |
have worked to understand what it really means to be white—the privileges that identity entails,
and the impact that my whiteness has on Aboriginal and Torres Strait Islander Peoples.
Understanding the irony of being part of a culture or system that historically exploited
Indigenous knowledge, and now engaging in this research field to bring Indigenous knowledge

and voices to the forefront, was important.
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Some justification and answers to those questions arise when | am actually ‘on the ground’, in
the communities and working clinically and conducting the research. There have been
emotional events, and these have put to rest some of the concerns that keep coming to mind.
One of these moments occurred after we had finished our female yarning circle on Warraber.
The yarn itself had been quite emotional with co-researchers disclosing very personal stories of
domestic violence and suicides. The senior Indigenous Health Worker (IHW), who had helped
arrange the yarning circle, stood up at the end of the yarning and spoke. She thanked us
profusely for yarning with community, listening to their stories and taking the time to care. She
said no-one had done that before and it meant so much that we had listened. It was moments
like this that made me realise how important the work was to the communities and the older
adults that lived there.

Another significant moment occurred in June 2023. | attended an Indigenous research
conference in Cairns. The conference was passionate—a safe space for Indigenous peoples to
air so many grievances (rightly so) and experiences relating to Indigenous health and wellbeing,
Indigenous rights and Indigenous knowledges. The discomfort of being a white researcher in

some of those forums was considerable:

Another very confronting conference. [I had been to the same conference a few years
previously and come away with similar feelings] I’m not sure if I could go there again. | am
questioning my right to work in this space. Am | part of the ongoing problem of being White
and conducting Indigenous research? | am hearing that | am not wanted, perpetuating ongoing
colonisation in the research setting. Is the right thing to do to just walk away? (Personal memo,
June 2023)

I left the conference feeling as if | should throw in the towel, give up the PhD and move back
into providing clinical services within the mainstream population. However, | had the privilege
of being able to debrief and explore those feelings with some of my Indigenous research
colleagues, and specifically with Aunty Betty. | explored the feelings of discomfort. Yes, the
discomfort is unpleasant, but I can walk away. | got to experience what it was like to be in a
minority. For many Indigenous people, the discomfort is all consuming and ever-present, across
all aspects of their lives, be it in their workplace or accessing services. Institutionalised racism
is real and ongoing for many—I was given an insight into how this felt, even if it was for a brief
period. My colleagues helped me address some of those uncertainties. They gave reassurance

that the work | (and the wider HART team) was doing was meaningful, positive and wanted.
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They pressed home that this was a journey that needed to be walked together—Indigenous and
non-Indigenous allies—if health inequities were to be addressed. | also joined a small group of
other non-Indigenous higher degree research (HDR) students working at James Cook
University (JCU)—all working in fields of Indigenous research. Through the few meetings we
had, and regular supervision with my PhD advisors, | came to understand that this journey was
challenging. However, if | was open and honest about who | was and why | was doing the work,
and what | wanted to achieve in improving the health and wellbeing of the communities |

worked in and with, there was justification for my work.

One area of concern that had arisen from both the conference and conversations within our
HART team was around non-Indigenous researchers using the term ‘yarning’ as a method of
data collection. There are some Indigenous academics who assert that yarning can only be
undertaken by Indigenous peoples, and that non-Indigenous researchers should not claim to
have conducted yarning. This was the message | took from the conference, and it left me
questioning my whole methodology and the methods used in my PhD. However, at another
Indigenous dementia conference | was fortunate to sit at lunch with Professor Dawn Bessarab,
a leading academic in yarning and author of a seminal yarning paper (Bessarab & Ng’andu,
2010). We chatted about my research, and | felt comfortable enough to discuss the Cairns
conference with her, since she had also been there. | opened up about my concerns about using
yarning as a research method in my PhD. Professor Bessarab’s opinion was that it was
acceptable to use yarning as a method of data collection as long as it adhered to the yarning
principles, was co-facilitated by Torres Strait Islander researchers, the participants were
comfortable with it being called yarning and the analysis involved Torres Strait Islander
researchers. All of these conditions had been adhered to in my research. | left that conference

with very different feelings and was much more positive about the work | had carried out.

One final reflection of note is a more practical consideration as | draw to the end of this PhD
journey and complete the thesis. | have a dilemma about the writing style—specifically, writing
in the first person. Throughout my entire academic career (research projects and then the
MPhil), it had been drilled into me that the expectation in professional academic writing was
never to use the first person. This was a rule, and | am a rule follower! The words of my primary
supervisor for my MPhil (someone that | respect and still look up to) ring out still, that ‘no
student of mine will ever write in the first person!”. This was difficult for me to forget. However,

in delving deeper into the decolonising literature, | came to the realisation that even academic
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writing styles can and should be decolonised, and should challenge colonial academic systems.
Therefore, as | grew as a scholar, | learned that | should, and can, break some of the ‘rules’. |
hope that this first-person approach to writing the thesis has made the research more personal

and reflective, a core component of decolonising research practice.
2.4 Chapter summary

In this chapter | have outlined my standpoint as a researcher in the context of this research and
have explored how | engaged in reflexive practice. In the following chapter I critically describe
the successful ageing literature and include the publication of a scoping review that identifies

what it means to age well for Indigenous people globally.
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3.1 Chapter outline

In this chapter, I explore the literature on ‘successful ageing’, and critically describe its

limitations as a Western biomedical model, to show how these shortcomings played a role in
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informing this research. | justify the use of ‘ageing well’ as a terminology for the subsequent
scoping review. Understanding the different perspectives on what ageing well means to
different populations is imperative to be able to develop and implement programs and services
that support ageing well in those populations. For this reason, | undertook a scoping review to
explore the literature on what ageing well means for Indigenous people globally, and to identify
any gaps in the literature on ageing well for people living in the Torres Strait and NPA. This
chapter includes a literature review that was published in Frontiers in Public Health titled
‘Ageing well for Indigenous Peoples: A scoping review’. ldentifying gaps in the existing

literature provides further justification for the need to conduct this research.

The initial scoping review described the literature sourced between 2000 and 2020. During
February 2025, | repeated the searches using the original search terms on the original databases
to ensure that all the most recent papers were identified to inform this research. The updated

literature is included in Table 2 and concludes this chapter.
3.2 Ageing literature

Western-based ageing scholarship in the nineteenth and early twentieth centuries portrayed
ageing as a time when people experienced poor QoL, loss of self and loneliness through an
inevitable biological decline (E. Finlay, 2022). This period in gerontology has been termed the
‘misery perspective’ (Tornstam, cited in Bassett et al., 2007, p. 114) and the ‘decline and loss’
paradigm (Holstein & Minkler, 2003, p. 787), a time when the elderly were viewed as leading
lives of despair, deprivation and desolation (Pincock, 2010). The popular ‘model of
disengagement’ at that time proposed that the disengagement of older adults from society was
a normal part of the ageing process (Marshall & Bengston, 2011). Promoted by Cumming and
Henry (1961), this model posited that biological, psychological and social withdrawals were
universal, inevitable and adaptive in preparing the individual for their ensuing death (Marshall
& Bengston, 2011). This negative view of ageing was challenged by gerontologist and founding
director of the United States National Institute on Aging, Dr Robert Butler. Butler devised the
phrase ‘ageism’ to describe the prevalent discrimination against the elderly and, through his
work in the 1950s and beyond, advocated for what could be achieved in later life, rather than
what might be lost (Dillaway & Byrnes, 2009; Pincock, 2010). This gave rise to a new era of
gerontology, where the dominant view of older people as frail and ill was radically replaced
with a more positive and proactive model, in which an individual could successfully age
(E. Finlay, 2022; Holstein & Minkler, 2003).
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Early protagonists in the successful ageing field include Havighurst (1961), who provided a
positive characterisation of ageing in terms of life satisfaction and happiness; Neugarten (1972),
who emphasised the influence of personality on successful ageing; Palmore (1979), who
considered subjective happiness in relation to ageing; Ryff (1982) who explored the
possibilities for personal growth and purpose in later life; and Baltes and Baltes (1990), who
referred to coping with, and adapting to, challenges in later life in a positive and constructive
manner (Jeste et al., 2013; Katz & Calasanti, 2015; Martin et al., 2015; Phelan & Larson, 2002;
Serrat et al., 2024; Timonen, 2016). However, it is Rowe and Kahn (1987, 1997, 1998) who are
frequently cited for introducing the concept of ‘successful ageing’, through their work at the
MacArthur Foundation Research Network on Successful Aging in the United States of America
(Depp & Jeste, 2006; Holstein & Minkler, 2003; Martin et al., 2015). Their work challenged
both the dominant deficit model within the field of gerontology and the public perceptions of
ageing, viewed as a downward slide into frailty (E. Finlay, 2022; L. Foster & Walker, 2015).
Rowe and Kahn’s model is one of the most widely used in the scientific literature and has been
dominant in successful ageing research and health interventions (Amin, 2017; Bosch-Farré et
al., 2018; Cosco et al., 2013; Depp & Jeste, 2006; Dillaway & Byrnes, 2009; Holstein &
Minkler, 2003; McKee & Schiiz, 2015).

Rowe and Kahn’s (1987) medically oriented framework of successful ageing differentiates
between ‘usual’ ageing and ‘successful’ ageing—‘usual’ ageing referring to older adults
functioning well but at high risk for disease and disability, and those that age ‘successfully’
demonstrating a high level of functioning across several domains (Cosco et al., 2014; Katz &
Calasanti, 2015). The domains, or criteria, of their successful ageing model are (1) freedom
from disease and disability, (2) high cognitive and physical functioning, and (3) active
engagement with life (Rowe & Kahn, 1987). These criteria are presented within a hierarchy of
importance whereby ‘the absence of disease and disability makes it easier to maintain mental
and physical function. And maintenance of mental and physical function in turn enables (but
does not guarantee) active engagement with life’ (Rowe & Kahn, 1998, p. 39), therefore placing
an emphasis on maintaining physical health and avoiding diseases as a primary marker of
successful ageing. Rowe and Kahn (1987, 1997, 1998) argued that what many viewed as effects
of ageing were in fact effects of disease, and that age-related decline could be explained by
lifestyle habits, diets and an array of psychosocial factors extrinsic to the ageing process. These

modifiable factors were the primary cause of decline and could be targeted by interventions to

30



address them. This concept reinforced that age-related deficits were not inevitable occurrences
in old age (Bowling, 2007).

3.3 Critiques of the successful ageing paradigm

As the field of successful ageing has gained prominence within gerontological research, with
widespread use of the term ‘successful’ ageing, the critical literature surrounding it has also
grown. The key critiques are summarised below, with a focus on those most pertinent to this

study.
Lacks definition

Most definitions of successful ageing also encompass outcomes that serve as operational
definitions of the concept. These operational definitions are typically based on objective
measures of health and functionality, with less inclusion of the broader psychosocial
dimensions, and are often discipline specific. This lack of systematic operationalisation, and no
consensus in the field on how to define successful ageing, has led to inconsistencies across
studies, making cross-study comparisons difficult and hindering the development of meaningful
conclusions or recommendations (Bowling, 2006, 2007; Cosco et al., 2013, 2014; Depp & Jeste,
2006; Katz & Calasanti, 2015; Martin et al., 2015; Martinson & Berridge, 2015; Phelan &
Larson, 2002).

Medically orientated

Rowe and Kahn’s definition has been criticised for its overemphasis on the functionality-
oriented biomedical dimensions (requiring a criterion of no disease or disability) and not
considering the whole person, including the emotional, social and spiritual dimensions. This
biomedical approach largely ignores research from the social and psychological sciences, which
consider other factors influential on successful ageing, such as satisfaction with life, aspirations,
personality, personal characteristics, QoL, personal growth, compensation, adaptability,
optimisation, acceptance, adjustment, sexuality and spirituality (Bowling, 2006; Cosco et al.,
2013; Crowther et al., 2002; Martinson & Berridge, 2015; Peterson & Martin, 2015; Phelan et
al., 2004; Reich et al., 2020; Rubinstein & de Medeiros, 2015; Strawbridge et al., 2002). The
lack of consideration of an individual’s mental health and its impact on ageing has also been
highlighted (Bosche-Farreé et al., 2018; Cosco et al., 2013, 2014; Depp & Jeste, 2006; Peterson
& Martin 2015).
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No subjective rating or inclusion of lay perspectives

The perceptions of what determines successful ageing are subjective (Shooshtari et al., 2020).
A methodological limitation of Rowe and Kahn’s successful ageing model is the lack of
consideration for what ageing means to individuals—whether successful or not. This gap has
been addressed through qualitative research and self-reporting studies (Katz & Calasanti, 2015).
Individuals can experience a sense of life satisfaction and consider themselves to be ageing
well, despite multiple losses and physical decline (Carstensen et al., 2019; Reich et al., 2020).
Qualitative studies of successful ageing reflect multidimensional and psychosocial aspects of
successful ageing that are not included in a biomedical model. Studies that have encompassed
lay perspectives provide insights into what older adults themselves value, with a greater focus
placed on adaptation, meaningfulness, connection, family, spirituality and social engagement
(Amin, 2017; Bowling, 2006, 2007; Carstensen et al., 2019; Cosco et al., 2013; L. Foster &
Walker, 2014; Hung et al., 2010; Jeste et al., 2013; Katz & Calasanti, 2015; Martin et al., 2015;
Martinson & Berridge, 2015; Phelan & Larson, 2002; Phelan et al., 2004; Reich et al., 2020;
Stowe & Cooney, 2015). In a systematic review of lay perspectives of successful ageing, older
adults favoured psychological and social criteria of successful ageing over biomedical criteria
(Reich et al., 2020). Incorporating non-medical perspectives in models of ageing well can
enhance theoretical definitions and enable a more patient-centred definition of successful
ageing to emerge (Deppe & Jeste, 2006; Hung et al., 2010; Martinson & Berridge, 2015; Phelan
etal., 2004).

Precludes those with chronic disease or disabilities from ageing successfully

Rowe and Kahn’s biomedical model of successful ageing precludes people with chronic disease
and disabilities from being classified as ageing successfully (Katz & Calasanti, 2015; Martinson
& Berridge, 2015; Timonen, 2016). However, several studies in a meta-analysis of lay
perspectives of successful ageing (Cosco et al., 2013) and a systematic review of the literature
on successful ageing critiques (Martinson & Berridge, 2015) found that individuals with
chronic diseases were ageing successfully, and that subjective meanings of successful ageing
varied significantly from objective measures. Even if older adults experience disability or
disease, they are still able to engage in life activities and consider themselves successful agers
(Dillaway & Byrnes, 2009; Martin et al., 2015; Bosch-Farré et al., 2018; Bowling, 2006; Cosco
et al, 2013; L. Foster & Walker, 2015; Katz & Calasanti, 2015; Peterson & Martin, 2015;

Strawbridge et al., 2002). To label an individual as unsuccessful and blame them for their
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condition because they are disabled or have ill health is contentious at best and can negatively
influence how people with chronic conditions or disabilities perceive their own ageing bodies
(L. Foster & Walker, 2015; Holstein & Minkler, 2003; Katz & Calasanti, 2015; Martinson &
Berridge, 2015; Stowe & Cooney, 2015; Strawbridge et al., 2002).

Individualistic responsibility

Rowe and Kahn’s model assumes that successful ageing is under the control of an individual’s
own efforts and initiatives, and that it is an individual’s responsibility to overcome personal
barriers and work towards successful ageing at all times (Dillaway & Byrnes, 2009; Katz &
Calasanti, 2015; Marshall & Bengston, 2011; Martin et al., 2015; Rubinstein & de Medeiros,
2015). Rowe and Kahn (1998) stated, ‘Our main message is that we can have a dramatic impact
on our own success or failure in aging. Far more than is usually assumed, successful aging is in
our own hands’ (p. 18). This successful ageing model fails to take into account the fact that
individuals’ lives and social structures are interdependent, and these vary considerably (L.
Foster & Walker, 2015). Making autonomous choices requires a diverse range of experiences
and knowledge, as well as the ability to apply them effectively. However, these resources are
not equally accessible to everyone. Widespread inequalities, varied life experiences, and the
social and economic conditions that individuals live through provide some individuals with far
more choices than others (Holstein & Minkler, 2003; Rubinstein & de Medeiros, 2015). Further,
individual choices are intrinsically linked to privilege; hence, those with the most access to
health services can structure their health behaviours within the context of positive lifestyle
outcomes (Katz & Calasanti, 2015). Martinson and Berridge (2015), in their systematic review
of successful ageing critiques, overwhelmingly found that the successful ageing paradigm was

seen as unrealistic and exclusionary.
The dichotomy of success and failure

Using the concept of success (or failure) to categorise ageing promotes the notion of winners
and losers, rather than seeing ageing well as a point on a continuum of achievement, and it
implicitly labels most adults as unsuccessful (Cosco et al., 2014; Depp & Jeste, 2006; Dillaway
& Byrnes, 2009; L. Foster & Walker, 2015; Hung et al., 2010; Katz & Calasanti, 2015; Martin
et al., 2015; Martinson & Berridge, 2015; Ranzijn, 2010; Rubinstein & de Medeiros, 2015).

Katz and Calasanti (2015) argued that, contrary to what Rowe and Kahn set out to achieve with
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promoting a positive outlook on ageing, this model actually contributes to ageist discrimination

by giving rise to the notion of successful versus usual ageing.

The word “success’ in itself is a Western concept that is often associated with economic or
material achievement, which may not be universally desired, and is depicted as a value
judgment (Liang & Luo, 2012; Martin et al., 2015; Strawbridge et al., 2002). Success is
reflected in the fortunate elite, and rewards those who have been able to make positive life
decisions, such as financial planning and adherence to health promotion advice, while those
who find themselves in less favourable circumstances are blamed or neglected. This bias
towards wealthier, better educated adults with more readily accessible resources means that, for
many, successful ageing is beyond reach (Bassett et al., 2007; Bowling, 2007; Dillaway &
Byrnes, 2009; L. Foster & Walker, 2015; Hung et al., 2010; Martin et al., 2015; Martinson &
Berridge, 2015; Peel et al., 2004; Stephens et al., 2015).

Omission of a life course perspective

Late life health and wellbeing can partly be explained as an accumulation of advantage or
disadvantage throughout life (Browne et al., 2009; Carstensen et al., 2019). However, the
successful ageing model underestimates the influence of disadvantages that can accumulate
over the life course. These include forces outside an individual’s control such as social,
political, economic and historical factors. Ignoring social constraints and inequalities around
race, poverty, gender, isolation, ethnicity, class and sexuality can make it fundamentally
impossible to follow a successful ageing trajectory (Katz & Calasanti, 2015; Marshall &
Bengston, 2011; Martinson & Berridge, 2015). Rubinstein and de Medeiros (2015) noted that
the model fails to account for situations that may involve a history of trauma, including early-
life violence, social or personal suffering, a lack of access to resources or medical care, or
ongoing economic or social marginalisation. Incorporating life course factors into successful
ageing discourse can provide a more nuanced perspective of how social forces, diverse
experiences and individual agency interact to shape interpretations of success and ageing

outcomes (Stowe & Cooney, 2015).
Lack of contextual/extrinsic factors

A lack of consideration of contextual factors has been highlighted in the literature. Specifically,
in a systematic review and meta-ethnography of lay perspectives of successful ageing, Cosco

and colleagues (2013) found that external components, such as finances and a satisfactory living
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environment, were frequently cited as factors that were influential on successful ageing. Since
ageing is a social process, it is contingent upon societal interventions such as education, leisure
and opportunities to volunteer, considerations that should be factored into successful ageing
constructs (L. Foster & Walker, 2015). Access to education, employment, quality housing
conditions, healthy food and recreation; widowhood and retirement; and interactions between
individuals and their environments have also been highlighted as important inclusions when
assessing successful ageing (Amin, 2017; Bowling, 2006; Martinson & Berridge, 2015;
Strawbridge et al., 2002). Relationships with family members and the role that family play,
including providing physical and emotional care, affects perceptions of successful ageing
(Amin, 2017; Martinson & Berridge, 2015). At a macro level, the financial resources of a
country, the availability of health services within that country and its ageing policy
interventions all influence the ability to successfully age (Martinson & Berridge, 2015; Stowe
& Cooney, 2015).

Promoting ageing as undesirable

There is also concern that categorising ageing in this dichotomous way may portray ageing as
undesirable and preventable (Dillaway & Byrnes, 2009; Martinson & Berridge, 2015). In some
cultures, ageing is accepted as an important part of the circle of life, and the old are honoured
and revered. This is in stark contrast with the Western emphasis that frequently seeks to defy,
deny and resist ageing (Phelan & Larson, 2002; Ranzijn, 2010). The business of seeking eternal
youth, through the dominance of youth-preserving technologies and lifestyles, which demand
increasing amounts of time and money, undermines a respectful attitude towards old age. These
capitalist and consumerist components of successful ageing are understated and indicative of a
new ‘ageism’ in which old age can be transcended (Dillaway & Byrnes, 2009; Holstein &
Minkler, 2003: Liang & Luo, 2012; Timonen, 2016).

Ethnocentric

Cultural context plays an important role in defining successful ageing, yet current academic
definitions of successful ageing seem to be independent of cultural identity (Hung et al., 2010;
Manasatchakun et al., 2016; Martinson & Berridge, 2015; Martin et al., 2015; Shooshtari et al.,
2020; Stowe & Cooney, 2015; Torres, 2006). Martinson and Berridge (2015) noted ‘the cultural
bias of successful aging, with its implied sense of individual accomplishment that is

incompatible with the cultural understandings of life and aging held by many people across the
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world’ (p. 65). The successful ageing discourse was built on mainstream American standards,
and, significantly, in the context of this research proposal, the model is oblivious to cultural
differences (Hung et al., 2010; Laditka et al., 2009; Liang & Luo, 2012; Torres, 2006).

Dimensions of successful ageing for different cultural groups have been explored across the
literature, and these studies have overwhelmingly reported that older people’s norms,
perceptions and self-awareness of the reality of ageing differ across cultures, making successful
ageing culture dependent (Amin, 2017; Hung et al., 2010; Manasatchakun et al., 2016; Martin
et al., 2015; Martinson & Berridge, 2015; Shooshtari et al., 2020). The successful ageing
literature focusing on culturally diverse populations have reported that older people from non-
Western backgrounds hold a more holistic view of successful ageing, which extends beyond
functional independence (Amin, 2017; Hung et al., 2010; Liang & Luo, 2012). Studies have
highlighted that domains such as family, positive spirituality, relationships and positive outlook
play a role in successful ageing, and that attitudes and behaviours are greatly influenced by
traditions, religious beliefs and values derived from different individual cultural backgrounds,
(Hung et al., 2010; Liang & Luo, 2012; Martinson & Berridge, 2015). Although some domains
of successful ageing, such as physical health and economic wealth, may be consistent across
cultures, their relative impact on wellbeing can vary with an emphasis on different dimensions,
differing from those relevant in Western societies (Amin, 2017). Non-Western societies value
interdependence and family relations more than individual independence, and family
relationships play a strong role in ageing success (Amin, 2017; Stowe & Cooney, 2015). Non-
Western perspectives also challenge the individualistic responsibility of ageing well, with a
greater focus on successful ageing with a collectivist focus (Martinson & Berridge, 2015; Stowe
& Cooney, 2015).

Other more culturally specific factors, such as the transmission of cultural knowledge or
participation in cultural activities, may hold greater significance in certain cultures (Martin et
al., 2015; Willcox et al., 2007). Thus, the role of culture is a significant one in the
conceptualisation of what it means to age well. Different cultural perspectives of what
constitutes successful ageing highlight the need for exploring the determinants of successful
ageing in non-Western settings (Torres, 2006) and specifically within Indigenous populations
(Lewis, 2010). Lewis (2010) highlighted the lack of Indigenous perspectives in the
development of the successful ageing model, which was based on Western conceptualisations

of successful ageing. Consequently, this runs the risk of the further ‘problematisation’ of
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Indigenous peoples by classifying them as ageing less successfully than non-Indigenous

populations.

If perspectives of successful ageing differ among different cultural groups, knowledge about
those differences will facilitate the construction of a more comprehensive, culturally
appropriate concept of successful ageing, which would be more realistic and useful for the
community in which it is developed (Hung et al., 2010; Laditka et al., 2009). Knowing the
predictors of successful ageing that are relevant to communities allows health and social care
providers to provide the most appropriate health care (Phelan & Larson, 2002; Phelan et al.,
2004). For the purpose of this research, it is therefore imperative that ageing well is considered

more deeply from an Indigenous and, more specifically, a Torres Strait Islander perspective.
3.4 A matter of terminology

As this review highlights, the term *successful ageing’ is contentious. The materialistic
connotations and biomedical emphasis render the term *successful ageing’ inappropriate for
describing health outcomes (Peel et al.,, 2004). Alternative, more inclusive and less
dichotomous terms have emerged within the academic, medical and policy literature over the
past decade. These include active ageing, ageing well, authentic ageing, balanced ageing,
competent ageing, effective ageing, good old age, harmonious ageing, healthy ageing,
independent ageing, optimal ageing, positive ageing, productive ageing, resilient ageing,
resourceful ageing, robust ageing and vital ageing (Bowling, 2006; Carstensen et al., 2019;
Dillaway & Byrnes, 2009; L. Foster & Walker, 2015; Katz & Calasanti, 2015; Liang & Luo,
2012; Martinson & Berridge, 2015; Strawbridge et al., 2002). However, Strawbridge et al.,
(2002) noted equal fault with the semantics of many of those alternative terminologies, with the
exception of ‘ageing well’. Waddell and colleagues, (2024) suggested the gerontological field
adopt the term ‘ageing well’ as an alternative and more inclusive term to ‘successful ageing’.
Further, Ranzijn (2010) argued that the paradigm of ‘successful’ or *active’ ageing has the
potential to further marginalise Aboriginal Elders within Australia, and that expanded
conceptualisations of ageing, such as ‘ageing well” or ‘authentic ageing’, may better capture
the cultural diversity of ageing and promote social inclusion. Ageing well is a more inclusive
paradigm, since it allows older individuals to define what ageing means to them and, in turn,

determine what they need to age well (Ranzijn, 2010).
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To explore the domains of ageing well for Indigenous populations globally, and to identify the
barriers and facilitators associated with ageing well, a scoping review of the existing literature

was conducted.
3.5 Indigenous ageing well

The international literature related to the meaning of ageing well for Indigenous populations is

presented in this published scoping review.

Quigley, R., Russell, S. G., Larkins, S., Taylor, S., Sagigi, B., Strivens, E., & Redman-
MacLaren, M. (2022). Ageing well for Indigenous peoples: A scoping review. Frontiers
in Public Health, 10, Article 780898. https://doi.org/10.3389/fpubh.2022.780898
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As life expectancy ncreases for Indigenous populations, so does the number of older
adults with complex, chromc health condiions and age-related genatric syndromes.
Many of these condtions amre associated with modifiable Ifestie factors that, if
addressed, may mprove the health and wellbeing of Indigenous peoples as they
age. If models of healthy aging are to be promoted within health senvices, a clearer
understanding of what aging well means for Indigenous peoples is needed. Indigenous
peoples hold a holistic wordview of health and aging that likely differs from Western
modsls. The aims of this review were to: investigate the litersture that exists and where
the gaps are, on aging well for Indigenous peoples; assess the quality of the existing
terature on Indigenous aging; identfy the domains of aging well for Indigenous peoples;
and identify the enablers and barmers to aging well for Indigenous peoples. A systematic
search of onfine databases, book chapters, gray literaturs, and websites identfied 32
elgible publications on Indigenous aging. Reflexive thematic analysis identified four
major themes on aging well: (1) achieving holistic heslth and wellbeing; (2) maintaining
connections; (3) revealing resiience, humor, and a positive atiitude; and (4] facing the
challenges. Findings revealed that aging well is a holistic concept enabled by spintual,
phys=ical, and mental wellbeing and where reliance on connections to person, place, and
caufture is central. Parficipants who demonstrated aging well took personal responsibility,
adapted to change, took a positive atittede to Ife, and showed resifence. Conversely,
barmiers to aging well arose from the social determinants of health such as lack of access
to housing, transport, and adequate nutrition. Furthermore, the impacts of colonization
such as loss of language and culture and ongoing gnef and trauma all challenged the
ahility to age well. Knowing what aging well means for Indigenous communities can
facilitate health senvices to provide culturally appropriate and effective care.

Keywords: Indigenous, aging, Indigenous health, Indigencus wellbaing, Indigencas cider soults, scoping review

INTRODUCTION

The population worldwide is aging dramatically, with estimates that by 2050 the number of people
aged 80 years and over will be more than 426 million, triple that of population numbers in 2020
(1). Moreover, for the first time in history, most people can expect to live into their sixties and
beyond (2, 3). Increased longevity can potentially enable alder adults to remain engaged for longer,
resulting in positive outcomes for the individual, their families, and society as a whole. However,
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increasing longevity is not always associated with extended
perinds of good health. Epideminlogical evidence indicates global
health putcomes are not improving equitably, and quality of life
during these extra years is unclear (2, 3). For those living with
functional decline and disahility, there is an increased demand on
health and social care, and limitations on contributions they can
make to society (3). Increased prevalence of geriatric syndromes,
related to frailty, cognitive impairment, incontinence, delirinm,
and falls, compromise independence and increase demand for
health and aged care services (4).

For Indigenous peoples, there is an increased prevalence of
chronic conditions such as diabetes, cardiovascular disease, and
respiratory disease (5-8). Furthermore, age-related conditions
such as dementia are more prevalent in Indigenous populations
and affect people at a younger age (9-11). The number
of Indigenous peoples is growing (13, 14) and for many
Indigenous populations, life expectancy is increasing (15).
Greater proportions of Indigenous peoples over 65 years are
surviving into older age (16-20). As these populations age, there
may be a higher number of older adults with complex, chronic
health conditions and geriatric syndromes such as falls and
frailty. However, many of the problems of aging and chronic
conditions are associated with lifestyle factors and are amenable
to interventions that have the potential to improve the health and
wellbeing of Indigenous peoples as they age.

Health is a holistic concept within Indigenous communities
{21, 2Z). The connection to land is central to wellbeing and
spiritual, environmental, ideological, political, social, economic,
mental, and physical factors all play interrelated roles in wellbeing
{23). When any of these factors are distupted, ill health is likely
to occur (23} Indigenous peoples therefore hold a different
worldview where the concept of self is collectivist and inseparable
from land, family, and community, and this view is likely to be
significant in their concept of aging well.

Concepts of Aging Well

The concept of aging well has been given considerable attention
in the literature. “Aging well” is often defined synonymously
with “successful ageing” “positive ageing” “good old age”
“active ageing "robust ageing” “healthy ageing” “produoctive
ageing.” "vital ageing.” and “optimal ageing.” with definitions and
measurements of these varying significantly (24-35). Rowe and
Kahn (36, 37} are frequently cited for introducing the concept
of “suwccessful ageing” and their model is one of the most widely
used in the scientific literature (26, 27, 30, 31, 34, 38, 39). Despite
its widespread use, the term “successful ageing” has generated
criticism. “Success” is often associated with economic or material
achievement, especially in @ Western culture where the ideal of
success is reflected in the lifestyles of the fortunate elite. Those
who have been able to make made positive life decisions, such
as financial planning and adherence to health promaotion advice,
are rewarded, and those who find themselves in less favorable
circumstances often experience blame or neglect. The concept
of success or failure to categorize aging promotes the notion
of winners and losers, rather than successful aging being on a
continuum of achievement {24, 28, 29, 31, 39, 40).

The model of successful aging posited by Rowe and Khan
{36) is based on three criteria: (i} freedom from disease and
disahility; (i} high cognitive and physical fanctioning; and (iii)
active engagement with life. These criteria place an emphasis on
maintaining physical health and avoiding disease. However, this
approach has been criticized for being a medically-orientated
mindel which: (i} neglects social relationships and engagements
{41-43}; (i1} underestimates the influence of contextual factors
(35, 41, 44, 45); (iii) is oblivious to cultural differences (35, 40,
41, 43, 46); (iv) ignores the interactions between individuals
and their environments {(43-45}; (v} overlooks mental wellbeing
(38, 43) (vi) fails to take into acoount the disadvantages
that accumuolate over the life course (25, 29, 40, 4345} (vii)
fails to consider the developmental process throughout the
individuals lifespan (25, 29, 40, 43, 46); and {viii) does mot
acknowledge that successful aging is possible for those with
chronic disease or disabilities (29, 38, 41-43, 45). Incorporating
broader, non-medical perspectives in models of aging well can
enhance theoretical definitions and enable more individual- and
community-centered definitions of aging well to emerge. Studies
that have encompassed lay pemspectives found non-medical
models of aging well to be multidimensional, with a greater focus
on adaptation, meaningfulness, and connection, and provide
insight into what older people valwe (23, 26, 29, 30, 33, 41,
42, 47). Knowing how aging well is expressed within particular
communities allovws health and social care providers to provide
the most appropriate health care (33). It iz therefore imperative
that aging well is considered from a cultural perspective.

Dimensions of aging well for different cultural groups
have been explored across the literature. Prior research
overwhelmingly reports that older people’s norms, perceptions,
and self-awareness of the reality of aging differ across cultures,
making aging well culture-dependent (28, 29, 44, 48). Hung
and colleagnes (28) compared the concept of healthy aging
from Western and non-Western cultural perspectives, as well
as between academics and lay older persons. They found
older people from non-Western coltures held 8 more holistic
view of healthy aging, which extended beyond functional
independence, and included domains such as family, adaptation
to ape-related changes, financial security, personal growth,
positive spirftuality, and positive outlook. The anthors suggested
attitudes and behaviors relevant for healthy aging are greatly
influenced by traditions, religions beliefs, and values derived
from different individual cultural backgrounds, yet current
academic definitions of healthy aging seem to be independent
of cultural identity. Amin (41} explored successful aging from
older adults’ perspectives in Bangladesh and found, similarly to
Hung and colleagues (28}, that successful aging encompassed
dimensions such as adaptations to one’s changing body, financial
security, religiosity, age identity, and social engagement. Amin
{41} found that older adults’ emphasis on these dimensions,
however, was qualitatively different from those identified as
relevant in Western societies, and that family relatinnships played
a strong role in aging success—something ofien neglected in
Western models.

Although some domains of aging well, such as physical health
and economic wealth, may be consistent across cultures, their
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relative contributions to wellbeing vary. Other more culturalby
situated wvalues, such as transferring cultural knowledge or
participating in cultural activities, may hold greater importance
in certain cultures (19, 34). Incorporating perspectives from
different cultural settings will facilitate construction of a more
comprehensive, culturally appropriate definition of aging well,
which would be more realistic and useful for the community
in which it is developed (28). Additionally, an understanding
of aging well may support both health and social care systems
to be better aligned to integrate services that sapport a holistic
view of functioning and healthy aging (3). If models of healthy
aging are to be promoted within health and social care services,
there needs to be a dearer understanding of what aging well
means for Indigenous peoples. This is particularly significant
for Indigenous people where healthy aging may not be easily
achieved (7, 43).

Purpose of Review

This review was conducted as part of the lead author’s PhiD study
to develop and implement a framework for aging well in the
Torres Strait in Far Morth Queensland, Australia. The islands
of the Torres Strait are located between the northern tip of
Australia and FPapua Mew Guinea. There are over 100 islands
with Torres Strait Islanders permanently living in 18 island
communities and two mainland communities on the Morthern
Peninsula Area (the northern most tip of Australia) {50). Torres
Strait Islander peoples are a culturally distinct First Mation
population in Australia, predominately of Melanesian ethmicity
but due to the settlement of traders, explorers, and colonizers
have a diverse and mixed ancestry (50). Tormres Strait Islander
peoples are sea-faring people whose culture has been influenced
by peoples from Australia, Papua, and the Austronesian region
{51). Early Torres Strait life was based on subsistence living with
communal life revolving around hunting, fishing, gardening, and
trading. Fishing remains the main economic activity across the
region (50). The PhD study, to collsborate with local primany
health care centers in the Torres Strait region to develop an aging
well framework, follows a longstanding research and dinical
parinership with local health services and community groups.
Community members expressed a desire to examine what aging
well meant for their older adults and how they could be supported
to age well into the future. The findings of this review were used
to assist with analysis of local needs and priorities.

Scope and Aims of Review

Globally, there are between 370 and 500 million Indigenous
peoples who live in ower 90 countries (8). Within specific
Indigenous populations, there are often different culiural groups,
each with distinct culture, language, beliefs, and practices. This
scoping review included articles relating to many Indigenous
populations, each with preferred terminology when referring
to their people. The lead author of the review is a non-
Indigenous clinical researcher supported by a wider research
team and advisory panel of Indigemous and non-Indigenous
academics, researchers, and clinicians. Together, the author

group respectfully agreed that wsing the term Indigenous

throughouot the review wouold be inclusive to all participants
across all studies.

Aspects of aging well relating to specific Indigenous groups
have been documented, and a scoping review has been conducted
on exploring successful aging amongst North American older
Indigenous peoples (51). However, no syslematic review has
been conducted to explore similarities across wider Indigenous
populations. The intent of this paper i= not to suggest all
Indigenous peoples hold the same perspectives of aging well and
that a generic Indigenous model of aging well can be developed.
The aims of this scoping review were to: (i} explore what aging
well means for different Indigenous populations; (i} compare
concepts of aging well for these populations with non-Indigenous
perceptions; and (iii) identify gaps in the literature on aging well
for Torres Strait Islander populations to inform further research.

The following questions were developed to meet the aims of

the review:

1. What literature exists and where are the gaps on what aging
well means to Indigenons peoples?

2. What is the quality of the literature on aging well for
Indigenows peoplest

3. What are the domains of aging well for Indigenous peoples?

4. What are the enablers and barriers to aging well for
Indigenous peoples?

METHODS

A scoping review methodology was selected as the preferred
approach as it allows broad concepts to be addressed, generates
key concepts, and identifies gaps in the literature whilst using
a structured systematic methodology (53, 54). Furthermore,
scoping review methodology engbles the imclusion of both
qualitative, quantitative, and mixed methods studies (53, 54). The
scoping review methodelogy outlined by Arksey and O"Malley
{53) and enhanced by Levac et al. (55}, was employed. This
methodology increases the rigor and reliability of review findings
{53). As recommended by Levac et al. (55) and Daundi et al
(56), a guality assessment component was included in the
review. The Quality Assessment Tool for Studies with Diverse
Designz (QATSDD) (57) was applied to assess the quality of
included literature. However, as scoping reviews are intended
to capture a broad range of literature regardless of study design
{53, 54), no studies were excleded from this review based on the
quality appraisal The PRISMA Extension for Scoping Reviews
{PRISMA-ScR} guidelines and checklist were used to guide the
reporting for this scoping review (58).

Literature Search

The search strategy incloded an electronic database search and
a wehsite search. Search terms from key relevant publications
were reviewed to identify key words in the areas of aging and
Indigenous populations. The search was broadened or focused
using truncation symbols and Boolean connectors AND, OR,
MOT. The following datsbases were searched using MeSH
headings or key words: Medline, CINAHL, Psycinfo, Emcare,
PubMed, Embase, Scopus, and Informit. Reference lists of articles
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identified through searching of databases were reviewed o TABLE A | Incisionsxciision oritena for SCOpiNg review papers.

identify possible additional sources. A search for gray literature
was conducted on the World Wide Web, on websites such as the
World Health Organization and on Indigenous-specific websites,
such as the Australian Institute of Aboriginal and Torres Strait
Islander Studies, Health Info Net, and the Lowitja Institute.

Study Selection

Publications identified in the search were included if they focused
on perceptions, attitudes, or experiences of aging, or domains of
aging well, or barriers and enablers of aging well for Indigenous
peoples. Aging well and all associated terms were included;
successful aging, positive aging, good old age, active aging,
robust aging. healthy aging, productive aging, vital aging, optimal
aging, and harmoenions aging. The United Mations states that
there is no formal universal definition of "Indigenous peoples™
but Indigenous peoples are identified by their social, cultural,
economic and political characteristics that are distinct from those
of the dominant societies in which they live and are frequently
marginalized within their own countries (8, 59). Articles were
included where participants were described as Indigenous or
recognized other titles for example First Mations, Aboriginal,
Maori, Alaska Matives, and American Indians.

Publications identified in the searches were charted in
Microsofi Excel for evaluation and eligibility assessment (54).
The lead author (R(}) screened titles and abstracts using
the inclusion/ exclusion criteria outlined in Tablel. Two
authors (RO, 5R) independently read the full text of articles,
applying the inclusion/exclusion criteria, and described the
study characteristics. Where outcomes of eligibility assessment
differed and remained unresolved after discussion, authors MEM
or 5L were consulted for a consensus agreement. Publication
characteristics charted were source of article, year of publication,
Indigenous population of study participants, aim or purpose of
study, methodology including design and analysis of data, and
study outcomes.

Quality Appraisal

The aim of critical appraisal within a systematic review
methodology is to evaluate whether the studies included in
the review are accurately and completely described to assess
for validity, rigor, and trustworthiness (60). Including a quality
appraisal of publications within a scoping review methodology
can assist with interpretation of results and facilitate the uptake
of findings into policy and practice (55, 56, 61). The QATSDD
is a 16-item tool that generates scores from 0 to 42 and has
demonstrated good relishility and validity for use in the quality
assessment of a diversity of studies, which indude gualitative and
quantitative work (57). Two authors, R} and SR independently
applied the tool to the 32 included studies. Where discrepancies
in scores arose, consensus was reached through discussion. The
scoring outcomes are included in Table 2.

Analysis

A coding framework was developed by the authors based on the
literature and research questions. [Jata from all extracted papers
were deductively coded using the framework, employing NVivo

Criterion Inciusion Exciusion
Publcafion focis. Pemsptions of, Bifuces o, Parspactives of aging well
concepts of, cuburel {and smsndieted concepts)
aspects of, defnitions of, of measLrog of aging wel of
agngwall and asockted  Indigenous peoples that
terme. wers noorporated int
Discumgion of domaine ol wickor cLiral groups.
aging wail. FOCUS on Epachc (Eseases
Barriars end enabiam b ot eging. FOCUS o colular
aging wil. or bloiogleal aging. Foos
on oider age but not
perspactives of aging wel
{or eEsnciated bams).
Popuation Indigencus paoples
worichwida
Language Pubilshed In Engieh
Time pariod Pubilzned hebween 2000
and 2020
Type ol arficle Original research including. Lberature reviews jrekvent
qualieive, quanittetive end. artickas from hese
Mixed metnods. Included), commentanas,
Grey Iterahrm, govemment,  adliorsls, book revews,
peack; bodes of iettars to the edbar, of
orgenizationsl reports, whare the ful taxt wes not
‘wabefs Infoemation. Ful avalihio.
et avalabia,

12% qualitative data software V12 ((}5R International)} to manage
the data. Themes were created based on the identification of
patterns from the coded data through use of reflexive thematic
analysis methodology (91, 92). Themes and potential domains
of aging well were discussed between Ry, MREM, and SR until
consensus was achieved and the final themes derived.

RESULTS

Search Besults

Database searching identified 1,282 potential papers with 40
articles identified through additional sources. After the exclusion
of duplicates, 765 were subjected to title and abstract review. Of
these, 135 publications were selected for full text review with 32
of these publications meeting the inclusion criteria and included
in the review {Figure 1).

Description of Studies

Table2 provides a summary of the characteristics of the
32 included publications. The majority of the publications
{n = 27) used qualitative methodology, four publications
used quantitative methodology, and one publication was a
biographical account. Twenty-seven articles were published in
peer reviewed journals, two were published reports, and three
were published theses. Indigenous populations that were the
focus of the included studies were: Metis, Canada (n = 2); Inuit,
Canada (r = &); First Mations, Canada {n = 3); Alaska Matives,
United States of America (USA) {n = 10} Native Hawaiian, USA
{n = 2); Aboriginal and Torres Strait Islander, Australia (n = 6);
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Abomyand Fewel 820 Manes storyof agingwelt  Metis, Careda To consider the consiruction  Conferance paper Documented the sigrificance of ongoing MA
Toward rew parspectives of & ramework of heslity Blographical ecoount contrbutions 1o community [Fe,
on the experienca of aging Bging hor ADGngingl peaies rensmission of accumilated knowieoge,
for Aborigingl senks In In Canada. and ‘wisdom to younger genarations and
Canada. i COnnECHon with cuurl fradiions.
Baron et al (53} &g, health and place Inult, Canada Toenpiore the pampactives Ouakietve Documentsed spending me with chidren, 2
from the perspeciiva of ot inutt Eiders on he In-deapth Imeniews. with mut having sockl suppart, hing In houses
Eders In an Inuit commurity relfonship between sgng,  Bders eged 50-88 1 - 20) adapled (o aging health conditions,
haaih and place. Thamatic anakysEs access 1o community ectiviles end
senvices, and fime spart on the Bnd &s
ihe maln tescurces supporting healih,
Siressed the mportEnce of belng ak 1o
gror! aid In el oA CommLurity.
Banon et al (54 Tha social deferminems of - Inuit, Canada To ettty social ‘Ouantitatie S00ia deteminants of haalih associatas az
hesiy &ging in he determinerts of nesth Suneey date Fom a Emper ‘with the G000 healih™ profs relsted mone
Canaden Archic. ezsociated with hasithy national surey 40 =ockl relatiorships end participetion
EgINg. Respondents aged aver 50 (v = those ssocketed wilh the “Intermedate
BEDY healih” proflie relsied more b economic
Holstic indicator of haalfy aging  and meterial condiions.
used Descriptive Enaksas used
NCLEng mutvanate
mulincmis regressione
Bazin ano Davey (65, Granniss, eders, and Frst Matiors, inut ang To further thie Knowiedge OuakeEive Documentad the usa of humor and 18
frierds: Aging Abariginal Wiedis, Careda ebout senkorsBdars on Story-leling crcke fr— 10hand  lBughter, ongoing processes of eeching
WOmEn i Toronko, el mies: perspectiveson ndhioua Infendiews - 2)win - and leeming. sects of residential school
&ging, haslth, end weomen eged B0-T5 =ystem, vaiua of kinshig end community
welhaing; concerms; end Tremalic anakss relationships, end Tlendships.
reated sendces.
Boyd (58 "W 0 Esten.” Successhd AESKa Mathes, To estabiEh 8 deeper Ouaieive Diocumentad angagament with Sy and 4z
Bging ToEm the parspective United Stetes of Amernca Lnderstending of how [Thesls) COMIMLIITY. Sal-awaranass and care, and
of Adeska Mathea Sloers in Alaza Mathe Biders in Phenomeanoiogical stusy 8 3am58 Of gratiuse a3 exmantis slemants
Morthwest Alaska. Moritwest Alasks Sami-suchred interviews with  of successhll aging: Bosrs who age
ungerstend end exparince  Bders n - 14) successiily Bbened 1o and lsemed om
suocesshil eging 1o Infonm thel Eiders, enect tradiional vaiues end
program: devalogment and practices, and pa=s wizdom end
SEnvice oelvery. knowhaogs 10 AUNLEE genemtions.
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Brooks-Cleator end Alska Netive Eidars’ To enpiore ow Aleske Oualteive Documened being physicely ecive &
Lawis [67) Perspectivas on physical Unfted Sietes of Amence  Maltve Boers pecshethe Semistuchred intendews n—  Importsnt for sucsessfs aging. Being an
BCHVEY and suCcass mia Of physicel acihity B5. 41) Ekler miaans being ahie b0 ecivaly
they age and It conlrbution  Thematic anakyss partiipata I subsistancs acthties and
o SUCCEssi Egng. teach athers subsistence. ENgegng in
physical acivity wes nat Just 5een as 8
pErsOnEl TEspansinity 10 MainiEn hesith
and age sUctessiuly. but aln o mprove
of mainizin physical, mentel, emotona.
&na spiiual heaith; andéor o enebie
continued participanon in subsksiencs
aCtvities pooted In thelr cubure End
{racitional roles a5 B,
brosks-Clestorgtal  Communiy-kvel factors Prat Matione &nd Int To adoress what CuakEtve DocUmeniad two man ames in which
(B8 ihat coniribute to Frst COmImUTity-ievel tactors CEPA" approach perticipants Neit hey could be betier
MENoNS M INLt cidlar contrbute 10 NdigenaUs Sami-SinIClLred Meniews EUpparied 1o age wed- the S0CE
edlts fealng supporied o Dider adulls [3ged B5 years  JOCUE gIOUpS. and phofoviice ennroniment [resporeiva hegith and
&g wel I a Canadan dty. End over) fesing suppored.  with FIrst Mebons end inut oider  community SLppart Sanvices, respect and
b Bge wel In the oy of BOUEE {11 = 3] recogniion, Bnd commuricaton and
Thamatic anakss Information) Brc phyECal envionment
trereportEtion, housing, ECeassiEky, ard
gathering space.
Browne et d (25 Lstening iothevoices of  Matve Hawalan, To Investigate heatth erd Quaietve Sem-stnuchrad Documenied chalenges win aging and
natve Hewalan Ederzand United Steles of Amenice Core preferences that ofer Estening meetings i = 6], careghving and the riuence of culiure and
‘0hana Carghers: the potentia for IMproving. Ivoiving ComuUniny-chuating E0CEl siresscrs on heslth needs end care

Browne and Braun (70}

Ciscussions on aging.
hasltn, and cere

welbaing In iier ke for
IWathwe Hewslien Blders.

Away Trom e Eands:
Diaspores efacts on Nathve
Hawallan Eidars and famiies

T ENEITING NesEors for
migraiion and perspacives

on eging and caraghing Ina
sample of Matve Hawsllan

Eiders and tamily caraghers
rasiding n Souhem

Matve Hawalan,
Linited Steies of Amednce

¥upuna (7 — 24] and ‘chana
careghers (0 — 17) egad 60-84
Constent coMparetye mathad of
analysia

Cualteive Key niormant
Imeniews (1 — 10) Bnd Kupure
and ‘0Nang CIFegers [oous
group 7 = 20)

Constent compansive method
of anayss

preforences. ASomabie, eocossibie, Bnd
accaptabie progrems and polldes that can
FRapOR 10 the QITRANRG Nsaltn Bnd rare
negot of etve Siders and famiy
CATEVANE BNE needsd.
Documenied concarms shout chalanges
Essociahed with aging End caraghing, and
how cutLrl iracitions Bnd veiles contirue
10 EhaEne carghing and sanice
preterences.
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Butcher and Brehemy Dependenca onplace: & MEor, New Zedand To axgmine thaways that  Cuslisive Documentad attachment ta plece el
{71} BOUFTE Of Butonomy I ier pleca Niuencas Iterviews with participants agad  proviced e founcation for expanences of
e for cicter MBor, Expanences of aging for EBTON-B) aging. Through cornection 1o placa, ha
oider MEor In Mew Zealand.  Thematic analyss perficipants drew on A comforting and
comiorahia on land end
tamniy to enabie autonomy In Eter He. A
good oid age depended on balancing
Competng demands of lng In wider
S0ty with attechment to place ana
MEcr! idantity In Btar e,
Collings (72} “fyou got evarylhing, &5 Inuit, Canada To ermie st defritione. Qualtstve Sruchured Misrdews  Documentad successul oid ege s not 20
pood ennugh:" Parspacties ot successtul and =38 characienzed by indviduel good heatih,
on successiul aging in 8 unEuccesstll aging. but by the abity to successhully manags
Canscien Uk comTAniy. dieciiring healin, Impcrient Selanminants of
& Successhu Elterhood are nat matera
but ideciogical, such &s, attttudes In late
B, willngnees to reremiE wisdom and
hmiowiadge 10 [Lnion.
Coamies et al (20} First Metion Boars' Aborigingl and Tomes Stralt. To exemine the perspecives - QualiEve Documentad kay isues around heelthy e
pampactives on heathy slander, Australa ol Australan First Mefion Yaming Cides [ - 0 wiin aging Inchuding: the impact of chionic

Ewars (73}

Gefiarrio-Parsite and
Sanchez-WoEna [74)

Bing I NSW™, Austrels.

Taupaanul Maon Poshive

Sucnesshi Bging In okder
pamEonE belonging fo the

SyTENE MEINVE COMMLUNITY:
Expioving the prolective roke
Of peyChoencl esOUImeE.

peopie about hastmy aging.

Mo, Maw Zesiand

Jymars, Chile

To axpicre the
chamsciensics of posive

MaCe aging.

To analyse the process: of
BLCCEESN Bging In Dider

8RS a3ed 45 and over 0 — TE)

Qualeve

SaTisiuchrad Inberviews win
pidier Ko [ — 200
Thematic analyss

Cross-sachonsl Cuestionnaie o
Aymar aged =50 7 - 233)
comprized of veldated

successhl agng. Descripive
sietstics and o hiererhica
regression anelyels for the
succeeshul agng

dllEEEER, COMTUNEY &N connactions,
sharing knowiedge of history and cufturs.,
Barriers to aging 'wel-described, Healihy
aging viewed &5 the shilty ko comtinue In
Wy rokes as cultural leagers and the
kaapers of redbional knowkdge.
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Hopking at &l [75] Keaning husy: 8 AleskE Mathves, Tompire cibrel halats . QuEltEtve Documentad haafthy aping = definad b |
WplCup'H paspective  Urited Stetesof Amence endpracfices of hasithand  Sami-struchred inforviews with — within the ramework of subslsiancs Bing:
o hedith and aging. welbeing of YUrlACuDs. 1emaikes Bned 2559 [0 - 16) ksaping busy, weking, esfing subsistance
women In two nral vilsges.  Themalic analss foods, end respect for alders_ These
I Southweestern gtk bediefs BN pRCHCES promoie & Strong,
active body and mind as viel components
fo heattty aging.
Laritkn at al_ {75 Atftures shout Bgrgwel  American inoan, T EnEITING parnaptions OuattEtye Documented Americen indlans did not |
emorg a dverse goup . Urited Stetes of Amence. about aging wel In the 42 fpcie groups with 4 Amancan  relate aging wel to diet or physicsl acty.
nitter Amancane: contend of cogritivahsalin incan fo0S [PoURE i - 34) Aqing wel-ndudes; Mng tn aovanced
Impications: for promating emong & large end dverse.  Constend-comperson methods  age, having good physical hesith, having &
cogritive haath, Qroup of Dickar B, wiere usad b Eneyee the deta by postiive mantal outiook, baing cognihely
athriic group aiart, naving & goad memony, Bnd baing
ECCEl mohed,
Lawis [T7) Successhl Bging through Alsska Mathves, Tompiors e concapt of Chusliaive Inbarviews. with Documentad aging successhilly |a besed 20
e ayos of Mlgska Matves:  Urited Stetes of Amenice. succeesfuleging fomen perficipants aged 2624 ¥om € on locsl understandings shout personal
expiorng penanstional Alasis Matve paspoctive.  trhal CommLntes i1 - 15} responahilty end making the consdoue
dfferances amang Alsske or what i maans to age well | Groundad heory denision tn Ive a cean and healthy e
Mattees. In Alzsie Matve Poor agng chamctenzad by 3 lack of
Communities. perzonal fresponsihlty, oF not baing actva,
riot belng stk to hendie lconol, Bnd
giing up on onessar.
Lewie [79) Buccossfu Bgng fhrough Alsska Mathes, To explore sucoassi Bging OualEtve Inferdews with Documentad four akaments of “dership” a0
e oypa of Alggka Matve  Urited Stetes of Amenca from an Aladia Matve perficipants sed £1-03 jn - 08 or what Alacka Matve Diders heleva am
Eler=. What It meerns 1o be parspacttve ar what it Themetic aakss Importent charmcterisics to bacoming &
&n Dlder In Bristod By, mieare b rasch *Eldership” resperied sidar: amotional welbelng,
AR I rured Alsken comrnUrity engagement, spirftusity snd
commurities, physicel heetth,
Lawis [79) The mportance of optimisrn Alsska Mathes, To develog & model of Ouaktetve Documented four themes of succeeshul ™
I maitahing heehthy Bing Urited Steles of Amence. succossful Bging for Alssks Interviews wilh participants aged  aging: emotional wallbeing. commurnity
N sl Alaske Maitve Biders i Ontstol By, £1-02 ol Briars from 8 engegemant, spittualty, end physical
Alasia, COMITITits [ — 28] hieafth A posiie outiook on e was Sound
Grounosd Meory In aach of the four slaments of SLCCEEERL
aging.
Lawis [E0] The future of Beccessil Aleska Mathes, Tompiee Me concepl ! QusitEtve Infordaws with Documented Alsska Maties see the b
Bing N ASka. Urited States of Amance sLCce=sE ang from & perficipants unger 50 yoars from  Inehiity 10 B8 wel 85 primenly due 1o the
younger urben Alska 4 aekan Mative tribal groups . dectaase In physiosl sotvly, ladk of
Mafiva perspective and = 7) Grounced thaory avelshity of subsistence Sooos and
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LewE [B1)] The roie of ne social AlBska Mathes, To explore e nole of 5ocial | OuslEive infendews with BEiders  Documemed the importence of tamily and 33
engagemert In the definition United Stetes of Amence BNgEgaETEN family ang 1 = 2E) Coment anaisk COMIMLAITY, Not oy 85 8 50Lrne of
Of SUCCasEl aging Bmong COMMuNiy Supgort) iIn SUPPON bt G50 BS par of thek cuibre
Alzska Mefive Eiders In Alasia MNative Elders” and Idantfty. Providing family support
Ertstol Hay, Alaska. definiiors af successul SLEEAINad maaningiul nokss, wiiich
Bging, why scdal conirbntad to welbaing, optimism and
ENEQETEM E ITporent o generathe Dehaviars.
fhe hasith and welbeing of
Alaska MNatve Biders.
Lews [ Wéhiat Successiul Aging Alaska Matives, Tomgright the role 0f the. CQUARLETVE Intardews. with 28 Documentad the Importence of tamily and az
Maans i AlSsHE Matvas: United Stetes of Amanca COMIMUNtY N AIBSKE Mativa  BI0ars (7 - 26) Grounded theory  GOMmLNity SUPRGIt, Which comitules ta
Expioring the recigrocal Biders" defniiions of oplimsic etifuds towend lfa. This support
reiefiorship betwean the successful aging, end provices the Bders with a sanse of
hesith and welbeing of eapiores how the Elders purpces:a and having & raile In thelr tamiy
Alxska Mefive Ei0ars. caniribute to the haath end and CommUnty dreclly mpacting her
resience of rural neaith end welbaing, 8nd enating tham
COmmunitias. D remain aCTve In Ber homes. and
CHTITLIIGES.
Pace B3] Meaninge of Mamiry: Frst Natiors, Careda To understend eXpactaions OuaHaive Documented aJing 5 & natural process. & 40
Unoerstanding eging and for succassnd aging among  CEPART, Emnogrephy and 2UCCasEAll i aga charactenzen oy
demeriia In First Nations Aborigingl paopies on Phenomenciogy Semi-siruchred  accepiance, good averel haath, making
CORTHTILINIEE: on Manthouin Mandiodlin isand. Meniewe With saniors, pecple an effort 10 maimten heaith through
tskend, Omiario. with camentie, Infomal tamily behavions such as exencisa, esling wel
caragiers, healin care powiders,  and evolding akoohil Brd tobacco, staying
and traditional heelers Inseven  angaged in sodial aciivities, parficipating In
FIrst Malons CommLnities. spiriual and cultural BCiivtes, having a
Foous groups with nursss and poesitive aftfude and & sense of purpose,
PerEONE SUDDOTt WOrKErs and MENTEINID BNy
Pace [B4) “Placa-ng” caments Inust, Canada To anpiore expariences of - CuaiiEtve Documeniad the prominenca of cuibes a3
prevention and care in frensitions nto aging and CPAR and the natural emdronment In
Munetukawat. Labradar. dementla in Munatuxaad, Photovoice epproach using descriptions of healfh promotion and cam
Laframnor. IMENEWE With trejectones. Thess 1aCctorns may contriute
participants aged 50 - 1= 14) 1D haakiy aging. protect aganst cogniive
Phenamanciogical decling, and support Tie maimenanca of
themenc analss ity for peopis Bing with daments.
Paarse el al. {B5) Growing oid In Kempsey: Aboriginal, Ausiraia T zeek more imformedion Ouaheive Documenied that famiy reietionships and 25
Abongingl peopis talk sholt ehout the aging neads of {Repor) Semi-stnicturen CUBUNe e Imponant. AetEing
her aging needs. Ahoriginal paople on he mendews with pertidpants from. grandchildren s valuable. Barmers faced In
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ihe unique end Yelued role of eidars which
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preferehie.
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Wialigh and Meckerzie  Aging wel rom &n urben Aberigingl and Torres STt To expiore perspectives of  OualEive Inbandews with Diocumented Important consideEtions for
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P
= Records idemified through Alebitional records damified
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" in = 1282) (n = 4k
5
=
i
=
3 L
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Maori, New Fealand (n = 3); Aymara, Chile (n = 1); American
Indian, USA (n= 1} and Indigenous, Ecuador (n= 1).

Quality of the Included Studies

The methodological quality of the included publications was
assessed from 10 through to 42 (average = 2%). Whilst the
biographical account (62) did not fit into a methodological
framework and was therefore rated N/A, it was important to
include it to ensure all Indigenous voices were heard. The three
published theses (66, 73, 83) all scored highly as they included
detailed methodological procedures. A commaon limitation of the
qualitative studies was a lack of evidence to determine reliability
of the anelytical process (15, 49, 62, 63, 65, 75-77, 79, &0, 84-
B6). Other limitations noted across all study designs included
lack of evidence of co-design (62, 64, 65, 72, 76, 80, 86, &8, 94),
evidence of sample size considered in terms of analysis (52-
65, 67-69, 71, 72, 75, 77, B1, 82, B4-B6, 90, 94) and detailed
recruitment data (62, 63, 6%, 71, 72, 76-81, B3, B4, 94).

SYNTHESIS OF FINDINGS

Across all Indigenous populations, there were consistently shared
similarities that reflected perceptions of what aging well means
for Indigenous peoples and challenges that impacted [ndigenous
peoples’ ability to achieve good health and wellbeing in later
life. Four major themes were identified: (1) achieving holistic
health and wellbeing; (2) maintaining connections; (3) revealing
resilience, humor, and a positive attitude; and (4) facing the
challenges. These themes are interrelated, cach having influence
on, and being influenced by, the other themes. demonstrating
that aging well is a holistic concept with reliance on connections
to person, place and colture and influenced by the socal
determinants of health {Figare 2).

Achieving Holistic Health and Wellbeing
To achieve health and wellbeing in later life, several factors were
identified that contributed to the perception of aging well. Those
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factors included: maintaining spirituslity (15, 66, 6%, 73, 74, 77-
79, 83); achicving emotional wellbeing (15, 72, 73, 75, 77, 79, §0);
keeping cognitively engaged (66, 73, 76, 83-85); staying active
and busy (15, 4%, 64, 66, 67, 73-76, 83, 87); obtaining valse
and respect (15, &6, 68, 73, 75, 77, 78, 8%, 90} and having a
sense of purpose (83, 88, 90, 94). Furthermore, the impact of the
health and achicvernents of the wider family (71, 73, 85}, being
on traditional lands (15, 63, 71, 73, 80, 1, &4, 87), engaging in
subsistence lifestyles (66, 67, 71, 73, 84}, and accessing traditional
and healthy foods (15, 66, 69, 70, 73, 75, 77, 78, 81, 83, 87) all
contributed to the attainment of health and wellbeing in older
age. These concepts are described in the following sub-themes of:
everything healthy—mind, body and spirit; my job is done; and
big stress relicf when out on land. Overwhelmingly, however, it
was a combination of all of these factors, along with a holistic
approach to a healthy lifestyle, which contributed to holistic
health and wellbeing (15, 66, 7y, 72, 73, 75, 80, 83, 84, 8%, 90),

that is described in the sub-theme of balance—foundations for a
long life.

Everything Healthy — Mind, Body, and Spirit

Having a good spirit was identified as providing a balance in life
and a sense of strength (83). Through maintaining spirituality,
there was a sense of guidance toward how to age well (15, 66, 73,
T4, 7%, 83) while alleviating worry (78), and keeping an optimistic
{69) and positive attitude (15, 78).

" .. ome of the things that's been mast important in my life has been
my spirit. . _ it is something that [ had taken care of because to me its
the goverming body. IF I hadn't got that righe, T don'’t think anything
goes right.” [Oder Maori. (73] p. 189]

Having cmotional stability and being satisfied with past lifc
decisions was viewed as an indicator of aging well {15, 72, 73). A
poor mental state was reported as due to too much worry (72, 77
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“Omes that don’t worry oo miuch stay young. Ones that worry oo
rmuch age faster.” [ Alaskan Native Elder (79) p. 1,525]

Staying cognitively active was part of a holistic approach to aging
well (66, 73), achicved through lifdlong learning (15, 73) and
engagement in cognitively stimulating activities (66, 73, 76, 83—
85).

“I'm more into puzcles, wsing my head or brain to figure out things™
[Older First Nations Canadian, (83) p. 68)

Physical health was vicwed as important {15, 49, 66, 67, 73, 75, 83)
but valued through appreciating how engagement in physical
activities could provide opportunities for social connectedness
(83), providing a sense of purpose (66, 73, 83, B8), improving
quality of life (73, 90}, promoting cultural continuity {64}, and, in
a practical sense, providing access to fond (54). Physical activities
were rarcly described as formal or structured, such as visits to
a gym, but were more likely to be achieved as a consequence of
enacting traditional and subsistence living (64, 66, 67, 74, 75, 83),
involvement in community activities (66, 76, 83, 87, 30, 94) or
carrying out activities of daily living (66, 83).

I think today most of the women are healthy for activity, physical
activities. When they go berry picking, they're working using
their bodies everpthing. When we are cutting fish, we are wsing
everything our mescles, lifting things™ [ Older Mative Alaskan. (75
p. 45-8].

My Job Is Done

As part of a holistic approach to aging well, obtaining recognition
and respect from both family and communities was viewed as
significant {15, 68, 73, 75, 77, 74, 89, %0). Having an appreciation
of the wealth of knowledge and wisdom an older adult can share
elicited feelings of honor and pride and made the older adults feel
supported and valued in the work they do (15, 66, 73).

*,..they get 1o feel that they are still important, that they are of
value that they have somethivg of valie to still give. You baow, that
theyre nof just pushed aside. You see F'm always conversing with
my oider ones, vou know, that their opinion is important.” [Older
Maori, (73) p. 205]

Equally, the wellbeing and achievements of the wider family
unit contributed to older adults’ measures of aging well. The
accomplishments of children and grandchildren created a sense
of pride and satisfaction for the older adult (71, 73, 85).

"What makes me happy is seeing the family happy, all mry family.
You know all of us, ail the kids. Yeah, yeah that’s what makes me
happy. I don't really need that ruuch for myself™ [Older Maori (71)
p-53]

Big Stress Relief When Out on Land

Being on traditional lands was found to promote wellbeing,
which in turn influenced perceptions of aging well (15, 63, 71, 81,
g4, 87). Not only a place of childhood memories (63}, being on
traditional lands also signified a symbolic connection to colture

and language (15, 63, 73). There was a decp and fundamental
connection to the nateral environment that facilitated both
health and mental balance and where continued engagement was
central to aging well {15, 73, 80).

“When she’s on the land too thats when her siress is all come oul,
like less stress, pood stress refief, because that's where she prefty much
gTew up so its big stress relicf when she fally goes out on the land ™
[CHder Inuit (5] p. 140]

Several studies discussed the contribution that subsistence living
made to aging well (66, 67, 71, 75, 84). A subsistence way of living
was seen as a healthy way to age for several reasons including:
as a way to engage with family, a mecans to look after the
environment, opportunity to connect to the land and to connect
to past generations whilst engaging in physical exercise and
providing traditional food, clothing, and shelter (56, 67, 75, 84).
Furthermore, participation in subsistence living gave a sense of
identity and connection for the older adult to themselves and
others (65).

“every spring .. we start to gather off of the land and thats what
keeps our Elders healthy” [ Alaskan Native Elder, (£7) p. 299]

Access to traditional foods also played a part in perceptions of
aging well (56, 69, 70, 73, 77, 78, 81, B3, §7). Traditional foods
were viewed as healthy, making both the mind and spirit strong,
Food was more than nourishment, symbolizing a connection to
culture through traditions and ceremonies (69).

* It years back, before [ was born, I know there were elders that were
very healthy and strong becanse they have their food, their native
Jfood, mot mixed up with the kassag [white person] food. Although
they have a hard life, they were healthy, stromg because of their
native food. Seal oil, dried fish.” [Older Native Alaskan, (75} p. 45]

Balance—Foundations for a Long Life

Aging well was seen as a combination of the factors reported
abowve and characterized by a holistic approach to living life well
and being healthy {15, 66, 70, 72, 73, 75, 77, 80, 83, 84). Several
studies referred to the balance in life between physical, spiritual,
mental, and emotional realms (15, 77, 80, 83, 84). This often
involved working hard, keeping busy, abstaining from drugs,
smoking and alcohol, taking positive measures to promote and
maintain health, and having an active participation in spiritual
and cultural life (15, 66, 73, 75, 77, 83, 84, &3, 50).

°I live a balawced life withont alcohol and drags. 1 take care of
mysell and comsciously emt healthy foods repularly, exercise, don't
drink or use drugs. Live spiritually.” [Older Native Alaskan, (77}
p. 391]

Maintaining Connections

Aging well was fostered by the strength of a person maintaining
connections to their own identity (66), their family (15, 4%, 63-66,
&9, 70, 72, 73, 77, 79-83, 85, 89), friecnds (63, 72}, the community
(15, 49, 65, 73, 81-83, 89), to their culture (15, 49, 65 70, 73,
77. B0, 84, 89), spirit (15, 65, 66, 70, 73}, and traditional lands
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(15, 66, 67, 70, 71, 73, &4). These concepts are explored in the
sub-themes of: being with my grandchildren keeps me young;
people look out for cach other; and it’s not about age, but about
knowledge and wisdom.

Being With My Grandchildren Keeps Me Young

A significant theme across studies was the importance of the
connection to, and relationships with, kin, which promoted
aging well (15, 49, 63-66, 69, 70, 72, 73, 77, 79-83, 85 89).
These relationships often provided the older adult with a sense
of purpose in as much as they had a role within the family
(66, 77, 81, 82, &5, £9) and were motivated to look after their own
health in order to be able to look after their family (66, 73, #2).
Participants often reported how looking after grandchildren was
rewarding, and & source of joy (63, 65, 66, 73, 85, 89). The
wellbeing of the wider family was fundamental to the wellbeing
of the older adult (73) and the strong family tes provided
opportunities for the older adult to pass on their knowledge and
values (13, 66, 83), whilst taking pride in the achievements of the
family {55, £3). Families also provided the emotional and physical
support that facilitated the older adult staying on traditional
lands, and in their own home {83},

“Being with my grandchildren keeps me young. 1 love having them
around me. We do fun things together, like go to the socials [al an
Aboriginal agency] and we smudge [which is a cleansing ritual]
af home. T try to help all my grandchildren and support them as
much as [ can whenever they need if, but I also teach them thar they
cannot ask for more than they need.” [Older Aboriginal Canadian,
(55] p. 58]

People Look Out for Each Other

Integration within community, or social connectedness, was
associated with aging wdl (15, 49, 64-66, 73-T8, 80-84, 50).
Community involvement was demonstrated with notions of
reciprocity, where these relationships provided mutual benefits
(71. 73). For older adults, engagement provided an opportunity
to socialize, aocess food, and receive community support with
chores such as housework and transport (66, 82-84). In
return, communities benefited from older adults sharing their
knowledge, wisdom, and experience, as well as assisting the
younger generations with guidance and support (15, &6, 77,
&, #2). Socialization through connecting with community gave
older adults a sense of belonging, promoted friendships and
opportunities to connect with friends, and provided occasions
to reminisce and share memories {15, 73, 78, 84). Throughout
was the underlying idea of the importance of caring for others
(15, 73).

*...to be able to enjoy life is to be able to live happily with vour
neighbor. Without that [ife is not worth it really. I like mecting
people and I have a great love for the community that I live in but to
make thai possible vou've got 1o love the people that are living in thal
conmrunity with you. [ like fo make myself available for anything
any help that is required regardless. If T cando it, T will do it.” [Older
Maori, (73} p. 207]

Conversely, separation from family, friends and community was
shown to have a negative impact on mental health. Increased
feelings of loncliness and isolation was perceived by participants
to be a major challenge to aging well. This was magnified when
close family members left the community or physical disabilities
limited access to social events (63, 83, 88, 90).

It's Not About age, but About Knowledge and
Wisdom

Connection to culture was a significant contributor in
perceptions of aging well. This included the ability to pass
on traditional wvalues, language, beliefs, wisdom, skills, and
knowledge (15, 49, 62, 64-70, 72, 73, 75, 77, 78, B1-83, B5-
&7, 85, 90, 94). Aging well was promoted though the valuing of
older adults, enabling them to fulfill a traditional role, resulting
in: a sense of purpose and pride; an identity and meaningful role;
an opportunity for continued learning; a2 means for engaging
with family and community; a2 connection to the natural and
spirit worlds; an opportunity for reciprocity with family and
community; and allowing the older adults to stay involved in
phiysical activities {15, 49, 65, 66, 69, 72, 73, 75, 77, 81-83, 89, 90).
Consequently, through their cultural leadership, the older adults
felt needed and respected, had improved emotional wellbeing
and optimism, had improved life satisfaction, and gained a
sense of acoomplishment {15, 49, 66, 73, 78, 81-83, 87, 85, 94},
Furthermore, coltural leadership gave a platform to provide
advocacy for Indigenous woices, strengthened community
cohesiveness, and promoted overall health of the community
(49, 66,73, 89).

"...I realized I needed to take on a lot of responsibility for the
way [ acted and the words that I said to people. Now iz the time
witere those my age ake all of the teachings we have received and
give them back fo the community. The community is my extended
Jamily. They are all my children; they are all nry brothers and sisters:
they are the people I love. This is sy power. This is what keeps me
ging all these peopie. 1 really enjoy what T do! 1 feel great being a
part of a commenity!” [Older Aboriginal Canadian, (65] p. 0]

Revealing Resilience, Humor, and a
Positive Attitude

Elements of this theme revealed how attitede and an approach
to life can impact on the perception of aging well. This includes
how older adults used homor in their Iife (65, 66, 73, 33),
demonstrated restlience (15, 63, 66, 73, 78-E0, 90}, mamitained
a positive attitude (15, 66, 72-74, 76-79, 83-85, 50), adapted
to the changes they face {66, 72-75, 7%, 83}, and took personal
responsibility for their health and wellbemng (15, 66, 73, 77, 83,
%4). These concepts are described in the sub-themes of: we'ne
lecky we can laugh at ourselves; you have just to pick yourself
up and keep going; and aging well is just being who you are and
believing in who you are.

We're Lucky We Can Laugh at Ourselves

Humor was used to face the realities of past and present trauma
and tragedy and helped participants to maintain & positive
attitude (63, 83) and cope with changes {66, 83). In this sense,
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humaor was a form of resilience and the need to seck enjoyment
was of importance {63, 73, 83).

“We're lucky we can lawgh ai ourselves. During my life, I remember
there were so many moments of tragedy and drama. Then [ look at
if from another viewpoini and think, "How supid is that?” They are
all fureny! It's just the whole frony of beiwg alive, You look af it and
you think, “That was my life. Good God, I conld have done better!”
But actually, I could have done worse. Aboriginal people can laugh
and don’t need fo hold a grudge.” [Older Aboriginal Canadian (65)
p-52]

You Have Just to Pick Yourself Up and Keep Going

Resilience and stoicism in the face of adversity was sigmificant
across studies (15, 65, 66, 73, 78, 90} Findings highlighted how
older adults were aging well, despite experiencing a variety of
losses. Participants also demonstrated humility and gratitude for
people they had in their lives and the abilities they retained as
they aged (65, 66, 80). Having a positive attitude meant facing
challenges with courage and naot giving up, having a sense of
purpaose, keeping engaged with life, families, community, and
making contributions for the good of the wider community
(135, &6, 72, 73, 80, 83, B5). Furthermore, having a positive attitude
toward life including demonstrating forgiveness, optimism,
belief in oneself, and embracing life, were seen as factors that
contributed to aging well (15, 65, 66, 72-74, 76, 78, 79, 84, 30).

. .you live simply, you live well, you live happily no matter, you
are bound (o have a few hicoups and some of those hicoups can be
dramatic, but you have fust to pick vourself up and keep going.”
[Older Maori, (73) p. 217]

Conversely, negative feclings of hopdessness, depression, and
worry presented challenges to aging well (74, 77, 87, 30). Three
studies referred to older adults’ feelings of being a burden on
family and community {42, 83, 90).

Having a positive attitude also included the willingness to
adjust or adapt to changes in ability or circumstances or changes
in roles (66, 72-75, 79, 63). These changes were both personal
changes &5 well as changes within the community such as
consequences of assimilation or urbanization. Older adults that
were scen to be aging well were able to accept the limitations
of old age and make adaptions to accommaodate those changes
(66, 73, 74, 83, 90).

Aging Well Is Just Being Who You Are and Believing
in Who You Are

Demonstrating agency and autonomy were scen as factors that
promoted aging well with older adults (66, 73, 77, 79, 83, 24).
This included gaining and maintaining control over their own
life, exercising choice, asserting their needs, managing their
own limitations, and staying independent (66, 73, 77, 79, &3).
Additionally, taking personal responsibility in managing their
health was highlighted. This included having self-awareness and
precticing self-care, making good choices in relation to a healthy
lifestyle, and taking preventative measures and practicing self-
management with regard to chronic discase (15, 66, 73, 77, 94).

“Aging well in the commumity 5 just being who you are and
believing in who you are.” [Dlder Native Alaskan, (55} p. 63]

Facing the Challenges

Several factors were documented as challenges to aging well
including: access to services or health care (49, 63, 66, 68-7(0,
73, B3, 85, 88, 90); availability of culturally safe health programs
or services (15, 49, 65, 68-70, 73, 74, 83, &6, B8-90). access to
resources (63, 68-70, 85, 88, 90); transport (49, 63, 68-70, 73, B3,
85, 84, 90); housing (63, 68, 69, 85); finances (49, 69, 70, 73, 83,
a5, §6, 88); and environmental adaptions (63, 68, 85). Impacts of
colonization such as: grief and loss (13, 63, 65, 66, £5, 90)%; loss of
language and culture {15, 63, 66, 72, 73, 80, 83-85, &7, 89); and
historical trauma (15, 49, 65, 73, 83-86, 89, 90) were also viewed
as having an effect on the ability to age well. The elements of this
theme are described in the following sub-themes of: services have
to be the right fit; comfort of housing and money; and loss,

Services Have to Be the Right Fit

Access to mainstream services posed several difficalties for older
adults (4%, 63, &6, 69, 70, 73, 83, 85, 88, 90). For those living in
remote communities, location and availability of services was an
issue (63, 68, 6%, 88, 90). Lack of transport was frequently ated
as being a barrier to service access (13, 49, 63, 68-70, 73, £3,
5, B8, 90). Additionally, older adults were often unaware of the
existence services or activities in the local area often as a result of
poor information provided to Indigenous communities, or lack
of access to computers or Internet to search for or access existing
services (63, 68, 70, 85, 88, 90).

“There are a fof of people who can help, but not knowing where o
£0 or how fo go about getting the information i difficalt.” [Older
Mative Hawaiian, (70) p. 404]

Mzinstream services were often reported as expensive and
at times were viewed as alienaling, promoting further
marginalization of Indigenous peoples, and deterring them
from accessing care and supports. By contrast, culturally safe
programs and services were overwhelming perceived as more
appropriate and heneficial. These tended to have a holistic
approach, involve community, understand culture and language,
and foster trust and respect between providers and older adults
(15, 49, 63, 68-70, 73, 74, 85, 86, BE-30).

“It’s imporiant to have an Aboriginal specific program as they feel
welcomed here and they see Aunties and sisters” [Older Aboriginal
Australian, (49} p. 363|

Comfort of Housing and Money

[ssues with housing were significantly detrimental to the ability
to age well. Factors included housing, which was poor qualiy,
expensive, and poorly maintained, as well as a lack of availability
resulting in overcrowding (63, 68, 69, 85). Houses were often
poorly adapted to health conditions, requiring modifications to
enable safety and ongoing independence (63, 68, £3).
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“Main thing is shower is too small and needs to be modified 1o
allow easy access jor self and wife. My wife is on walking frame but
she will be in a wheelchair sometime in fufure.” [Older Aboriginal
Australian, (85) p. 40]

Better howsing options were those that were affordable, safe,
secure, accessible, and supportive of older adults” needs az they
aged (68).

Poverty was also a challenge to aging well Many older adults
were living under substantial financial pressure. Lack of adequate
finances influenced access to healthy (often more expensive)
food. suitable housing, transport, medications, health care, and
services (69, 70, &3, 85, 86, B&).

“Tdon't get encugh money to buy the food I'm supposed to have. . [
can’ buy no fruits and vegetables, they're toe expensive.” [Older
First Nations Canadian, (83} p. 72]

Loss

The impacts of colonization are deep and wide, and as
such, aging needs to be understood through the lens of loss
Loss of family, culiure, language, traditions, and land are
shared between all Indigenous groups subjected to colonization.
Furthermore, social disadvantage, racism, and the ongoing
impact of intergenerational and current grief and trauma are all
experienced realities {15, 73, 85). Loss of family members and
significantly a spouse, meant grieving was an ongoing situation,
which affected mental health and wellbeing (63, 65, 66, 85, 90).

“It takes a lot of coping with and getting over. Its the hardest thing
to lose someone in your farily. Its very hard” [Older Aboriginal
Anstralian, {30] p. 7]

Loss of culture and traditional ways has in many cases led to a
more sedentary lifestyle (72, 80, £3). Loss of the connections with
family and culture was perceived to contribute to a lack of respect
from the younger generation {63, 66, 72, §3, 89). Changes in work
and social demands mean families spend less time together and
the older adults have less opportunity to pass on their knowledge,
wisdom, traditions, and language (63, &6, 72, 73, 83).

Historical tranma such as the residential school system, the
stolen generations and dispossession of land has impacted on all
aspects of Indigenous lives (13, 49, 63, 653, 66, 73, 83-85, 20).
The consequences of this trauma are immense and for the aging
participants in the reviewed studies included having a lack of
a family network to provide support, loss of opportunities, loss
of identity, fear and suspicion of governmental services and
carc—and therefore avoldance of needed supports- and lack of
resources to support aging well (45, 65, 73, 83-86, B3, 90).

“Owr life kas been interrupted, spiritually and culturally ... my
people have been hurt . that affected their health. They're lost.
It's the loss of their way of fife ... idemtity and their culture, their
everything. And it’s been taken awaay from them” [Older Aboriginal
Australian, (89) p. 28]

DISCUSSION

This is the first known systematic search of the literature to scope
what aging well means for different Indigenous populations,
to compare the described concepts of aging well across these
populations, and how the concepts differed to non-Indigenoos
perceptions of successful aging. Gaps in the literature on aging
well for Torres Strait Islander populations wes also examined to
inform further research.

Concepts of what constitutes aging well are similar between
Indigenons and non-Indigenous older adults, with literature
reporting physical and mental health, social interactions, and
attitude as important for all aging populations (26, 27, 46, 35}
The cultural and social determinants of health zignificantly
influence how older adults can age well in their communities
whether Indigenous or non-Indigenous (2}, However, this review
has revealed that from an Indigenous perspective, aging well s
a more holistic concept where connections to place, person and
culture are interrelated.

Aging well for Indigenons peoples was fundamentally
charactenized by the component of "engegement with life”
proposed by Rowe and Khan, rather than by the components
of "lack of illness or disebility” or “high cognitive and
physical function” that was also induded in their moded
(36). For Indigenous older adults, relationships are essential
to aging well (15, &6, 73). Rowe and Khan (36} described
active engagement with life as maintenance of interpersonal
relationships and productive activity, with interpersonal relations
being described as contact with others, exchange of information,
emotional support, and direct assistance. Yet for Indigenows
older adults. engagement with life was epitomized through
the significance of relationality and connectivity, and where
interpersonal relationships were more complex. Connections
were not solely to maintain contact with others but involved a
connection to culture, spirit, place, and whole of community.
These relationships provided direction and motivation and the
community was viewed as an extension of family. In this
respect, Indigenous perspectives took a collective approach to
aging well and coold not be viewed individually (23). The
collective approach to aging well is in contrast to the Western
maodel of successful aging that places the emphasis on the
individual (36). These findings align with those described
by Pace and Gremder (51), who reviewed perceptions of
aging with Indigenouz peoplez in North America and found
relationships with family and community were integral to
successful aging.

The importance of connections to traditional land was
a significant aspect of aging well across the majority of
publications. Indigenous peoples hold a deep connection to
their ancestral land and connection to land iz central to
Indigenons peoples’ existence (96). This spiritual connection,
created through relationships, is expressed through Indigenous
belicf and knowledge systems (96). For Indigenous older adults,
wellbeing and aging are embedded in their connections to, and
relationship with, land (15, 71, 73, 83). Disconnection from
their traditional lands compromised health and wellbeing, and
impacted on the shility to age well {71, 73, 83}
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The importance of generativity- the propensity and
willingness to promote the wellbeing of younger generations,
contributing to the growih of the next generation—was a further
determinant of aging well from an Indigenous North American
perspective. The acquisition of material goods or wealth was not
conzsidered important for these Elders (65, 66, 78, 81, 82). For
Indigenous peoples from across most populations, transmitting
their accumulated knowledge, traditional values, and wisdom
to the younger pencrations, and advocating for Indigenous
voices, was a fundamental indicator that they had aged well.
Aging well helped to establish strong futures for the next
generation. Through cultural leadership and as holders of
knowledge, older Indigenous adults were shown respect, and
were held in high esteem by therr communities. This s in
contrast to Western society, which, at times, portrays a negative
stereotype toward aging adults (97). Within a Western culture,
aging adults are commonly depicted as a socioeconomic risk,
or a burden on society, as they face frailty and decline with
very little to contribute to the overall wealth of the economy
(98, 59). These views may well explain why older adults living
in Western societies seek to defy aging and prolong youth.
In contrast Indigenous peoples report taking joy in aging, as
it signifies a time in life where they garner respect and feel
valued (100).

Historical and cultural context, disparities, and inequality, are
significant in the assessment of aging well (101). The successful
aging literature indicates that economic and social privilege
facilitates aging well when measured by lack of disease and
disahility and the maintenance of cognitive and physical function
(24, 28, 29, 43). Morcover, in the Rowe and Khan model of
successful aging, the success of how well an individual ages
is attributed to the individoals choices, effort. and behaviors
(36). Yet, lifestyle choices and individual volition are restricted
by the accumulative disadvantage across the life course (45).
For Indigenous peoples, life course, specifically the impacts
of colonization, and the influence of the social determinants
of health were ubiquitous across the publications on their
perceptions of aging well. The reviewed publications reported
that poverty, lack of adequate housing and transport, and
ongoing grief and loss posed a challenge to aging well for older
Indigenous adults. It is documented that an acoumulation of
deficits {personal, social, economic, and environmental) predicts
ill health and unsatisfactory aging {102). However, positive assets
such as resilience, positive attitude, and approach to life, were
reported as means to mitigate those negative factors and promote
aging well.

This scoping review also aimed to identify gaps in the
literature on aging well for specific Indigenous populations, to
provide recommendations for further research. The majorty
of publications were situated in Morth America (the USA and
Canada) and distinguished between their specific Indigenous
populations. Whilst six puoblications focused on Australian
Aboriginal and Torres Strait Islander peoples, all included
Aboriginal perspectives only with no perspectives specific to the
Torres Strait population. Torres 5trait [slander peoples are a
culturally distinct Indigenous group within Auostralia, with their
own identitics formed from different environmental, coltural,

and historical circumstances (51). Promotion of local programs
for aging well requires a context-specific approach based on the
concerns that local older adults find essential to their health
(103). Understanding of local needs could decrease barriers to
culturally appropriate health care (103), whilst supporting a
holistic view of functioning and healthy aging (3). Therefore,
rescarch that explores concepts of aging well specifically for
Torres Strait [slander peoples is required, and will address a gap
in the existing literature.

IMPLICATIONS OF FINDINGS

MAccess to culturally appropriate health services and support
programs remain a challenge for older Indigenous adults. A
range of barriers was reported including locality, transport, cost,
and cultural appropriateness. To successfully engage with older
Indigenous adults and achieve program objectives, colturally
safe approaches to care are critical (15, 20, 104, 105). Existing
health care programs often neglect the cultural safety needs
of Indigenous peoples (50) and do not consider the views of
the consumer using the service (106). This can result in poor
access to, and perceived non-compliance with, services (90). The
findings of the review suggest any aging well programs or support
services should take a culturally safe, holistic, multifaceted, and
whole-of-community approach. Models of aging well also need
to account for the complex health conditions that arise from the
inequalitics across the life course and the social determinants
of health that influence aging (52). Empowering individuals to
recognize and build on their strengths (resilience, attitude, and
approach to life), may help promote their health status and aging
trajectory (102 ). A strengths-based approach to aging well values
the skills, knowledge, and relationships to both older adults and

their communities.

LIMITATIONS

Thiz scoping review had some limitations. Only articles published
in English were included, thus potentially excluding studies of
Indigenous peoples from non-English speaking nations such
as incusion of Indigenous peoples from Africa, Asia, the
Pacific Islands, and Europe. The databases used in the scoping
review were chosen due to their wide-spread use within the
Australian context. Indigenous-forused databases or websites
specific to countries other than Australia, or in languages other
than English, may have additional publications of relevance
not identified. The majority of studies (excluding those from
Ecuador and Chile) were from English-speaking nations that
had & common history of colonization by Britain, althouogh
this was not an inclusion criteria. As such, this may reduce
the generalisability of the findings. Further rescarch is needed
to effectively explore aging for Indigenous peoples of other
continents, different langnages. and those without a history
of colonisiation. A further limitation arose due to differences
in original rescarch methodologies of the included studies.
Differcnces in the importance of domains of aging well may
have been influenced by specific questions asked of participants
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across studies. Some stodics had predetermined domains of
aging identified and specific topic arcas, whilst other studics
had more open-ended questioning formats. The application of
the quality appraizal tool had its own limitations. A Western
approach to appraising publications may not be suitable for afl
types of data—for this reason the autobiographical account was
not rated but deemed valuable in adding to the understanding
of aging well from an Indigenous perspective. Finally, findings
synthesived from the reviewed publications were of a secondary
source. As such, these findings were dependent on the rigor
and trustworthiness of the primary authors in interpreting their
results so that they accurately represented the voices of the
Indigenous participants.

CONCLUSION

This scoping review presents concepits of what aging well means
for different Indigenous peoples, providing an insight into how
these perspectives differ from 2 non-Indigenous aging well
model. Aging well for Indigenous peoples is a holistic concept
where connections to culture, land and the wider community
are integral. The literature reviewed highlighted the challenges
common to Indigenous populations to achieve good health
and wellbeing as they age. Gaps in perspectives from specific
Indigenous populations, such as Torres Strait Islander peoples
in Australia, has been identified, which highlights the call

REFERENCES

1. World Health Omganiation. Apsing and Health. (20018). Available cnline
ar:  hipsifwesswhoint/news- roomitfact-sheets/detail/ageing - and - health
{accessed Sepeember 20, 2021).

Beard B, Officer A, Armvjo de . The World report on ageing and
health a policy framewnrk for healthy sgeing. Lancet. (2006) 38T:2145-54
doi: 1010165501 40-6734(1 5005164

3. Waorld Health Organization. Warld Repart on Ageing and Health (2015).
Inouye SK, Studenski 5 Tinetti ME, Kuchel GA, Geriatric 5 Clinical,
research, and policy implications of a core geriatric concept. [ Am Gerfatr
Soc. (2007} 55:780-91_ doi: BOL1111/j.1532-5415.2007.001 156

5. Reading J. The Crisizs of Chromic Dissase among Aborigingl Peoples: A
Challerge for Public Henlth, Populmion Health and Socisl Policy. Victors,
BC: Centre for Aboriginal Health Research, University of Victoria (2005).
lemigan VBB, Duran B, Ahn [} Winkleby M. Changing patterns in
health behaviors and risk factors redated to cardiovascular disease among
American Indians and Alacka Matives. Am [ Pulbdlic Hemlth. (2000) 000677
&3, dot 102105/ AJPEH HNA 164285

" LoGiadice 0. The health of older Aboriginal and Torres Strait Islander
peogles. Austraies [ Ageing. (3016) 3582-5. doi: 10.1111/ajag. 12332

United Nations. State of the Worlds Imdigenows Peoples. Mew York,
WY {2015}

9. Russell 5, Quigley B, Thomgpson F, Sagigi B, LoGiudice D) Smith K, et al
Prevalence of dementia in the Torres Strit. Ausinel | Ageing. (20200 2020:1-
& doi: 10111 1/ajag. 12878

Smith K, Flicker L, Lantenschbger MD, Almeida OF Aikinson
D, Dwyer A et al High prevalence of dementia and cognitive
impairment in Indigenous Aunstralians. Newrology, (2008) TI:1470-3.
doi: 100121201 wnl 0O003 30508, 1101 3.4F

Radford K, Mack HA, Draper B, Chalkler 5, Daylight G. Comming R,
et al Prevalence of dementia in arban and regional Aboriginal Australians.
Alzhsimer’s Dement. (2015} 11:271-8. dai: 10,1006/ jale. 201 4.03.007

]

1L

for locally conducted rescarch into the specific needs of this
population. Opportunities exist for health service and social

support providers to develop strengths-based, culturally safe
programs that better align health and social care systems to

integrate services that support a holistic and positive view of
aging well.

DATA AVAILABILITY STATEMENT

Publicly aveilable datasets were analyzed in this study and the
details of which are included in the article. Further inguiries can
be directed to the corresponding author/s

AUTHOR CONTRIBUTIONS

R(}, SR, MB-M, and 5L contributed to the conception and design
of the study. R} completed the literature search, led the analysis
with input from 5R and MR-M, and wrote the manuscript. RO
and SR reviewed all articles. ME-M and 5L provided consensus

where required. All authors contributed to manuscript revision,
read, and approved the submitted version.

FUNDING

Orpen Access publication fees paid by College of Medicine and
[rentistry, James Cook University.

12. Warren LA, Shi Q, Young K, Borenstein &, Martiniuk & Prevalence
and incidence of dementia among indigenous popubtions: a spstematic
review. Int Prychogerindr. (2015} 27:1958-T0. dei: 1000017/S1041610215
DO0BEL

Jackson Pulver B, Haswell M, King |, Clark W, Indipenous Fealth Australia,
Camada, Astearoa New Zmalard, and the United States - Laying Claim foa
Fuiure That Embraces Health for s Al World Health Report Badground
Paper, no 33, 20/8. Geneva Indigenous Health Anstralia (20100
Bradley ¥, Smith H, Hoghson |, Atkinson [3, Bessamab B, Flicker L, ot al
Lets CHAT {commanity health approaches to) dementia in Aboriginal
and Torres Stmit Isbnder communities grotocal for a stegped wedge
chester mmdomised controlled trial BMC Health Servic Res. (2000) 20-208.
dok 10,1 186/s1 201302048851

Radioed K, Allan W, Donovan T, Delbasre K. Garvey G, Broe GA, et al
Sharing the Wirdom of Our Elders Fimal Report. Sydney, NSW: Newroscience
Research A ustralia (3014]).

Tiepkema M, Bashrik T, Bougie E Life expectancy of Finst Nations, Metis
and Tnuit houschald popalations in Canada. Health Rep. (2015) 30:3-10.
dor 10253 18/E2 G- x201 50 1200001 -eny

Australian Institwte of Health and Welfare. Australias Health Series mo. [5.
Caf. me. AUS 192 Canberm: ATHW. (3016). Asmilable online at: htps)
www.aihw govan/getmediattEddcatb- 7745 dddB- Seel. fdd 1c 3462727/
19787- AH16.pdf aspx {nccessed Septersher 30, 2021).
Fhillips B, Daniels ], Woodward A, Elakely T, Tayplar B, Morrell 5
Mortafity trends in Ausiralian Aboriginal pecgles and MNew Fealand
Maori. Popud Health Metr (2017) 15325 dor 10U11B6/s12563-017-
i40-6

Australion Burean of Statistics. Exfimeates and Projections, Aboriging] ard
Torres Strail Iilamder Ausiralions, J006 fo 2037, Cal. Mo 32384, 2019
Canberra, ACT: AES {2009). Aomilable online at hiips{iwww.abs gov.an/
statistics/peoplefzboriginal- and- torres- strait-islander- peoples/estimates-
and- projections- aborigingl-and-tormes- it idander- apstralians/latest -
release (accessed September 20, 20211

13,

14.

15.

16.

17.

18.

18

Fromtiers N PUDEC Heslln | wiws Fonbersin.ong

i9

Februery 2022 | Violume 10 | Aricle 7B0853

57



Culgey et &l

indigenous Aging Scoping Review

20,

i B

i

13

24

26,

Fi. 3

30,

L

3L

33

£ N

37
3B

35,

a0,

Davy C, Kite E, Aitken G, Dodd G, Rigney [, Hayes . What keeps you
sirong? A systematic review identifying how primary health-care and aged-
care sarvices can support the well-being of older Indigenouas peaples. Auwstral
T Apeing. (2016} 35:80-7. dot: 10.111 l/ajag. 12311

World Heahh Organiration. The of Indigemous Peoples
{3M7). domibble onlme ax hatps!ivwswwhoint/gender- equity- rights’
knowledgeifactshest- indigenons bealthn-nov2007- eng pdffea=1 {accessed
Segtember 20, 2021).

Stephens , Mettlaton ©, Porter [, Willis B, Clrk 8. Indigenous peoples’
health—why are they behind everyone, everywhere? Lancet. (2005} 366:10-3.
doi: 10010167501 406736 (05066800 -8

Dudgeon B, Bray A, D'Costa B, Walker B Decolonising pspchology:
validating social and emotional wellbeing, Awst Powpchal (2017} 52-316-25
i 1001111 fag. 12254

Bowling A Aspirations for older age in the 21si century: what
is succesful aging? Imd J Apimp Hum Dew (2007) 64263-07
doi: 102190/ LOE1-B7W4-9RD1-7127

Carstensen G, Rosberg B, McKee KJ, Abergy AC. Before evening
falle Pempectives of 2 good old age and healthy ageing among
oldest-old Swedish men. Archiv Geromtol Gerimr. (2015) EZ35-44
doi: 10.1016/j.archger. 201501002

Cosco TD, Prina AM, Perales T, Stephen BOM, Brayne C. Lay perspectives
of successful ageing: 2 systematic review and meta-sthnography. BM Open.
{2013} 3:e002710. dox 101136/ bamjopen- 201 3-002710

. Depp CA, Jeste DV. Definftions and predictors of suocessful aging: a

comprehensive review of larger qoantitative studies. Am § Gerietr Prochiatr.
(2006) 14:6-20. doi: 100108710 1L G 0000192500 03065 be

Hung LW, Kempen GITM, Vries De N Cross-cultaral comgparison between
academic and lay views of healthy ageing: a literabare review. Ageing Soc
{20100 30:1373-91. do&: 10,101 7150 L446B6 20 CODOSES

. Martin B Eelly M, Kahana B, Kahana E, Willcox Bl Willcox DN, et al

Defining successful aging: a tangshle or elasive concept? Gerontologist (2015}
55:14-25. doi: L0L1093 geront gowddd

leste DIV, Depp A, Vahin IV. Successful cognitive and emotional
aging. World Poychintry. (2010 :78-84. dai: 10.10027.2051-5545.2010.6h0
0Z77x

McKee K], Schiiz B Prychosocial factors in healthy ageing, Psydvol Health
{2015) HE60T-26. doi 10. IDBHTEETI446.201 5. 1026505

Peel M, Bardett H, McClore B Hedthy ageing how is it
defned and messuwred?  Awsiral ] Apeimp  (2004) 231159
doi: 100111 E/4.1741-6612 2004.00035.x

Phelan BA, Larsan EB. “Successful aging”—where next? | Am Geriatr Soc_
{2002} 50:1306-8, dot 10.1046/5.1532-5415 200250324 x

Willcox B3C, Willcox B, 5-u|m'||:n.=kf I. Sakihara 5. The coltural context af
“soccessful aging” amaong older women weavers in a Northern Okinawan
village: the role of productive activity. | Cross Crlt Geromtol (2007} 22:137-
6.5, dot 10.1007/s10823-006-9032-0

Torres 5. D6fferent ways of undestanding the construct of swocessful aging:
Iranian immigrants speak ahout what aging well means to them. [ Cros Cult
Creromtol. (2006} 21:1-23. do@: 10100710823 -006-0017-¢

Hows TW, Kabn RL Saccesinl ageing Geromtolagist. (1567) 37-433-40.
doi: 10,1093/ gerant/37.4.433

Rowe ], Kahn B Successful Agirg. New Yok, NY: Pantheon Books (1998).
Haosch-Farre (2, Game-Olmo [, Bonmati-Tomas &, Malalgon- Aguilera M,
Gelabert-Vilella 5, Fuoentes Pumarola ©, et al Prevalence and related
factors of Active and Healthy Ageing in Eorope according to two models
resulis from the Survey of Health, Agsing and Retirement in Furape
(SHAREL PioS ONE (2018} 13:20206353. doi 101371 jowrmal pone 020
6353

Stephens C, Breheny M, Mansvelt [ Healthy ageing from the perspective
af alder people a capability approach o resilience. Psychol Healife (20150
3ET15-31. doi: 10108085704 46.2014 B04861

Dillaway HE, Bymnes M. Reconsidering soccessful ageing. | Appd Gerontol
{2009} 28:702-22. dot 10.1177M73346480033 3582

Amin . Perceptions of successfu] aging among alder adults in Bangladesh:
an explorstory study. | Cross Cult Geromtal (3017) 32:191-307.
doi: 10.1007/s10823-017-5318.-3

42

43

45

47,

5L

5L

53.

54

5.

57.

&l

Bowling A Lay perceptions of successful ageing: fndings from a national
sarvey of middle aged and alder adults in Britain, Bur [ Apeing. (2006)
3:123-36. doc 10.1007/s10433-006-0032-2

Martinson M, Berridge . Socoessful aging and its discontents a systematic
review af the social gerontology liternture. Gerontologist. (2015) 55:58-69.
doi: 10,1093/ gerant/gnall37

. Shooshiari 5, Menec V, Swift A_Tate B. Exploring ethno-culinral varistions in

how alder Canadians define healthy aging: the Canadian Longitudical Study
on Aging (CLSAN | Aping Sted. STI00B3L doi: $0U1006/ jaging 2020010
0834

Katr 5, Cabsanti T. Oritical perspectives on successiol aging: does
it “appeal more than it illominates™? Geromfologist (2015} 55:26-33
dot ML1093/gerantfgnulllT

. Peierson TR, Baumgartmer DA, Aunstin 51. Healthy ageing in the far North:

perspectives and prescriptions. Ini [ Croumpoier Hendth. (2020) 791735036,
dot 1108022433582 2020, 1735036

Fhelan EA, Andermon LA, LaCroix A¥, Larson EB. Older adults’ views of
“successful aging™—how do they compare with researchers’ definitions?
1 Am Geriatr Spc (2004} 52:211-6. dox  IDC111145.1532-5415.2004.
SHI56.x

Manasaichakun P, Chotiga B Roxberg A, Asp M. Helthy ageing in
Isan-Thai cultore—A phenomenographic siudy based on older persoms’
lived experiences. P [ Cwal Stud Fealth Well being (20160 11:20443.
dot 103402/ ghw.v11.25463

. Coombes ], Lukasryk C, Sherrington ©, Keay L, Tiedemann A, Moore

R, et al First Mation Elders perspectives on healthy ageing in NEW,
Australia Arst N Z [ Public Health (2018) 42:361-4. doi- 10.1111/1753-6405.
12796

Dudgeon B Wright M, Pardies Y, Garvey 1, Walker I The social, coltural
and historical context of Aboriginal and Tormes Strait Islander Ausiralians in
Woaorking together: Aboriginal and Torres Strit Ishnder mental bealth and
wellbeing principles and practice. Awstral Irstif Health Welfare Carberm.
{2010) 2010:5-42. Available online at: hope/hdl handle ret 10536/DRO
DMU:30058500

Korff |. Crentive Spirits. Torres Strait flander Culture. (2021). Availble
online at hitps! 'www.creativespirits info/aboriginalcubture peoplefiorres-
strait-ishnder cultore (accessed sepetember 13, 2021}

Face JE, Grenier A. Expanding the cirde of knowledge reconceptualiring
soccessful aging among Worth American Older Indigenous peaples. |
Gerortol Psychod 5o Soc Sci, (2017} T2:248-38. daiz 10,1093 'geronhd ghw | 38
Arksey H, O'Malley I Scoping siudies towards a methodological
Famework. It |  Soc  Res  Mahodol (2005} £19-31
dot HL1080{1 3645570320001 19616

The Joanna Briggs Institute. The foarna Briggs Institule Reviewers' Marwal
3015, Methodology for JBI Scoping Reviews. Adelaids, 5A: The loanna Briggs
Imstifute (2001 5).

Levac I, Colguboun H, OBrien KX Scoping studies: advancing the
methodalogy. Implement Sci. (2010) 5250, dok 10,1186/ 17483908 569
Dandt HML, van Mossel C, Scott 5L Scoping studiec adwvancing
the methodology. BMC Med Res Methodol  (2013) 1348,
dot ML1IBG/1471-2288-13-48

Siriyeh B, Lawton B, Gardner P Ammitage G. Heviewing studies
with diverse designe the development and evaluation of a new tool
I Eval Clin Pract (3012} 18:M6-52 dei I0U111175.1365-2753.3011.
Ol&62x

Tricco AC, Lillie E, Farin W, O'Brien KK, Colquboan H, Levac D,
e al. PRISMA extension for scoping reviews (FRISMA ScR): checklist and
exphnation. Ann Intern Med. (2018) 169467 doi: 10.7326/M 18-0850

. United Mations. Indipemous Peoples at  the Uniled Nations 20210

(2021). Awvailable online at  hipsfwewunorg/ development/desal
indigenouspecgles/about- nshiml (accessed Segtember 20, 20210

. Penton L, Lanckner H, Gilberi RT. critical apgiraisal took comements and

critiques. ] Eval Clin Pract. (2015) 21:1125-8. dai: 10.1111/jep.12487
Grant M. Booth A A typology of :am lysi

of 14 review and  associated  methodologies.  Fealth
Imfo Libr | (2008) 2&00-108. dor  BOCD1DD/5.1471-1842 2003
B4R x

Fromtiars In Pubéc Heafln | waaTonbersin.ong

Februery 2022 | volume 10 | Ardcle TECa83

58



Cuigiey 61 B,

Incigencus Aging Scoping RAeviaw

61

67.

7.

7L

T

e

Abonyi 5, Favel M. Maries story of aging well: ioward new perspectives on the
mmiqq&r&m@munmtﬂmmmﬂﬂqm
(2017} 33:11-20. Available online at- hetpeffanthropalogy
comifwj- contentfoploads/ 201 3060 4 4035 1 pdf

Baron M, Fleicher C, Biva M. Aging, health and place from the pergpective
of elders in an innit commumity. [ Cross Culinr Geromiol. (20200 35:133-53.
doi: 10.1007/s1 0823000093085

Barom M, Riva M, Fleicher C The scciad determinanis of
healthy ageing in the Canadian Arctic Imt | Cirommpolar
Health. {a01%) TR 1630234, dox 10.1080/22423582.2019.16
Eirk

Baskin . Davey CL Gronnies, elders, and friends aging aboriginal
women in Torondo. [ Geromisd Soc Work (1015} 5B:46-65.
doi: 10L1080/01634372 2014.91 2597

Royd EM. “We Did Lisen.” Succesgil Aging from the Perspective of Alnska
Native Elders in Northwest Alpska. (2018). Ann Arbor, MI: ProCuosst
Dissertatians Publishing. doi 101003, jgeroni/igl? 3,530

HBrooks.Cleator LA, Lewis P, Abska M. Elders perspectives on
physical activity and successfnl aging. Gam | Aging. (20200 35:394-304.
doi: 10010177507 1 49808 1 8000400

Brooks leior LA, (Giles AR, Flahery M Commoumity-
level factors that contribute to First  Nations and  Imuwit
older adulis feeling supported 0 oge well in o Conadian
city, | Aging Stud (2008) 4BS50-5. doi 1001016/ jaging 2015,
01001

=] ar-

. Browne OV, Mokuan M, Exopua 1S, Jung Kim B, Hignchi P, Braun K1

Listeming to the voices of native hawaiian ekless and ‘chana cregivers
discussions on aging, health, and care preferences. [ Cross Cinltur Geramiol
(2014} 20:131-51. dot 101007/ 10823-014-9227-8

Browne CV, Bromn KL Away from the Idands dissporas efects
on native howaiian elders and families in Californiz § Cross
Cult  Geromtol.  (2017) 32:395-411.  doi:  MRLIDO7sIOB23.017-
03353

Butcher E, Ercheny M. Dependence on place 2 soorce of awtonomy
in later life for older Mior | Agmg Simd (2006) 3748-58
doi: 10.1016/j jaging 2016.02.004

Collings P. "If you got everything, its good emough’™ pempectives on
successiul aging in a Canadion Inuit community, | Cross Cali Geromtol
(2000} 146:127-55. dox 10,1023/ A: 001 0608200870
Edwards W, Tupaenuit Maori Positive Ageing. Pal
University (2010},

Gallarde-Peralta LF, Sancher-Moreno B Soccessful ageing in older
persons belonging 1o the Aymarm pative community:  exploring
the protective role of ial resources.  Healih  Prpohol
Befav  Med, (2015} 7396412 1010802 1642850.2019.16
D1558

Hophins ' SE, Kwachks F, Lardon C, Mohatt GV. Keeping basy a
Yup' ik/iCup'ik perspective on health and aging. Int I Cirampolar Healik.
(2007} 66:A2-30. doi: 1034020 ch witil 18224

Laditka 5B, Corwin 5], Laditka W, Liz B, Teemg W, Wo B, et al
Attitudes sboat aging well among a diverse groap of older Americns
implications for promoting cognitive health. Gerontologia, (2008) £5:530-5.
doi: 10.1093/geront/gepS4

Morthe M:

doi:

. Lewis [P. Successful aging throagh the eyes of daska natives exploring

generational differences among alaska natives. | Cross Cult Gerontol (3010}
15:385- 56, doic [0.1007/s10823-010-9124 -8

Lewis [F. Successhal aging through the eyes of alaska native elders. What
it means to be an elder in Bristol Bay, AK. Gerontologise {30110 51:540-5.
dei: 10,1093 gerant/grrlis

Lewis JF. The importance of optimism in maintaining healthy 2ging in Ruml
Alaska. Qual Heailth Res. {2013} 23:1521-7. dot 10_ 1177710487323 13508013
Lewis ). The futare of successful aging in Alaska Inf [ Circumpolar Healife
(3013} 72:575-9. doic 10.3402i5chv72i0.21 186

Lewis |. The role of the scial engagement in the defimition of
successful ageing omong alaska native elders in Bristol Bay, Alaska
Popchol Dew Soc [ (2014) 26:253-90. dor 10.1ET7MMTI3334145
49143

B

B3

B4

85

.7

-

9L

91

93,

94

95.

ar.

a8,

1oL

Lewis J. What soocessfnl aging means to Alaska  Matives
exploring the reciprocal relatonship between the health and wel-
being of Akskn Mative Eldsre Mnt | Aging Soc (2014) 3:77-88.
dot 10.18848/2 160- 1208/ CGEFw330 157722

Face |. Meanings of Memory: Understarding Agimg and Dementiz i
First Natioms Communitier on Maritoulin Islend, Onfario. Hamilan, ON:
McMaster University {2013).

Face | “Place-ing” dementia prevention and care in MommEnue,
Labrador. Cam J Aging. (2020) 3%:307-62. doi 10.1017/S07 145808190
00576

Prarse B, Avuri 5, Craig K. Moreton Consulting. Growing old in Kempery.
Abariginal People Talk Aboul Their Agring Needs. Ansfralic. Bellingen, NEW-
Moreton Consulting (20016).

Fanrifn B Active ageing- another way fo oppress marginabied
and disadvantaged elders? shoriginal elders = a2 case  study
! Health Pgchol (2010) 1571623, doi:  10.0177713580053003
GE181

Smith [, Faston PSS, Inupiag elders study aspects of aging among
male and female elders. Iné | Cirowompoler Health, (2009} S8:182-946.
dot 1{.3402i5ch »48i2 18313

Waters WF, Gallegos &4 Aging, healh, ond identity in Ecvadors
indigenous  communities. [ Cross Call Geromtol (2014} 28:371-87.
dot 10.1007/510823-014-9343-8

. Wangh B Mockensie L Ageing well from an whan Indigenous

Australion  perspective.  Aust Oormp Ther [
dot 11111 E440- 1630 201 DOMG 1 4.2

{2011} 58:25-33.

. Wettasinghe PM, Allan W, Garver G, Timbery A, Hoskins 5, Veinovic

M, et al Older aboriginal anstrlizns’ health concerns and preferences for
heealthy ageing programs. Ind | Emviron Res Public Flealth. (2020) 17:7390.
dai: 113390 ijerph] 7207390

Braun K. Thematic Analpss: A Reflexive Approach. (2021). Available online
ak hetpe fwww pepch anckland e nrfen/abowtfthematic- anal ysis himl
{accessed 5|.-p1.=|:nbﬂ' 20, 21N

Braun W, Clarke V. Reflecting on reflerive thematic aralysis Qualilat
Rex Spord Exerc Health. (2009) 11:589-97. doi- 10.1080/2 15386763 2019.162
BEOS

Moher 10, Likerati A, Tewlaff |, Altman MG, Preferred reposting items
for systematic reviews and metm-analyses the PHISMA  statement
J Clin Epidemiol (2008) 62-1006-12 doi  10.10166 jclinepi 2009,
06,005

Wright-5¢ Clair VA, Rapson A, Kepa M, Conoolly M, Keeling 5, Eolleston A,
el al Ethnic and gender diferences in preferred activities among Mior and
mon-Maori of Advanced age m New Fealand. J Cross Calt Gerontol. (2017]
32:433-46. doi: 100 1007/s10823-007-9324-6

Smsmith ], Sixsmith A, Malmgren Fange A, Naomann [, Kucsera C,
Tomsone %, et al Healthy ageing and home the pemspectives of veny
ol people in fve European conntries Soc Sei Med (2004) 106:1-9.
dot 10,101 6. socscimed 201401006

Kingsley |, Townsend M, Henderson-Wilon O, Bolam B. Developing an
exploratory framewosk linking Aunstralian Aboriginal peoples’ connection to
Coantry and concepts of wellbeing. fnt | Erviron Res Pubiic Health (2013)
1057 A48, doi: 103300 jerph 10020678

D¥iomigi BA. Stereotypes of aging: their effects on the kealih of older adales. |
Geritr. {2015) 2015954027, doi 10.1155/2015/254027

Tanaka MF, Classer M, Sophan T, Vater | Giving back io get badk
assessment of native and non-native american perceptions of generativity.
I Health Care Poor Underserved. (2020) 31:1427-38. doi: 10,1353 hpa 20240,
fiES

. Gonzabes E, Matz-Costa ©, Morrow-Howsl]l M. Increasing opportunities

for the productive enpagement of older aduli= a response to
popubtion aging Geromtologis (2015) 55:252-61. dat 10,1093/ geront!
grul7E

. Byan C, Jacksom R, Gabel C, King A, Masching B, Thomas C. Soccessfal

aging: indigemous men aging in 2 good way with HIVIAIDS. Can [ Aging.
(20200 35:305-17. doi: 10101775071 49808 1 00457

Prochno K. Successful aging conientioms past, prodoctive  foure.
Gerantologist (2005 55:1-4. dai- 10,1093/ gerontignw0?

Fromilars In Pubic Health | www. Fonilersin.ong

Februery 2002 | vblume 10 | Arficle 7R0A0A

59



Quigiey el &

Incigenous Aging Scoping Feview

103.

Hormnby-Turner YT, Peel XM, Hubbard RE  Health assets in
older age a systematic review. BMJ Open. (217} T=013226
doi: 10.1136/hmjapen- 2016013226

Howell BM, Peterson JR “With age comes wisdom:™ a qualitative
review of elder perspectives on healthy aging in the drcumpalr
north. | Cross Cult Geromtal. {20200 35:113-31. dod: 10.1007/510823-020.
03544

Hayman WE, White NE, Spurling G Improving Indigenous patients access
to mainstream health services: the Inala experience. Med | Austral {3008)
1aA04—6. doi: 10569401 326- 3377 20054b0 2581 x

Law 5T, lan P Pyett P Fuder | Burchil M, Rowley K. et al
Successiul chronic disease care for Aboriginal Anstralians  requires
cultural competence. Aust N Z | Public Health (2011} 35:235-45.
doi: 100111 1517536405200 L0070 x

Hall AE, Bryant [, Sanson-Fisher BW, Pradgley EA, Proistto AM, Boos L
Consumer ingut into health care: time for 2 new active and oo i
madel of consamer involvement Health Expeciar (3018} 2E-707-13
doi: 10111 1fhex 1 2665

Conflict of Interest: The authams declare that the ressarch was conducted in the
absence of any commercial or financial reltionships that conld be constroed as a
potential conflict of intepest.

Publisher's Mote: All claims expressed in this article are saolely those of the authors
and do not necessarily represent those of their afiliatsd crganizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manofacturer, is not grarantesd or
endiorssd by the publisher.

Copyright © 2022 Quigley, Russell, Larkins, Taylor, Sepigl. Strivers and Redman-
MacLaren. This is an open-access articde distributed under the ferms of the Creafive
Commons Airibution Licemss {00 BY) The uss, disribution or reproduction in
wther forumes is permitied, provided the origiral author(s) ond the copyright owner{s)
are credited and that the original publication in this joureal s cted, in eocordance
with accepded academic practice. No use, distribution or reproduction is permitted
which does mot comply with thess terms.

Fromiers In PUbEs Heatth | wasaroniiersin,ong

Fetrery 2002 | Vizlume 10 | Article 7BO803

60



3.6 Updated literature

Following the initial scoping review in 2020, | set up alerts associated with the search
terms on the databases that provided this functionality, so any new literature in the subject
matter would be highlighted throughout the research. Over the four years and two months
(2021-2025), 58 new articles were identified. In February 2025, | conducted a
supplementary literature search using the original search terms on the original databases
searched. | then collated all articles that had been identified though database alerts and
new searches to ensure that all the relevant literature from 2020 to the current date were
considered in the context of this research. In the new updated search and articles
highlighted via alerts, 23 new articles met the original inclusion criteria. The newly

identified literature is summarised in Table 2.

The updated literature was not analysed for quality using the QATSDD tool as per the
original scoping review, since the intent of the new search was to identify any new articles
rather than assess their quality. Although no analysis was conducted on the content of the
supplementary articles, they were all consistent with the findings of the initial scoping
review. The relevant findings from those articles are included in the discussion chapter
of this thesis. Even though it was encouraging to see the degree of research interest in
ageing well in Indigenous populations globally, importantly, no literature was sourced
that provided perspectives of Aboriginal or Torres Strait Islander Peoples living in the
Torres Strait or NPA, highlighting the need for this current research.
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Table 2: Summary of the Identified Literature in a Supplementary Search

References Title Indigenous Aims Study design and methodology Summary of findings
population
Acharibasam  Exploring health and First Nations To engage in Community-Based Participatory  Documented that for Indigenous older adults
et al. wellness with First & Metis / dialogue on Research. Included a survey living with multimorbidity, regular access to
(2022) Nations communities ~ Canada and Indigenous with 137 symposium attendees.  healthcare was key to healthy ageing in place.
at the ‘Knowing Your  United States  nutrition, exercise, Technology combined with health education can
Health Symposium’. of America. and self- support Indigenous older adults’ capacity to age
management of healthily in place.
health.
Allick & Visiting with Elders—  American To address the A listening session at the 2021 Documented that Elders maintain many systems
Bogic Ageing, caregiving, Indians and importance of National Indian Council on and relationships that influence their perceptions
(2024) and planning for future  Alaska engaging American  Ageing conference. Approx 70 of ageing and ageing-related diseases.
generations of Natives / Indian and Alaska participants.
American Indians and  United States ~ Native Elders in a
Alaska Natives. of America. dialogue about
healthy ageing.
Asquith- Alaska Native Alaska To explore Community-Based Participatory Documented that successful ageing included
Heinz et al. successful ageing in Natives / successful ageing Research. Semi-structured family, emotional well-being, Native way of life,
(2022) Northwest Alaska: United States ~ from an Alaska interviews with 41 Elders. physical health, and spirituality.
how family impacts of America. Native perspective.
how one ages in a
good way.
Athira et al. Harnessing resilience  Attappadi / To explore the role  In-depth phenomenological Documented that a life course marked by
(2024) in the healthy ageing India. of resilience in their  interviews with 34 participants,  adversities, embracing the unyielding strength

discourse: Insights
from Attappadi
Indigenous older
adults, Kerala, India.

pursuit of healthy
ageing.

observation, and document

analysis.

within, personal resilience catalysts, and extrinsic
resilience catalysts are characteristics of the
ageing experience.
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References Title Indigenous Aims Study design and methodology Summary of findings

population
Baron et al. Conceptualisation and  Inuit/ Canada. To explore and Qualitative data gathered Documented that heathy ageing was
(2021) operationalisation of a operationalise through two workshops with 21 conceptualised as general health balance, mental
holistic indicator of model of Inuit participants. Quantitative data health, spirituality, few activity limitations, being
health for older Inuit: health in ageing. from a Peoples Survey. loved and having positive relationships, speaking
results of a sequential Inuktitut, and being free of addiction.
mixed-
methods project.
Gallardo- Health, social support, Aymara and To explore the Survey of 800 adults. Documented that demographic and health and
Peraltaetal.  resilience and Mapuche / predicators of psychosocial variables are associated with
(2022) successful ageing Chile. successful ageing. successful ageing, with resilience being of note.
among older Chilean
adults.
Garciaetal.  Ageingin Indigenous  Ingaand To interpret the Qualitative study with in-depth  Documented that the meaning of old age in these
(2024) communities: Kameéntsa / meaning of old age  interviews with 6 participants. communities is not centred on a determinate age
perspective fromtwo  Colombia. to support healthy but on traditional practices.
ancestral communities ageing.
in the Colombian
Andean—-Amazon
region.
Hyde et al. Intrinsic capacity and  Aboriginal / To assess intrinsic Longitudinal cohort study with Documented that impaired intrinsic capacity was
(2024) ageing well for Australia. capacity, an secondary analysis of survey most frequent in the sensory and locomotion
Aboriginal people in important and clinical assessment data of domains of ageing.
remote Western component of 345 participants.
Australia: a ageing well, in
longitudinal cohort older Aboriginal
study. people living in
remote Western
Awustralia.
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References Title Indigenous Aims Study design and methodology Summary of findings
population

S. K. A community-led Aboriginal / To explore how Qualitative: Interviews were Documented that ageing well is collective and a

Jamieson et approach to Australia. service provision conducted with 11 staff shared responsibility, racism and discrimination

al. understanding how can support members from health, aged are pervasive in mainstream services,

(2025) service providers can Aboriginal people care, and Aboriginal intersectional barriers and enablers to ageing in
support ‘ageing well’ to age well ina Community Controlled services. place, and trust and cultural safety are integral to
for older Aboriginal remote community service accessibility.
people in Australia. in New South

Wales, Australia.

Kim & Lewis Protective factors in Alaska To explore Alaska Community-Based Participatory  Documented that to age well in urban Alaska,

(2024) the context of Natives / Natives Elder’s Research. Semi-structured access to health care services, family, and
successful ageing in United States ~ experiences interviews with 25 participants.  community engagement were essential. The main
urban-dwelling Alaska  of America. comparing challenges for urban Elders involved establishing
Native Elders. successful ageing a sense of community, intergenerational

within four rural involvement, and the ability to continue
Alaska traditional ways of living.

communities and of

Elders who

relocated from a

rural to an urban

community.

Kim et al. A discourse analysis of  Alaska To examine how a Community-Based Participatory Documented that two patterns emerged detailing

(2025) cultural influenceson  Natives / successfully ageing  Research. Discourse analysis of  cultural effects on identity and Eldership,

Alaska Native United States  Elder’s identity is semi-structured interviews with  illuminating differences in the self-evaluation of
successful ageing. of America. configured and to 25 participants. successful ageing based on cultural influences and

describe how
culture impacts
ageing well within
the rural and urban
context.

the role of contextual factors.
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References Title Indigenous Aims Study design and methodology Summary of findings
population
Lewis et al. Cyclical migration in Alaska To describe the Community-Based Participatory  Documented that Elders are participating in
(2023) Alaska Native Elders Natives / Indigenous cyclical ~ Research. cyclical migration to access the needed cultural
and its impact on United States ~ migration of Elders ~ Semi-structured interviews with  and Western resources to age successfully.
Elders’ identity and of America. and its influence on 124 participants.
later life well-being. their identity and
later life health and
well-being.
Lewis, Kim,  Generativity as a Unangan To explore the Community-Based Participatory Documented that successful ageing incorporated
Asquith- traditional way of life:  Alaska ageing experiences  Research. physical health, social support and emotional
Heinz & Successful ageing Natives / and Semi-structured interviews with  well-being, generativity as a traditional way of
Withrow among United States  conceptualisation of 20 participants. life, community engagement and Indigenous
(2024) Unangan Elders inthe  of America. successful ageing cultural generativity.
Aleutian Pribilof and to explore
islands. existing pathways
to successful ageing
within two remote
communities.
Listener etal.  Nehiyawak (Cree) Nehiyawak / To develop a Community-Based Participatory Documented strategies to age well included:
(2023) women’s strategies for  Canada mutual Research. physical—keeping active to remain well,
ageing well: understanding Listening circles with 36 mental—learning new skills to nourish your

community-based
participatory research
in Maskwacis, Alberta,
Canada, by the
Sohkitehew (Strong
Heart) group.

about Nehiyawak
women’s
experiences of
‘ageing well’ and to
gather valuable
strengths-based
knowledge about
ageing well.

participants.

mind, emotional—laughing, crying, and being
happy and spiritual—practicing Nehiyawak
traditional ways.
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References Title Indigenous Aims Study design and methodology Summary of findings
population

Luo Active ageing in Paiwan and To explore the Ethnography study with older Documented that the physical environment, social
(2023) mountainous villages.  Rukai / understanding Indigenous adults, Indigenous determinants, behavioural and economic

An ethnographic study  Taiwan. and perceptions and  service providers, and determinants, and social and health services

of Indigenous older practice of active Indigenous scholars. Included influenced active ageing.

adults in Taiwan. ageing among older  semi-structured interviews.

adults.

Lyngdoh & Locating Ageing in Khasis and Jad  To understand Qualitative. Documented that older adults who are considered
Adusumalli India Bhotiyas / ageing. In- depth interviews, informal vulnerable, lacking capacity and with reduced
(2023) Indigenous India. participatory conversations, and  cognitive function is a fallacy with regard to

Perspectives of the storytelling with the research ageing well.

Khasis and Jad participants.

Bhotiyas.
McCausland  Elders' perspectives Aboriginal / To explore what Qualitative. Interviews and Documented that Elders fulfilling their roles for
et al. and priorities for Australia. ageing well means.  focus groups with 22 Aboriginal  younger people is important, the ongoing effect of
(2023) ageing well ina Elders. colonisation impacts on Elders ageing well,

remote Aboriginal independence and choice are valued but

community. constrained, the Elders group supports Elders’

holistic concept of wellbeing and Elders want a
culturally safe model of aged care.

Rallo et al. Experience of ageing Ngabe-Buglé /  To explore the Qualitative. Semi-structured Documented that challenges to ageing well
(2025) in the Ngibe-Buglé Costa Rica. ageing experience interviews with 14 participants.  included, economic difficulties, insufficient social

community in Coto
Brus, Costa Rica: A
qualitative study.

of the Ngabe-Buglé
community.

support, and fading cultural heritage.
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References Title Indigenous Aims Study design and methodology Summary of findings
population
Silan & Cisan and Malahang: Tayal / To explore the Qualitative. Observational and Documented that active ageing includes receiving
Munkejord Indigenous older Taiwan. participants’ interviews. information about health and illness; physical
(2023) adults’ voices on experiences of activities; social care through gathering and
active ageing — active ageing. chatting about anything, preferably in the Tayal
findings from a language; and inter-relational care between
qualitative study in people, land, and handicrafts.
Taiwan.
Slater et al. Wellness in the face of  First Nations/  To understand the Quantitative. Using existing Documented that three key elements were
(2022) frailty among older Canada. factors associated data from the First Nations associated with wellness (and ageing): the
adults in First Nations with wellness. Regional Health Survey. availability of resources, individual lifestyle
communities. Associations between wellness  factors, and cultural connection and identity.
and determinants of health were
analysed.
Soto-Higuera  Relationship between ~ Mapuche / To evaluate direct Quantitative, cross sectional and Documented that identity affirmation and
etal. identity affirmation, Chile relationships correlational methodology with  autonomy are associated with successful ageing.
(2024) autonomy and between identity 355 participants.
successful ageing in affirmation,
Chilean Urban autonomy and
Mapuche Indigenous successful ageing.
older adults.
Wortman & Gerotranscendence Alaska To explore what it Qualitative. Semi-structured Documented that the elements of successful
Lewis and Alaska Native Natives / means to be an interviews with 29 participants.  ageing were values, beliefs, and behaviours that
(2021) successful ageing in United States  Elder and age were protective and helped participants adapt to
the Aleutian Pribilof of America. successfully. ageing-related changes.
islands, Alaska.
Yellow Bird ~ The Cultural Indigenous / To share stories of 3 Narrative. Documented that a healthy traditional lifestyle
etal. Determinants of United States  Indigenous was a fountain of youth, happiness, and good
(2023) Healthy of America. grandmothers who health.
Indigenous Ageing. embody healthy
behaviours.
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3.7 Chapter summary

In this chapter | have presented a literature review of the successful ageing paradigm,
including the critiques of this model in relation to Indigenous perspectives. A scoping
review of the literature regarding what ageing well means to Indigenous populations

globally is included. An updated literature review concludes this chapter.

In the following chapter, | detail the methodological approach to this study, which
includes descriptions of the decolonising approach taken, the transformative paradigm
that informs this research, the Indigenous research principles that guide this research and

participatory action research (PAR) as the chosen methodology.
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Chapter 4: Methodology

Chapter 4: Methodology

-,

4.1 Chapter outline

In this chapter, | explore the methodological approach to this study. The methodology is
the framework that guides and supports research (V. Braun & Clarke, 2013; Mills &
Birks, 2014). The selection of the most appropriate methodology, specifically what is
most appropriate for the context and aims of the research, is fundamental to the research
design and rigour (Mills & Birks, 2014). Methodology ‘frames the questions being asked,
determines the set of instruments and methods employed and shapes the analysis” (L. T.
Smith, 2021, p. 164). Research that is firmly situated in a methodological ideology, with
a clear statement of the philosophical justifications of the methods, produces a high-
quality outcome (Liamputtong, 2013; Mills & Birks, 2014).

The chapter begins with a discussion of my ontological, epistemological and axiological
positioning situated within the transformative paradigm that informs this research. |
discuss decolonising research methodology and the overarching approach taken, and

describe why Indigenous research principles were considered. In taking a decolonising
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approach to the research, it was imperative that I used a methodology that was appropriate
for research with Aboriginal and Torres Strait Islander Peoples, and that aligned within a
transformative paradigm. PAR was the chosen methodology and is also discussed at the
end of this chapter. The way in which these elements of the methodology align are
depicted in Figure 3.

Decolonising Approach

Transformative
paradigm

Indigenous Research
Principles

PARTICIPATORY ACTION RESEARCH

Figure 3: Methodological Framework
4.2 Background to the methodological framework

Philosophical assumptions inform research paradigms, and thus the choice of research
methodology. Paradigms constitute a shared belief system, framework or worldview that
influences what knowledge researchers seek, guides how they conduct the research and
directs the interpretation of the data they collect (Biddle & Schafft, 2015; Cram &
Mertens, 2016; Guba & Lincoln, 1994; Kivunja & Kuyini, 2017; Landi, 2023). Each
paradigm has a philosophical orientation that is informed by assumptions about the nature
of reality (ontology), ways of knowing (epistemology), ethics and value systems
(axiology), and the rationale for, and approach taken to, gaining knowledge
(methodology; Chilisa, 2012; Mertens, 2015). As | embarked on this research journey, it

was important to develop a critical awareness of the different paradigmatic stances that
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inform a research design (Birks, 2014b; Mertens, 2015), since some paradigms are better

suited to answering specific research questions than others (Landi, 2023).

A large number of different research paradigms have been proposed over the years,
including positivism, post-positivism, post-empiricism, post-modernism,
falsificationism, symbolic interactionism, critical theory, critical realism, structuralism,
post-structuralism, constructivism, deconstructionism, interpretivism, pragmatism,
transformative, post-colonial Indigenous research and aesthetic intersubjective (Birks,
2014b; Chilisa, 2012; Cram et al., 2018; Guba & Lincoln, 1994, 2005; Landi, 2023;
Mertens, 2015; Ormston et al., 2014). Mertens, who proposed the transformative
paradigm (Cram & Mertens, 2016), described four major paradigms: post-positivism,
constructivist, transformative and pragmatic (Mertens, 2015). The positivism/post-
positivism paradigm is based on an empiricist philosophy and assumes that everything is
directly observable and independent of the researcher, and that reality can be studied
through the scientific method consistent with quantitative techniques (Biddle & Schafft,
2015; Chilisa, 2012; Landi, 2023; Mertens, 2015). The constructivist paradigm focuses
on humans’ lived experiences in the world and assumes that knowledge is socially
constructed and subjective. When applying the constructivist paradigm, the researcher is
active in the research process and in the interpretation of the findings, and, consequently,
the research is a product of the values of researchers and cannot be independent of them.
Related methodological approaches are primarily qualitative (Biddle & Schafft, 2015;
Chilisa, 2012; Landi, 2023; Mertens, 2015). The pragmatic paradigm focuses on the
practical application of knowledge, maintaining that the best research approach is the one
that most effectively answers the research issue. Pragmatists propose that reality is
constantly changing, and truth and value are found in the practical implications of
research. This approach often uses a mixed methods research design, incorporating both
positivism and interpretivism within a single study (Biddle & Schafft, 2015; Creswell,
2014; Johnson & Onwuegbuzie, 2004; Landi, 2023; Mertens, 2015; Tashakkori &
Teddlie, 2010). The fourth paradigm described by Mertens (2015) is the transformative
paradigm. This is outlined in further detail below, along with the way in which a
transformative paradigm aligns with my own ontological, axiological and epistemological

assumptions, and the way it forms the basis for the chosen methodology of this research.
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4.2.1 The transformative paradigm

Transformative
paradigm

W 74

Figure 4: Methodological Framework—Transformative Paradigm

The transformative paradigm was proposed by Mertens as a framework for addressing
inequality and injustice in society using culturally competent research methods (Cram &
Mertens, 2016; Mertens, 2003, 2007, 2015; Mertens, et al., 2009). This was in response
to marginalised communities that failed to see the positive benefits of the ‘research done
“on” them’ (Cram & Mertens, 2016, p. 164). A transformative paradigm has a strong
axiological focus that centres on respecting and honouring the rights of communities, and
on the issues of power and power imbalances. Understanding and challenging the
dynamics of power and privilege is seen as a priority (Biddle & Schafft, 2015; Cram &
Mertens, 2016; Mertens, 2003, 2007, 2009; Phelps, 2021). The transformative paradigm
takes a strengths-based approach to providing culturally appropriate strategies that create
change and focuses on strengths of communities, rather than the historical approach of
using a deficit narrative of victim blaming (Mertens, 2009). Researchers working within
a transformative paradigm strive for a positive transformation for those who experience
marginalisation, discrimination and oppression by providing a platform for diverse voices
(Cram & Mertens, 2016), and through repudiating myths and empowering people to
radically change society (Chilisa, 2012). According to Mertens (2009, p. 5):
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[There are] three common themes in transformative research:

e Underlying assumptions that rely on ethical stances of inclusion and challenging
oppressive social structures.

e An entry process into community that is designed to build trust and make goals and
strategies transparent.

o Dissemination of findings in ways that encourage use of results to enhance social justice

and human rights.

Mertens (2009) also proposed that Indigenous research aligns within a transformative
paradigm in which ‘Indigenous peoples have much to teach researchers about respect for
culture and the generation of knowledge for social change’, reporting that the paradigm
builds on an abundant source of scholarly literature from Indigenous researchers (p. 4).
As a consequence, the transformative paradigm has more recently adapted to take into
account an Indigenous worldview (Cram & Mertens, 2016), reinforcing the importance
of relationships (Cram & Mertens, 2015).

Ontology within a transformative paradigm

Ontological assumptions (i.e. assumptions about the nature of reality) inform how we
understand the world, and thus inform how we conceptualise a research problem. My
belief is that within our world, certain aspects of reality, particularly subjective
experiences, are not fixed or objective in nature. Instead, they are open to various
interpretations, depending on the perspective or background of the individual
experiencing or observing them. Each person brings to their reality their own experiences,
values and perspectives. These interpretations of reality are not fixed, but can change over
time, or within different circumstances or contexts. This aligns with a transformative
paradigm that ontologically describes the world as multifaceted, with the social and
cultural positions of peoples influencing their opinions about what is real (Cram &
Mertens, 2016). | also understand and acknowledge that, although perceptions of reality
are diverse, they are not necessarily equal in so much as those with power are able to
privilege their own realities ahead of those who are often oppressed. This is particularly
the situation for Indigenous people where Indigenous worldviews have been, for
centuries, disbelieved, mocked, subverted and discounted by a Western Eurocentric belief
system (Chilisa, 2012; L. T. Smith, 2021). This belief also resonates within a
transformative paradigm that strives to challenge the acceptance of the dominant reality
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of the privileged, and the inequalities that therefore arise, over the realities of the
oppressed and marginalised (Cram & Mertens, 2015, 2016).

Epistemology within a transformative paradigm

Transformative and Indigenous epistemologies share a belief that knowledge is
constructed through relationships that are trusting and respectful of cultural norms, that
participant knowledge is valued, and that knowledge construction needs to be from those
with the lived experience (Cram & Mertens, 2015, 2016; Hurtado, 2022). In aligning with
my ontological position, the way in which | construct knowledge about the nature of
reality must value and honour the Indigenous worldview of the co-researchers involved
in this research. As a non-Indigenous researcher, 1 do not claim to be conducting
Indigenist research, but through this work with my Torres Strait Islander colleagues and
co-researchers, | believe that Indigenous worldviews, and the co-construction of the
knowledge through an Indigenous lens, should be central to the research. To centralise
Indigenous worldviews, | first need to reflect on my position as a white privileged
researcher (this reflexivity is explored in the standpoint section of this thesis in Chapter
2), as well as having an understanding and knowledge of Indigenous worldviews and
Indigenous knowledge systems. Epistemologically, within a transformative paradigm,
recognition exists that different ways of knowing are expressed within cultural groups
(Hurtado, 2022) and ‘constructed within a context of power and privilege with
consequences attached to which version of knowledge is given privilege’ (Mertens &
Wilson, 2012, p. 170). To bring all voices to the forefront to initiate change, researchers
need to critically examine the relationships between those with different degrees of power
and privilege (Cram & Mertens, 2016).

Axiology within a transformative paradigm

Axiology refers to a researcher’s understanding of values and ethics while conducting
research. Having worked both as a clinician and researcher in the Torres Strait for over
two decades, | am acutely aware of the importance of ethics and values when working
with Indigenous communities. The importance of adhering to Indigenous research
principles is fundamental to this work and warrants its own section in this chapter (see
Section 4.4: Indigenous research principles). Cram and Mertens (2016) stated that

axiology takes precedence within a transformative paradigm and is more significant than
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ontological and epistemological principles, which aligns with my strong adherence to
Indigenous research principles. Cram and Mertens (2016, p. 165) identified the following

four axiological principles situated within a transformative paradigm:

e cultural respect
e social justice
e human rights

e reduction of inequalities.

These are achieved through ethical research that is ‘cognisant and responsive to history,
culture, (in) equity and the importance of relationships and reciprocity’ (Cram & Mertens,

2015, p. 95), principles that align with my own value system.
Methodology within a transformative paradigm

A transformative paradigm promotes methodologies that (1) focus on the strengths and
resilience in communities, (2) promote the co-generation of data that is collaboratively
interpreted by all stakeholders, and decisions are shared about how findings can be used
to make changes, (3) are cyclical in design, where different types of data are collected in
different phases of the research and (4) promote the use of mixed methods for data
collection (Cram & Mertens, 2015, 2016; Hurtado, 2022; Jackson et al., 2018; Mertens,
2007). From a methodological perspective, a transformative approach and an approach
that is appropriate for researchers working with Indigenous communities share similar
principles. They both support the inclusion of community members in respectful and
meaningful ways, acknowledge contextual and historical factors, take a strengths-based
approach, recognise the challenges arising from oppression and marginalisation, feature
reciprocity and deliver outcomes that effect change (Cram & Mertens, 2016; Hurtado,
2022). My chosen methodology, therefore, needed to be appropriate for Indigenous
peoples, facilitate transformation, directly translate findings into clinical service delivery

and answer the research questions.

Community feedback from my previous research work in the region was a suggestion for
community members to partner with our wider research team to progress research ideas
based on outcomes of the dementia prevalence study. The community emphasised that
this had to come from a strengths-based approach that promoted the assets of the

community to facilitate ageing well, rather than a problem/disease—focused narrative (see
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context of the study in Chapter 1). For these reasons, | chose the PAR methodology for
this research, since it had also been endorsed as an appropriate methodology within the
transformative paradigm (Chilisa, 2012; Kivunja & Kuyini, 2017; Mertens, 2007, 2015;
Phelps, 2021). PAR approaches are recommended for research with Indigenous peoples
because they support Indigenous people to drive their own inquiry and improve their
health and wellbeing (K. L. Braun et al., 2014; Dudgeon et al., 2020; Kovach, 2009; R.
L. Smith et al., 2020). PAR is outlined in Section 4.5 of this chapter. A transformative
paradigm is also suitable for my study since | will be collecting both qualitative data from

yarning circles and quantitative data from medical record audits.

4.3 Decolonising approach

Decolonising Approach

\ /
| 1

Figure 5: Methodological Framework—Decolonising Approach

The overarching approach to this research is the application of decolonising research
methodologies. Swadener and Muta (2008) stated that decolonising research does not
have a definitive definition or a single, agreed-on set of guidelines. Instead, decolonising
research lies in the motives, concerns and knowledge brought to the research process, and
it is performative, enmeshed in activism. Chilisa (2012) described decolonisation as a
process of ‘conducting research in such a way that the worldviews of those who have
suffered a long history of oppression and marginalization are given space to communicate
from their frames of reference’ (p. 14).
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Colonising (Western Eurocentric) research has historically dismissed or negated
Indigenous knowledge and ways of knowing in favour of dominant Western knowledge
systems, with past representations of Indigenous peoples as lesser ‘Others’ (K. L. Braun
et al., 2014; Chilisa, 2012; L. T. Smith, 2021). This has harmed Indigenous peoples in
many ways, including perpetuating prejudices and racism, appropriating Indigenous
knowledge, devaluing Indigenous ways of learning and knowing, justifying the use of
Indigenous people as subjects of unethical practice (including research), creating power
imbalances with benefits only to the privileged, and problematising Indigenous peoples
(K. L. Braun et al., 2014; Bullen et al., 2023; Chilisa, 2012; Fatiha et al., 2023; Fogarty,
Bulloch et al., 2018; Kovach, 2009; Sherwood, 2009, 2010; L. T. Smith, 2021). The
cumulative effect of these factors has led to, among other issues, the ongoing injury and
poor health of Indigenous communities and peoples (Sherwood, 2009). To effect change,
we need to challenge Western ways of research, which, according to Ermine et al. (2004,
p. 16, cited in Sherwood & Edwards, 2006), involves ‘understanding colonial history, and
ensuring that research has practical applications that empower and liberate the people
through practical and ameliorative results; which, in contemporary Indigenous contexts,
means engaging in a decolonisation agenda’. Foremost, decolonising research
methodologies recognise the self-determination of Indigenous peoples (K. L. Braun et al.,
2014).

As anon-Indigenous researcher, as already stated, | am not conducting Indigenist research
(Rigney, 2006; L. T. Smith, 2021); however, decolonising research provides space for
Indigenous researchers and allied others (such as myself) to work in cross-cultural
partnerships (Cram & Mertens, 2015; Johnston & Forrest, 2020; Swadener & Muta,
2008). Although there are challenges involved in being a non-Indigenous researcher
working in this field (I outline some of my own challenges in the reflexivity chapter,
Chapter 2), Ermine (2000) suggested that, through negotiation and respect, the
intersection of Indigenous and non-Indigenous worldviews offers opportunities for new
knowledge production. Much can be achieved through sharing ideas, knowledge and
worldviews, with the potential to generate solutions and outcomes that are difficult to
attain in isolation (Bullen et al., 2023; Haynes et al., 2022; Johnston & Forrest, 2020), as
well as a means of addressing historical oppression and working towards a decolonising
and Indigenous-led agenda (Crouch et al., 2023; Kovach, 2009).
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Taking a decolonising approach, | respect and incorporate Indigenous worldviews and
alternative ways of knowing into the research. Being inclusive of Indigenous ways of
knowing, being and doing in Indigenous health research is an essential practice of
decolonising methodologies, critical to improving health outcomes (Sherwood, 2010). |
also recognise the unequal distribution of power—specifically, the differentiation
between researcher and those being researched, and the need to prioritise the needs and
interests of Indigenous peoples, work in partnership to ensure Indigenous voices are at
the forefront and recognise Indigenous strengths, rather than problematising them. A
deficit discourse has underpinned much of the research on the health of Indigenous
peoples that situates Indigenous peoples’ health as a problem to be solved (Bryant et al.,
2021; Haynes et al., 2022; Sherwood, 2009; L. T. Smith, 2021). However, a strengths-
based approach to research, through the promotion and celebration of the capacities and
capabilities of the communities and the individuals involved, helps negate this deficit
ideology and focuses on Indigenous self -determination (Bryant et al., 2021; Fogarty,
Lovell etal., 2018). In applying a decolonising approach, I have also endeavoured to learn
about Indigenous culture and history (specifically that of the Torres Strait), understand
the injustices of the past and reflect on my own position of power and privilege (this is
explored in my standpoint/reflexivity in Chapter 2).

A decolonising approach is used in this study through the research objectives being
identified and set by the Torres Strait communities, and the research results being of
benefit to the community; through the use of PAR as a methodology, based on the
inclusion of community members with direct transformative outcomes (consistent with
the philosophical underpinnings of the research); through the establishment of a
Knowledge Circle of Indigenous community members to oversee the research; and
through the use of methods congruent with Indigenous research methods—yarning circles

and continuous quality improvement cycles.
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4.4 Indigenous research principles

Indigenous Research
Principles

Y
| |

Figure 6: Methodological Framework—Indigenous Research Principles

Indigenous research principles can strengthen methodological frameworks (L. T. Smith,
2021) and can provide important guidance to researchers to ensure a more rigorous
research design (Caxaj, 2015). It is critical that all aspects of the research are respectful
of Indigenous worldviews and value Indigenous ways of knowing, being and doing.
Importantly, principles that keep researchers accountable are more likely to improve
Indigenous health (D. P. Thomas et al., 2014). Adhering to such principles is important
in research, but even more so as a non-Indigenous researcher working with Indigenous

communities.

Many national and international guidelines exist for conducting research with Indigenous
communities. Within Australia, some of the main guides include Ethical conduct in
research with Aboriginal and Torres Strait Islander Peoples and communities:
Guidelines for researchers and stakeholders (National Health and Medical Research
Council [NHMRC], 2018a), and its accompanying document, Keeping research on track
I1: A companion document to ethical conduct in research with Aboriginal and Torres
Strait Islander Peoples and communities: Guidelines for researchers and stakeholders
(NHMRC, 2018b); Guidelines for ethical research in Australian Indigenous studies
(AIATSIS, 2020b); NSW Aboriginal health ethics guidelines: Key principles (Aboriginal
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Health & Medical Research Council of NSW [AH & MRC], 2023); and Researching
Indigenous health: A practical guide for researchers (Harrison, 2011). The six core
values of the Ethical conduct in research with Aboriginal and Torres Strait Islander
Peoples and communities: Guidelines for researchers and stakeholders (NHMRC,
2018a) are:

e responsibility

e reciprocity

e respect

e equity

e cultural continuity

e spirit and integrity.

These values provide the foundation for the guidelines that have the specific intention of
ensuring that research with Aboriginal and Torres Strait Islander Peoples and
communities (1) improves the way all researchers work with Aboriginal and Torres Strait
Islander Peoples and their communities, (2) develops and/or strengthens the research
capabilities of Aboriginal and Torres Strait Islander Peoples and their communities, and
(3) enhances the rights of Aboriginal and Torres Strait Islander Peoples as researchers,
research partners, collaborators and participants in research (NHMRC, 2018a, p. 1).
HART reflected on how they addressed some of these principles following the dementia
prevalence study that was the precursor to this research project (see research context in
Chapter 1). The publication of ‘Community involvement to maximise research success in
Torres Strait Islander populations: More than just ticking the boxes’ (Quigley et al., 2021)

explores some of the lessons learned (see Appendix A).

However, this is a continuous journey of learning and reflection, and, consequently, as |
embarked on this research, | went back to the literature to draw on other Indigenous and
non-Indigenous researchers who had proposed, applied and reflected on differing
principles and values when researching with Indigenous Peoples (Bainbridge et al., 2015;
Dew et al., 2019; Held, 2020; Henderson et al., 2002; Hing et al., 2010; L. M. Jamieson
et al., 2012; Maar et al., 2011; McFarlane et al., 2016; O’Donahoo & Ross, 2015; Pyett
etal., 2009; Singer et al., 2015; Watkin Lui et al., 2016). In addition to national guidelines,
the international CONSollDated critERia for strengthening the reporting of health
research involving Indigenous Peoples (CONSIDER) statement is relevant (Huria et al.,
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2019). This statement synthesised guidelines from Australia (Aboriginal and Torres Strait
Islanders), Canada (First Nations Peoples, Métis), Hawaii (Native Hawaiian), New
Zealand (Maori), Taiwan (Taiwan Indigenous Tribes), the United States of America (First
Nations Peoples) and Northern Scandinavian countries (Sami). Although the purpose of
this checklist is for the reporting of health research involving Indigenous peoples, its
breadth of synthesised research guidelines about Indigenous health research makes it a

valuable resource when considering ethical research practice.

To incorporate Indigenous research principles into my own methodological framework, |
synthesised the core values taken from the aforementioned sources. These are values that
I believe this research strives to adhere to. They are outlined as follows.

Meaningful relationships

e Built on trust.

e Respectful.

e Long-lasting.

e Express gratitude.

e Demonstrate reciprocity.
e Honest and accountable.

e Adhere to community protocols, processes and approvals (noting the importance

of food as a Torres Strait protocol).

e Maintain the confidentiality and privacy of individuals and communities unless

otherwise requested.
e Engage active listening.
e Dignifying.
e Demonstrate culturally appropriate engagement.

Open to Indigenous worldviews

e Value and recognise Indigenous knowledge and wisdom.
e Understand and learn about past Indigenous historical, political and social
contexts.

e Respect communities’ past and present experience of research.

81



e Understand my own values and expectations, and position of power and privilege,
and how that aligns with the research project.

e Educate myself on the individual communities and organisations, including
knowledge of a community’s history, values and beliefs, cultural make-up, and
range of norms and practices, while maintaining political astuteness and cultural
sensitivity.

e Recognise cultural diversity and different cultural perspectives.

e Incorporate Indigenous knowledge and perspectives in processes and findings.
Community empowerment

e Research responds to a priority identified by the community and is relevant.

e Research is completed in partnership with Indigenous people and led by the
Indigenous partners.

e Research produces tangible and intangible benefits to the communities that are

sustainable.
Indigenous Peoples as active participants

¢ Indigenous people involved in all aspects in the research in a meaningful way.

e Engaging Indigenous leadership in the project.

e The research builds capacity—employing Indigenous researchers.

e Governance and guidance by an Indigenous steering committee (Knowledge
Circle).

e Accountable to the community.
Appropriate methodology

e Strengths-based research.

e Flexibility in study implementation while maintaining scientific rigour.

e Research methods that are culturally congruent.

e Working to time frames of the community and responding to community
needs/events.

e Translation of findings into practice.
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Respectful communication

e Informing the community of progress throughout the project.
e Outcomes relayed to the community in differing formats.

e Acknowledgment of participants is just and appropriate.

In summary, “‘principles in Indigenous research are principles of reciprocity, benefit and
empowerment. They are about privileging Indigenous views and voices in research and
setting up an environment both for Indigenous ownership of and leadership in research’
(Laycock et al., 2011, p. 25). The process of how I enacted these principles is outlined in
Chapter 5.

4.5 Participatory action research
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Figure 7: Methodological Framework—Participatory Action Research

PAR aligns within this methodological framework because it is a research methodology
that promotes empowerment, self-determination, and takes a decolonising and
transformative approach (Dudgeon et al., 2020; Merton, 2009). PAR is a process of
collective, self-reflective inquiry that researchers and participants undertake

collaboratively to understand and improve on practices, working from the assumption that
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all people affected by an issue should be involved in the inquiry (Baum et al., 2006;
Stringer, 2007).

PAR’s roots stem back to the work of Paulo Freire (1972). Freire used PAR as a means
for poor and deprived communities in South America to emancipate themselves from
within an oppressive education system, to improve their literacy and resist their
oppressors (Mertens, 2009). He argued that the self-reflective characteristics of the action
were fundamental to the process (Johnston & Forrest, 2020). Freire’s seminal work was
further built on by Colombian sociologist Orlando Fals Borda, who applied this
participatory approach to social research. He was instrumental in turning PAR into a
coherent school of practice (Gutiérrez, 2016), and through his work with Indigenous
leaders and engagement with Indigenous knowledge systems, shaped some of the core
principles of PAR, including that participants are the knowledge producers and hold

epistemic privilege over their lived experiences (Dudgeon et al., 2020).

PAR has grown as a methodology, recognised as an empowering process that respects the
co-researchers’ knowledge and enables researchers to work in partnership with
community to facilitate action for change (Baum et al., 2006). More recently, Israel et al.

(2012, pp. 8-11) described the nine guiding principles of PAR as a research methodology:

e Acknowledges community as a unit of identity.

e Builds on strengths and resources within the community.

e Facilitates a collaborative, equitable partnership in all phases of the research,
involving an empowering and power-sharing process that attends to social
inequalities.

e Fosters co-learning and capacity building among all partners.

¢ Integrates and achieves a balance between knowledge generation and intervention
for the mutual benefit of all partners.

e Focuses on the local relevance of public health problems and on ecological
perspectives that attend to the multiple determinants of health.

¢ Involves systems development using a cyclical and iterative process.

e Disseminates results to all partners and involves them in the wider dissemination
of results.

¢ Involves a long-term process and commitment to sustainability.
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PAR is an iterative process of successive formally structured action research cycles,
where each cycle builds on the previous one (Baum et al., 2006; Lawson, 2015). Each
PAR cycle is a structured reflective process of ‘Look, Think, Act’ (Stringer, 2007; Figure
8). In each cycle, questions are asked to identify the issues, information is collected, and
findings are analysed and discussed collectively to instigate appropriate actions for

change, followed by a reflection on the process.

PAR Cycles

Think Thilmk Think Think

Look Loak Look

Act Act Act Act

Cycle 1 Cycle 2 Cycle 3 Cycle 4

Figure 8: PAR Cycles (adapted from Stringer, 2007)

Each of the cycles may use a variety of methods to execute the action, including
interviews, meetings or focus groups, and are fluid and adaptive to suit the unique and
individual circumstances of each community (dé Ishtar, 2005; Johnston & Forrest, 2020).
Lewis (2009) used community-based PAR to explore the successful ageing of Alaskan
Native Elders. He described a successful PAR project as one that is built on trust and
rapport with the community. Lewis (2009) also reflected that the research process of PAR
is more important than the research outcome, because it is based on the principles of
community participation and capacity building. Engaging co-researchers in all parts of
the research inquiry further strengthens trust and understanding (Stringer, 2007). Health
research that is conducted with Indigenous communities can inform culturally safe and
responsive health care (Bailey et al., 2022). PAR has been recognised as effective in
Indigenous health research both nationally and internally (Baum et al., 2006; Dudgeon et
al., 2020; Fredericks et al., 2011), with many studies demonstrating its value (Caxaj,
2015; de Crespigny et al., 2004; dé Ishtar, 2005; Esler, 2008; Laird et al., 2021; Lewis,
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20144, 2014b; McFarlane et al., 2016; Pace, 2020; Peltier, 2018; Tsey et al., 2002; Wright
etal., 2023).

4.6 Chapter summary

In this chapter | have outlined the methodological approach to this research. | have
explored my ontological, epistemological and axiological position within a
transformative paradigm. | have discussed the overarching philosophy of decolonising
research and have shown how Indigenous research principles are used within the study. |
have concluded the chapter with a justification of the use of PAR for this research.

The following chapter details the methods used for this research, linking them to the
methodology outlined in this chapter. | describe PAR Cycle One (yarning circles), PAR
Cycle Two (clinical audits), PAR Cycle Three (CQI activities) and PAR Cycle Four (the
identification of principles and action strategies to be incorporated into the Ageing Well
Framework). | discuss the trustworthiness of this research and provide ethical

considerations.
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Chapter 5: Research design, methods and analysis

Chapter 5: Research design,
methods, and analysis

5.1 Chapter outline

In this chapter, | describe the four PAR cycles: yarning circles, clinical audits, CQI
activities and the development of the Ageing Well Framework. The description of each
cycle includes details regarding the methods used, participant recruitment, data collection
and data analysis. See Figure 9 for an illustration of how these cycles align within a PAR

methodology.

The constructs of credibility, dependability, confirmability and transferability are also
applied to establish the rigour and trustworthiness of the data, and, ultimately, the findings

of the study. Attention to ethical considerations concludes the chapter.

5.2 Yarning circles

This first cycle of PAR addresses the first research question, ‘What does ageing well

mean to Aboriginal and Torres Strait Islander Peoples living in the Torres Strait and
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Northern Peninsula Area?” Yarning circles were used to explore concepts of (1) how
ageing well was perceived by Aboriginal and Torres Strait Islander Peoples living in this
region, (2) the barriers and enablers specific to the culture and traditional lifestyle that
support ageing well and the prevention of chronic disease and comorbidities, and (3)

specific environmental, cultural, spiritual and other priorities for living well while ageing.
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5.2.1 Yarning as a research method

Yarning is a traditional Indigenous method of sharing knowledge through story telling
(Barlo et al., 2020; A.-L. Byrne et al., 2021; Murrup-Stewart et al., 2021; Walker et al.,
2014). Yarning, as a method of data collection, fits within an Indigenous research
paradigm, one that centres Indigenous voices and engages with Indigenous knowledge
and perspectives, contributing to the process of decolonisation (Atkinson et al., 2021;
Fredericks et al., 2011; Walker et al., 2014). As a research tool, yarning facilitates open
and in-depth discussions in a culturally safe place, allowing Indigenous people to talk
freely in an informal manner. This generates rich data and in-depth insights into specific
topics (Bessarab & Ng’andu, 2010; A.-L. Byrne et al., 2021; R. L. Smith et al., 2020;
Walker et al.,, 2014). Data co-generated through yarning enhances the rigour and
credibility of the research process (Bessarab & Ng’andu, 2010; Shay, 2021). Utilising
yarning circles as a research method centres Indigenous knowledge systems, emphasises
the importance of relationality and ensures adherence to cultural protocols, thereby
fostering culturally safe research (Atkinson et al., 2021; Barlo et al., 2020, 2021; A.-L.
Byrne et al., 2021; Shay, 2021).

Yarning circles are widely recognised as a suitable approach for facilitating yarning with
Aboriginal and Torres Strait Islander Peoples in Australia (Barlo et al., 2020; Bessarab &
Ng’andu, 2010; Geia et al., 2013; Johnston & Forrest, 2020). Yarning circles provide a
space to explore locally relevant knowledge that can inform culturally relevant
understandings of health experiences (Geia et al., 2013; Walker et al., 2014). Yarning
circles have been used to generate evidence to inform culturally appropriate programs
that address the pressing health issues of Aboriginal and Torres Strait Islander Peoples
within Australia (Bryant et al., 2024; Butler et al., 2020; Carlin et al., 2019; Cullen et al.,
2020; C. Gibson, Crockett, et al., 2020; Hamilton et al., 2020; Lukaszyk et al., 2017;
Marriott et al., 2019; Meiklejohn et al., 2019; Murrup-Stewart et al., 2021; Walker et al.,
2014), as well as internationally (Caxaj, 2015; Chilisa, 2012; Di Lallo et al., 2021; Doria
etal., 2021; Haozous et al., 2010).

Bessarab and Ng’andu (2010) described four components to the yarning circle process:
social yarning, therapeutic yarning, research topic yarning and collaborative yarning. The
social yarn starts the process and lays the groundwork for the research topic yarn, assisting

in building a relationship between the participants and setting the rules. The next step is
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the research yarn, the purpose of which is to gather information related to the research
topic. The yarn can switch between two further components, the collaborative yarn, where
participants can discuss and share ideas, and the therapeutic yarn. The therapeutic yarn
occurs if sensitive and traumatic information is disclosed, and allows the researcher to

provide a safe space for the participant to voice their story without judgement.
5.2.2 Yarning circle training

It was important as a non-Indigenous researcher, working through a decolonising
approach and adhering to Indigenous research principles, that | gain as much knowledge
as possible about co-facilitating yarning circles. Along with other members of the
research team, | was fortunate to have training in yarning methods on two separate
occasions with Indigenous experts in the field. Prior to the study beginning, we had
training with Professor Yvonne Cadet-James. Professor Cadet-James is a Gugu Badhun
woman from the Valley of Lagoons in North Queensland, and is renowned for
transforming Aboriginal and Torres Strait Islander health research in Australia

(https://www.nhmrc.gov.au/about-us/news-centre/celebrating-25-year-legacy-

aboriginal-and-torres-strait-islander-health-research-nhmrc). As part of the day-long
training workshop, we role-played and explored yarning as a data collection method.
Further on in my research journey, as part of another research project that | was involved
in, we participated in yarning circle training with Professor Dawn Bessarab, a
Bard/Yjindjabandi woman and an expert in Indigenous research and qualitative
methodologies. Professor Bessarab has been at the forefront of efforts to introduce
yarning methods into academia (https://research-

repository.uwa.edu.au/en/persons/dawn-bessarab; Bessarab & Ng’andu, 2010).

5.2.3 Yarning circle sites

Yarning circles were held in four island communities in the Torres Strait and two
communities in the NPA: Ngurupai Island, Kirriri Island, Wug Community on Moa
Island, Warraber Island, Bamaga and New Mapoon. The yarning circles were facilitated
by myself, as the lead researcher, and a Torres Strait Islander co-researcher. On most
occasions, a supervisor from my panel also attended. Yarning circles were conducted at

council community halls, outdoor communal settings, a day respite centre and a health
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centre veranda—all locations that co-researchers were familiar with and were

comfortable to meet in.
5.2.4 Yarning circle co-researchers

In line with the values of PAR and Indigenous research principles, yarning circle
participants are considered co-researchers. A total of 45 co-researchers participated in
yarning circles. Gathering perspectives from a variety of people from the Torres Strait
Islands was important. We wanted to hear from both the older and younger generations
regarding what ageing well meant to them, since their perspectives were likely to differ.
| also wanted to hear from both male and female co-researchers. The inclusion criteria for
co-researchers participating were therefore kept broad:

e Inclusion criteria: Aboriginal and Torres Strait Islander adults (18 years and over)
from the four participating island communities and from across all five
communities of the NPA.

e Exclusion criteria: No adults from the participating communities were declined

participation—all voices who wished to be heard could participate.

We had limited funding to travel extensively to each of the remote communities to
facilitate yarning circles, so this cycle of the PAR occurred during one visit (over several
days) to each of the communities on separate field trips. We were unable to return on
multiple trips to offer more yarning circles. However, to ensure that all co-researchers
who wished to participate were given the opportunity, we ran extra yarning circles when
they were requested, on those dedicated trips. In one community, some of the co-
researchers asked whether we could run a separate yarn the following day, specifically
for the older residents, which we did. We ensured that the composition of the yarning
circles was determined by the co-researchers and were specific to the circumstances of
each community. In some communities, gender-specific yarning circles were requested,
so separate yarning circles were held for males and females, facilitated by male and
female Torres Strait Islander researchers, respectively. In some smaller communities, all

participants, regardless of age or gender, wanted to yarn together.
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5.2.5 Recruitment

A self-selecting convenience sample of co-researchers were recruited from the
participating communities. Invitations to participate in the yarning circles were facilitated
through health centre staff, aged care services, promotion of the study on a local radio
station, and recruitment flyers placed on community notice boards in local council offices,
health centres and community stores, as well personal invitations to community members
by the three local Torres Strait Islander team members who resided in the communities
involved in the research. Snow-ball recruitment also occurred; for example, when co-
researchers from the community wanted another yarn to be conducted for older adults,
they invited older residents to come along to yarn the following day.

5.2.6 The yarn—data collection

Ten yarning circles were conducted across the six communities (location details are
included above). The yarning circles were co-facilitated by one or more of the three
Torres Strait Islander research team members and myself, and on occasion, another non-
Indigenous team member. Two of the yarning circles that were male-only were facilitated
by a male Torres Strait Islander researcher. It is recommended that yarning is embedded
in language, since conducting yarning circles in language enables co-researchers to talk
freely in a culturally safe environment, resulting in the collection of more in-depth
information (Murrup- Stewart, 202; Shay, 2021). We encouraged co-researchers to speak
in whichever language they chose. The research team’s Torres Strait Islander researchers
spoke Torres Strait Creole (the collective language commonly used and understood across
the region), and some spoke Kalaw Kawaw Ya and Kalaw Lagaw Ya (Indigenous
languages spoken in the Torres Strait). However, all the yarns were conducted in English
with some Torres Strait Creole interspersed throughout, as per the choice of the co-

researchers.

Yarning circles commenced with a social yarn that included introductions to clarify the
relationships between and among co-researchers, providing opportunities to develop trust
and rapport with the researchers (Bessarab & Ng’andu, 2010). Because food is a major
cultural protocol in the Torres Strait (Watkin Lui et al., 2016), we provided refreshments
of as part of the social yarn. In one community, this was a large community BBQ lunch

held on the sea front in a communal community setting (see Appendix B). In other
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communities, we provided morning or afternoon tea, which always included our home-
made cakes. The co-researchers could then choose whether they would join in the
subsequent research yarn, could decide how long they stayed, and could end their
participation at any time during the yarn—consistent with principles of self-
determination. The social yarn was not recorded.

The Torres Strait Islander research team member who was co-facilitating the yarn then
introduced the research yarn topic in more detail, and the co-researchers were provided
with information sheets (Appendix C) and consent forms (Appendix D). Although printed
in English, adequate time was provided for these to be discussed in Torres Strait Creole,
with questions answered by the Torres Strait Islander team members. At this point,
consent was obtained from all co-researchers to audio-record the yarns. No co-researcher
declined this request. Written consent was obtained from all co-researchers before

commencing the audio-recording and proceeding with the research yarn.

A yarning circle guide was developed (Appendix E); however, | wanted to keep the yarn
conversational and to hear free-flowing stories and perspectives. Therefore, the yarns
were conducted in an informal conversational style that supported the oral tradition of
Torres Strait Islander storytelling (Mosby, 2015). | went into the yarn with an open mind
to listen to the stories being told. The research yarns opened with a Torres Strait Islander
research team member asking the co-researchers ‘What does ageing well mean to you?”.
In some of the yarns, further prompts were required (as per the interview guide) to focus
the yarn on the barriers and enablers specific to the culture and traditional lifestyle that
support healthy ageing. The prompts included questions such as, ‘What role does your
culture play in being able to age well?” and, with regard to the prevention of chronic
disease and comorbidities, “How does your health affect you growing old?’ The role of
environmental, cultural, spiritual and other priorities for living well while ageing was also
explored, with prompts such as ‘How does living in this community support you to age
well?’, ‘How do your family, friends and community support you to age well?’, and
‘What are the things that are important to you as you grow older?” Without requesting
any identifying information, the co-researchers were also encouraged to think of someone
in their community that was ‘growing old good’ and describe why they thought that
person was ageing well. The duration of the research yarns varied from 30 mins to 100

mins.
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| took field notes about the context of the yarn, which included details regarding who
attended, where we yarned and any location/venue difficulties. I also noted my own
reflections on how the yarn went, what could have been improved, any non-verbal
communication picked up during the yarns, any reactions observed to specific points, the
relationships between co-researchers and a general ‘feel’ of what was being said. After
finishing the yarn, and after the co-researchers had left, | debriefed with the Torres Strait
Islander research team member(s) to gain their thoughts and reflections. | specifically
wanted to know whether there was anything from a Torres Strait Islander perspective that
I may not have picked up on or recognised. These field notes helped in the analysis of the
data, and specifically, the construction of codes.

Pragmatically, data collection ceased after facilitating yarning circles in all six
communities. Nevertheless, the data collected was rich enough to demonstrate data
sufficiency, and the rigour of the analytical process demonstrated analytical sufficiency
(V. Braun & Clarke, 2021; LaDonna et al., 2021).

5.2.7 Yarning analysis

The yarns were recorded using a digital recorder. | transcribed them verbatim, with two
Torres Strait research team members translating the sections where Torres Strait Creole
was spoken (into English). Some basic well-known Torres Strait Creole words, such as
‘kai kai’ (food) and ‘Aka’ (grandmother), were kept written in Creole, consistent with an
Indigenous research approach and to stay as close to the data as possible during analysis.
All data was de-identified. This transcription process was time-consuming but allowed
me the privilege to deeply engage with the data. After data transcription was complete,
the transcripts were checked by two Torres Strait Islander research team members to
ensure the accuracy of the transcription and to allow those research team members to re-

engage with the data prior to analysis.

The data analysis method was guided by V. Braun and Clarke’s (2022) reflexive thematic
analysis (RTA) methods. RTA is an interpretive approach to analysing data across a range
of theoretical frameworks that facilitates the identification of themes across a given
dataset (V. Braun & Clarke, 2022). It addresses research questions that explore people’s
experiences, perceptions, behaviours and factors that influence a particular phenomenon,

as well as constructing the meaning of experiences (V. Braun & Clarke, 2022). It is an
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appropriate method for analysing yarning research (Murrup-Stewart et al., 2021). In RTA,
the researcher’s reflexive engagement with theory, data and interpretation, and the
importance of the researcher’s subjectivity as an analytic resource, are emphasised
(V. Braun & Clarke, 2022). The six phases that outline the process of RTA were used to
guide the analysis for this research (V. Braun & Clarke, 2022), incorporating additional

processes for Indigenous involvement, as follows.
1. Familiarising yourself with the dataset

During and after transcription, | read and re-read the data to become familiar with the
content. | made notes and used my field notes to make analytical observations on
individual transcripts, and on the entire dataset of the 10 transcripts. This familiarisation
phase of the data is important to be able to identify information that is relevant to the

research question (D. Byrne, 2022).
2. Coding

Coding is a technique used for analysing data to identify patterns and concepts that will
later become themes (D. Byrne, 2022; Mills, 2014). Coding involves organising the data
to produce descriptive or interpretive labels for pieces of information in the data (D.
Byrne, 2022). A coding framework was developed by myself and was refined with three
other research team members (one non-Indigenous and two Torres Strait Islander) and
my primary PhD advisor. The framework was based on the initial observations of the
data, the research questions and the existing literature. | then coded all 10 manuscripts
using the framework, employing NVivol2 software (QSR International) for data
management. This initial coding of the data was undertaken systematically using a
complete coding approach, where any item of data that might be useful in addressing the
research question was coded (V. Braun & Clarke, 2022; D. Byrne, 2022). This was an
iterative process of coding, recoding, and re-reading the transcripts and field notes. After
refinement, 46 codes were generated. Each code was given a description of its parameters,
and after coding was completed, a code summary. The two Torres Strait Islander research

team members independently reviewed and confirmed the coded data.
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3. Generating initial themes

In this phase, | explored the coded data to develop potential themes by asking questions
of the data such as What is this person trying to tell me? What is this person doing? What
Is this saying? What does it represent? What is this an example of? What do | see is going
on here? What is happening? What kind of events are at issue here? What is trying to be
conveyed? Here, my focus shifted to the interpretation of meaningfulness across the
whole dataset. Using a mind map, | also explored connections and relationships between
codes, and considered how different codes could be combined according to shared
meaning or whether one code was representative of an overarching narrative. This
generated the initial themes. During this phase, | had to let go of potential themes that
were not fitting into the narrative (V. Braun & Clarke, 2022). An example of how phases

2 and 3 were processed is provided in Appendix F.
4. Developing and reviewing themes

To ensure that the analysis process upheld Indigenous values and ways of knowing, it
was critical that the two Torres Strait Islander research team members were involved in
the analysis. This is when we did our ‘yarning about the yarning’. The preliminary work
produced from “generating the initial themes’ (phase 3 above) became our yarning topic.
Using orality for data analysis upholds Indigenous research principles and paradigms
(Mafile’o et al., 2024). The two Torres Strait Islander team members shaped the thought
processes and provided their own perspectives, generating new themes and combining
others, intertwining Indigenous ways of knowing into the themes that | had initially
generated as a non-Indigenous researcher. In this ‘yarning about yarning’, we also
assessed how well the themes provided an interpretation of the data that addressed the
research question, “What does ageing well mean to Aboriginal and Torres Strait Islander

Peoples living in the Torres Strait and Northern Peninsula Area?’

The themes were combined into seven overarching themes. These seven themes were then
discussed between us, other research team members and my primary PhD advisor, until

consensus was achieved, and the final themes derived.
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5. Refining, defining and naming of themes

Continuing with our ‘yarning about yarning’, we built a story from the data. Stories can
be used in research to generate data and disseminate findings regardless of the research
methodology used (Mills & Birks, 2014). Creating a story goes beyond merely recounting
data; it requires a deep analysis and involves crafting a narrative that conveys key
messages by synthesising and integrating the data in a structured manner (Mills & Birks,
2014). All themes should align to form a clear narrative that accurately reflects the data
and provides answers to the research question (D. Byrne, 2022). At this point, we also

identified which co-researcher data excerpts to use when presenting the findings.

We went on to explore how the themes, through story, could be presented through a
Torres Strait Islander lens. As an oral-centric culture, Torres Strait Islanders organise and
transmit knowledge around visual metaphors. These metaphors are concrete and explicit
(physical, often nature-based objects), and are a common Torres Strait Islander way of
explaining more abstract concepts in a comprehensible and relevant way (Mam, 1993;
Mosby, 2015). They are often grounded in land and story, and are illustrated (Mosby,
2015). Through these discussions, it was decided that the themes should be represented
using the metaphor of the wongai tree. Metaphors have the potential to deepen our
understanding of a phenomenon; however, since they vary from culture to culture, the
comprehensibility of the metaphor in cultural terms needs to be considered (Carpenter,
2008).

The wongai tree is significant in Torres Strait Islander culture as a traditional food and
carving material, and the seeds are used as jewellery. The wongai tree also features in
Torres Strait Islander stories, and a well-known legend states that whoever eats the fruit

of the wongai tree is destined to return to the Straits.
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Figure 10: Photo of the Esplanade on Waiben (Photo credit: Rachel Quigley)

The wongai tree (Manilkara kauki) is an Australian native fruit tree from the Sapotaceae
family. These trees are present across the islands of the Torres Strait. They have been
recorded to live for over 130 years and can reach heights of up to 20 metres. Their root
system is tough and extensive, and the trunk is strong. The tree produces edible 3—4 cm
long fruit that are hard and green on the outside,
then turn orange, then turn red, then purple and
soften as they ripen. Each fruit contains one or
two hard tan-coloured seeds. The wood of the
wongai tree is hard and dense, making it suitable
for carving. The spatula-shaped, evergreen
leaves are clustered in whorls at the end of the
branches. The tree also produces a milky white
sap (Lim, 2013).

Significant wongai trees on Waiben include a
tree situated outside the Federal Hotel, which was planted in 1900 and damaged by
Cyclone Otto in 1977. A small wall has been erected around it for protection, and it has
since regrown and remains healthy.
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Figure 11: Photo of the Wongai tree outside the Federal Hotel, Waiben (Photo
credit: Rachel Quigley)

Another notable tree on Waiben grew in front of the National Bank, but it died after
incorrect care. The story relayed is that grass clippings were inappropriately heaped
against the tree trunk, contributing to its demise. The leaves gradually became discoloured

and fell off, and it eventually died (Sagigi, personal communication, 16 May 2023).

Presenting the findings using a metaphor and an accompanying story provided an
alternative to the Western paradigm of academic research reporting and corresponds with

a decolonising approach.
6. Writing up

When writing up the themes, it was important to us that we ended the story on a strengths-
based narrative. Reporting the final theme of ‘Demonstrating strong sustained life:
regrowth’ focused on a positive approach to ageing well, rather than problematising

Torres Strait Islander Peoples, aligning with a decolonising approach.

The findings (Chapter 6) have been disseminated in various formats. A condensed version
has been published to meet academic requirements (Appendix A). However, it was

important that the results were presented back to the communities in a way that was
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relevant and meaningful. A lay version (Appendix G) with wongai tree illustrations has
been printed and disseminated across the region. Feedback from the Knowledge Circle
was that an animated version would be well received. This animation is currently in
production through a collaboration with the local Torres Strait radio station (TSIMA
Radio 4AMW).

5.3 Clinical audits

This second PAR cycle relates to the clinical audits. Audits of patient health records
provide information about the frequency of the current provision of recommended care
(Gibson-Helm et al., 2016), and they are fundamental in presenting data from clinical
services that are not adequately generated by existing clinical information systems
(Laycock et al., 2020). The objective of the audits was to identify strengths, gaps and
limitations in current clinical practice and health service provision. This information

could then be used by PHCC staff to inform quality improvement activities.
5.3.1 Developing an audit tool

| specifically developed an audit tool—the Healthy Ageing Audit Tool (HAAT)
(Appendix H)—to collect service data pertaining to current practice from the electronic
medical records of adults attending the primary health service. This audit tool is based on
best practice care regarding the domains of ageing and chronic disease management. In

developing the tool, I utilised existing best practice guides, such as:

e National guide to a preventative health assessment for Aboriginal and Torres
Strait Islander people (National Aboriginal Community Controlled Health
Organisation & Royal Australian College of General Practitioners, 20182).

e CARPA standard treatment manual. A clinic manual for primary health care
practitioners in remote and Indigenous health services in central and northern
Australia (Centre for Remote Health, 20173).

2 The RACP have updated those guidelines—the 4th edition (2024) is now available. However, the HAAT
was completed using the 3rd edition (2018).

3 The CARPA manual has also been updated to the 8th edition (2022). However, the HAAT was completed
using the 7th edition (2017).
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e One2lseventy: Preventative services clinical audit protocol 2014 and Vascular
and metabolic syndrome management clinical audit protocol (Menzies School of
Health Research, 2014, 2015).

As part of my research agenda more broadly, | was involved in three other HART research
projects developing clinical audit tools to measure best practice care in Indigenous
communities, and those tools were also drawn on. The first examined best practice
dementia care in Aboriginal Community Controlled Organisations (Bradley et al., 2020;
Hughson et al., 2020), the second explored safeguarding against dementia in Aboriginal
and Torres Strait Islander communities (Hornby-Turner et al., 2023), and the third
developed a best practice audit tool for dementia care in Indigenous residential aged care
(unpublished at time of writing). The HAAT also reflected the recommendations from
the WHQO’s (2015) domains of ageing, which should be considered when exploring
healthy ageing.

The HAAT comprised 73 items collecting information on clinical performance and health
indicators from 12 clinical and care domains (Table 3).

Table 3: Clinical and Care Domains of the HAAT

Domain

Demographics

Attendance at health service (including MBS claims)
Diagnosis and medications

Risk factors, management and review
Clinical measurements and investigations
Systems examination

Scheduled services

Mental health and socioemotional wellbeing
Cognitive functioning

Support services (including aged care)
Allied health involvement

Functional assessment

The HAAT was also designed to identify a Health Service Response (HSR) to any
abnormal findings or areas of concern identified through test results, screening or through
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clinical consultations. A HSR included any of the following: repeat testing +/-
monitoring; prescribing, modifying, or deprescribing medication; advising on lifestyle
behaviours; implementing or reviewing a management plan; instigating further
investigations; referring onto allied health professionals, or medical specialists; referring
to internal or external programs or interventions; providing information on apps or online
resources; prescribing assistive devices; and transferring to a hospital for further

treatment.

The HAAT was built in REDCap™ (https://project-redcap.org/), which is a secure web

application for building and managing online databases, and is hosted through James
Cook University. Since it was initially envisaged that IHWs from the participating
PHCCs would be involved in the audits, | produced an accompanying guide to conducting
the audits (Appendix 1).

Clinical and research team members reviewed and refined the survey tool, which | then
piloted (n = 158). Following these, further amendments were made to align with current
best practice, such as classifying hypertension as a systolic reading of >140, rather than
the cut off of >130/80 that was initially determined.

5.3.2 Audit data collection

Best Practice™ (https://bpsoftware.net/) is the software used by the TCHHS as the

electronic patient medical record for primary healthcare across the Torres Strait and NPA.
A waiver of consent and approval from Queensland Health, through the Public Health
Act 2005 (Qld), was obtained, enabling me to access clients’ electronic medical records
(Appendix J).

A client list of all residents aged 18 and over was generated from Best Practice. To be

included in the audits, clients needed to meet the following criteria:

e adults 18 years and over

e Dbe aresident of the community where the audit is being conducted

e have attended the health service for a face-to-face appointment or telehealth
appointment within the last 12 months (this does not include a script or

documentation being printed for the patient).
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All electronic medical records of eligible clients from the five participating PHCCs were
then audited (Kirriri n=158, Ngurupai n=391, Wug n=160, Warraber n=119). Because the
eligible number of clients in Bamaga was too large to audit within the timeframe
(n =916), the research team decided that, for pragmatic reasons, a random subsample
(n=300) would be audited. | generated a randomised client list using Excel’s
randomisation tool. Data was collected for a 12-month period prior to the date that the
audit took place, with auditing completed between March 2022 and August 2023,

concurrently with PAR Cycle One (yarning circles).

Initially, when discussing the research design, the PHCCs indicated that they would be
able to allocate time to the IHWs to work with me to collect the audit data. However, this
proved difficult since clinical priorities and staff shortages for the PHCCs meant that the
audits were continually postponed on my field trips. Adding to this difficulty were the
ramifications of the COVID-19 pandemic and being unable to travel to the communities.
Problem-solving this with staff from the PHCCs and the research team, it was agreed that
I would access the medical records remotely and proceed with data collection

independently. De-identified client information was directly entered into REDCap.

After completion, a spot check of the data with full re-audits of randomly selected charts
(n = 55) was completed by another member of the research team who was not involved
in this research study, to assess the reliability of the data collected. Accuracy was

calculated at 99.82%. Where errors were identified, the data was rectified.
5.3.3 Audit data analysis

The REDCap data were exported into an SPSS file (IBM SPSS Statistics, Version 30) for
analysis. The data were cleaned and re-checked for errors. Descriptive statistics were

undertaken and described using sample size, frequencies and proportions.
5.4 Continuous quality improvement

This third PAR cycle relates to the continuous quality improvement (CQI) activities. CQI
is a structured, cyclical approach that focuses on improving organisational systems and
processes to meet or exceed expectations. In a healthcare setting, CQI is defined as a
structured organisational process involving healthcare personnel in planning and

implementing a continuous flow of improvements to provide quality health care (Bailie
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et al., 2007; Gibson-Helm et al., 2018; McCalman et al., 2018). This is achieved by
healthcare staff identifying and removing the barriers to providing good quality care
through the ongoing use of objective data to identify quality issues, analyse performance,
and develop and implement improvements (Larkins et al., 2016; National Aboriginal
Community Controlled Health Organisation, 2018). A CQI approach emphasises a
system-wide, collaborative effort to enhance efficiency, effectiveness and client health
outcomes. Through a process of ongoing learning and sharing, CQI fosters ownership and
builds quality improvement capacity, while avoiding personal blame for issues (R. Bailie
et al., 2008; Gibson-Helm et al., 2016; The Lowitja Institute, 2015).

The WHO promotes CQI as a key driver within the healthcare workforce to address the
challenge of tackling chronic illness (WHO, 2005), and CQI has now evolved as a global
approach for improving healthcare quality (The Lowitja Institute, 2015). CQI has been
found to be effective in managing chronic disease internationally and within Australian
PHC settings (Hengel et al., 2018). There has been a strong uptake of CQI within
Aboriginal and Torres Strait Islander PHCs to strengthen clinical care on a national scale
(Gardner et al., 2010; Laycock et al., 2020). This uptake has been advanced through the
Audit and Best Practice for Chronic Disease project, which was designed to support
evidence-based best practice in the prevention and management of chronic disease in
Aboriginal and Torres Strait Islander PHC services in Australia (Bailie et al., 2007). The
One21seventy entity continued the service support for CQI nationally (Menzies School
of Health Research, 2010). At the national policy level, there has been growing policy
commitment and government investment to support CQI within Aboriginal and Torres
Strait Islander PHCs. The Australian Department of Health commissioned a cross-sector
National CQI Framework for Aboriginal and Torres Strait Islander Primary Health Care
2015-2025 (Lowitja Institute, 2015) and invested in the development of the National
Framework for Continuous Quality Improvement in Primary Health Care for Aboriginal
and Torres Strait Islander People, 2018-2023 (National Aboriginal Community
Controlled Health Organisation, 2018) to embed CQI within Aboriginal and Torres Strait
Islander PHC:s.

The core elements of CQI makes it highly suitable for the Australian Indigenous context.
Its participatory approach, with a customer focus, aligns with Indigenous research

principles relating to values and ethics, increasing the acceptability in the Aboriginal and
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Torres Strait Islander PHC setting (R. Bailie et al., 2017; R. Bailie et al., 2010; Gardner
et al., 2011; Larkins et al., 2016; Woods et al., 2017). An extensive evidence base of
successful CQI processes exists within Aboriginal and Torres Strait Islander PHCs,
designed to improve the quality of care (Larkins et al., 2019). Specific studies have found
improved best practice care relating to diabetes (Bailie et al., 2007; Marley et al., 2012;
Matthews et al., 2014; McDermott et al., 2003; Schierhout et al., 2016; Si et al., 2010;
Stoneman et al., 2014 ), maternal and women’s health (Diaz et al., 2019; Dorrington et
al., 2015; Gibson-Helm et al., 2015, 2016, 2018; Rumbold et al., 2011), rheumatic heart
disease (Ralph et al., 2013), child health (McAullay et al., 2018), cardiovascular risk
(Matthews et al., 2017; Vasant et al., 2016), eye care (Burnett et al., 2016), sexual health
(Hengel et al., 2018; Nattabi et al., 2017; Ward et al., 2013), mental health (Gausia et al.,
2013; McCalman et al., 2016; Puszka et al., 2015), health promotion (O’Donoghue et al.,
2014; Percival et al., 2016), general preventative health (R. Bailie et al., 2011; C. Bailie
etal., 2016; J. Bailie et al., 2017; J. Bailie et al., 2019; Si et al., 2007) and studies aiming
to address the social determinants of health (Bailie & Wayte, 2006; Laycock et al., 2020).

5.4.1 Implementing CQI

Before commencing the research, in May 2019, | attended a workshop masterclass
‘Organisational and health system culture: Engaging staff and managers in continuous
quality improvement’. This workshop was hosted by the Centre of Research Excellence
in Integrated Quality Improvement (CRE-IQI), facilitated by two experts in CQI from
CRE-1QI who worked in Indigenous health research. The workshop provided me with
strategies and ideas for engaging and supporting health services in CQI, which proved
valuable when facilitating CQI within the PHCCs.

In line with Indigenous research principles and the community inclusion principles of
PAR, my approach aimed to incorporate community views and priorities for ageing well
into the CQI activities. The yarning circles had demonstrated that each community had
specific health priorities and differing barriers and facilitators related to ageing well,
although there many commonalities across communities also existed. The following steps

were taken to implement the CQI activities.
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Step 1

The qualitative findings from the yarning circles that pertained to the individual
communities were summarised. Since the full data analysis had not yet been completed,
the preliminary themes were presented. The clinical audit data specific to the individual
PHCC were displayed in a format that was visual (bar graphs and pie charts) and used
accompanying infographics. The format of the data summaries was taken to the
Knowledge Circle who approved the layout and style for presentation to the PHCC.
Additionally, one of my PhD advisors, who is a Torres Strait Islander academic,
suggested some changes to the infographics used. The data summaries provided staff with
insights into their clinical practice and the priorities of communities with regard to ageing

well (Appendix K).

The feedback of the results of the qualitative data from the community yarning circles,
combined with the HAAT de-identified clinical data results, was presented to PHCC staff
in the form of workshops. All staff including managers, clinical staff and administrative
staff were invited to attend. The workshops were facilitated by the PHCC Practice
Managers, or Senior Health Worker in those sites without a Practice Manager (further
detail is provided in Chapter 7). The workshops presented opportunities for discussion
and the development of a shared understanding of the data. This included identifying
strengths, limitations, gaps in current clinical service delivery and the way in which the

wider community priorities sat within the scope of the PHCC.
Step 2

Staff were encouraged to identify opportunities for clinical and/or health service
strengthening activities. A list of activities was generated for all participating sites and is

described in Chapter 7.
Step 3

The original project design had anticipated using Plan Do Study Act (PDSA) cycles to
implement the CQI activities, and this was a tool with which I was familiar. However, to
ensure that the CQI was driven by the PHCC staff, it was important that we discussed
other potential tools that could be used, including Six Thinking Hats® (de Bono, 1985),
Six Sigma (Ilin & Bohlen, 2023), LEAN (Radnor et al., 2012), The 5 Whys (National
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Health Service, n.d.), SWOT analysis (Blayney, 2008) and flowcharting (Clinical
Excellence Commission, n.d.). After consideration, all PHCCs decided on using PDSA

cycles to address their priorities.

PDSA cycles are a suggested strategy used to undertake CQI within Aboriginal and
Torres Strait Islander PHC. The principles and practices for conducting PDSA are
described in the National CQIl Framework for Aboriginal and Torres Strait Islander
Primary Health Care 2015-2025 as:

e taking a simple approach

e starting small

¢ helping to plan, develop and implement change that can lead to improvement

¢ involving the whole team in redesigning health systems and care processes to
achieve improvements

e engaging teams in a continuous and incremental stream of improvement over time
(Lowitja Institute, 2015 p. 7).

The PDSA is a defined four-stage problem-solving approach (Taylor et al., 2014). The
way in which this was implemented within each individual PHCC is summarised in

Figure 12.
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Any necessary modifications to
increase action success including
timeline changes and implementation
strategies that were identified in the
STUDY phase, were implemented.

.

Data was fed back to PHCC and a
priority for action decided on. An
action plan was developed, and
aim, objectives and outcome
measures were set. Resources

needed for action were identified.

~

-

The action progress was
reviewed to see if the
predefined outcomes had
been met. Enablers and
barriers to implementation
were explored and new

The action was implemented
according to the plan
developed. | continued to offer
support and guidance with the
change process.

strategies discussed.

Figure 12: Plan Do Study Act Cycle

The aim of PAR Cycle Three was to demonstrate how yarning and clinic data could be
used to identify CQI projects for the PHCCs, and facilitate the implementation of the
cycles. The PDSA cycles identified by clinic staff, were implemented iteratively from
November 2022 through to April 2025 with some cycles ongoing after the end of the
research project. The timeframe set for the actions varied across priorities and across
different PHCCs. Consistent with a decolonising approach, staff took ownership of these
timelines, which were subject to change and dependent on other contextual factors within

both the PHCC and the wider community. The findings to date are outlined in Chapter 7.
5.5 Development of the Ageing Well Framework

On completion of the CQI cycle, a final workshop was held at each of the five PHCCs.
The aims of the final workshops were to discuss both the lay version of the findings of
the yarning circles and a summary of the CQI activities that would inform the
development of the Framework. | presented a draft of the lay summary of the findings of
the yarning circles, which was reviewed by PHCC staff, and some minor details and
formatting issues were addressed. | also presented a summary of the priorities identified,
goals set, activities completed and activities still ongoing, or planned, across all the sites.

PHCC staff discussed some of the challenges they had faced undertaking the activities,
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as well as identifying new goals they wanted to continue to work on after the completion
of this research. | laid out a draft proposal for the Ageing Well Framework, and staff
provided input into both the format and content, which was based on findings from the
yarning circles, the clinical audits and the CQI activities. Feedback from all five PHCCs
was used to identify the principles and action strategies that will form the basis of the
Ageing Well Framework. | developed an initial draft that was then reviewed and refined
by other members of HART at a specific workshop. The draft component of the Ageing
Well Framework relating to my PhD (the guiding principles, and strategies and actions)
was then disseminated to the PHCCs for feedback. Once the wider Ageing Well
Framework that includes the toolbox of resources is complete (see Chapter 8 for further
details), it will then be circulated for feedback with other relevant stakeholders such as
the Knowledge Circle, CEQ and council for further review, and amendments will be made

where relevant.

The methods for the four PAR cycles have been described, and the results of these four
cycles are presented in the following three chapters. The following section of this chapter
relates to how | evaluated and ensured the quality of the research, along with ethical

considerations.
5.6 Ensuring the quality of the study

Evaluating and ensuring the quality of research are essential considerations in research
practice. Good quality research is necessary for producing evidence-based practice
(Darawsheh, 2014). Establishing rigour infers that the research was conducted to a high
quality, demonstrating integrity and competence (Baillie, 2015). In qualitative research,
trustworthiness refers to the rigour applied to ensure the reliability and validity of the
research process, and the relevance of the research (Baillie, 2015). Guba and Lincoln
(1982) summarised the four criteria needed to ensure trustworthiness as credibility,
transferability, dependability and confirmability. These are discussed in relation to how |

adhered to them within this research study.
5.6.1 Credibility

A qualitative study is considered credible when it accurately represents human
experiences in a way that those who share them can easily recognise. This means the

findings are logical and reflect methodological accuracy, authenticity and transparency
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(Krefting, 1991; E. Thomas & Magilvy, 2011). Justifying methodological choices further
enhances credibility (Birks, 2014a; Liamputtong, 2013). Birks (2014a) suggested that
without methodological rigour, a study may lose its scientific worth, proposing that there
should be methodological congruence. This congruence is achieved when there is
coherence between a study’s aims and designs, and the researchers’ philosophical
position. In this study, | addressed credibility by (1) applying the most appropriate
methodology—PAR—and the justification for its selection, along with my philosophical
positioning (as discussed in Chapter 3); (2) employing varied techniques and methods for
gathering data—yarning circles, clinical audits and CQI activities—triangulated to
develop the framework; (3) using co-generation and checking data with research team
members, PhD advisors, Knowledge Circle members and PHCC staff; and (4) debriefing
regularly with the Torres Strait Islander research team members and my PhD advisory
panel. Engaging peer debriefers enhances the credibility of a study (Creswell & Miller,
2000). Throughout the research study, regular advisory meetings were held with my
advisory team, who provided guidance on methodological steps and ensured the
analytical processes remained rigorous. My credibility as a researcher in the Torres Strait
was further enhanced by my history of prolonged engagement in the research setting
through my 20-year service delivery in the region and extensive field trips for various

research activities conducted with HART over the previous 10 years.
5.6.2 Transferability

Transferability is the potential for findings to be transferred to another setting (Baillie,
2015; Creswell & Miller 2000; Guba & Lincoln, 1982). One strategy used to establish
transferability is to provide a rich description of the research. I have outlined the conduct
of this study in detail, including the methodology, research design, setting, context,
methods of data collection and analysis, to enable others to assess the transferability of
the findings and relevance to other settings.

5.6.3 Dependability

Dependability relates to the consistency of findings and the demonstration of procedural
logic throughout a research study (Guba & Lincoln, 1982; Birks, 2014a). First, this
research adhered to the philosophical and analytical methodologies proposed. Second, to

further enhance dependability in this research, | kept detailed accounts of the data
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collection and analysis procedures and maintained a robust data management system and
audit trail. Maintaining an audit trail is a technique used for establishing dependability
(Baillie, 2015; Birks, 2014a; Creswell & Miller 2000; Guba & Lincoln, 1982). My audit
trail included a record of the research activities, a record of the rationale for the choices
and decisions made in relation to the research (such as the decision not to repeat a full
HAAT clinical audit—see Chapter 7 for further details), and my field notes, taken with
regard to processes and analytical thinking throughout the study. This audit trail
established that my actions and decisions were reasonable, and that the interpretations
and conclusions were supported by the data (Baillie, 2015; Krefting, 1991). Third, having
Torres Strait Islander research team members involved in the analysis strengthened its
dependability (E. Thomas & Magilvy, 2011).

5.6.4 Confirmability

Confirmability relates to the extent that the findings are derived from that data,
acknowledging that they were shaped by the researcher’s position and influence (Baillie,
2015). It is important that researchers take a self-critical approach to how their own
assumptions, beliefs and biases affect the research and be explicit in their position and
influence (Baillie, 2015; E. Thomas & Magilvy, 2011). | addressed confirmability in two
ways: by providing my standpoint statement and in my description of practicing

reflexivity, which were described in Chapter 2.
5.7 Ethical considerations

5.7.1 Ethical approvals

Ethical approvals for this study were obtained from the Far North Queensland Human
Research Ethics Committee (FNQHREC) (HREC/2020/QCH/59342 — 1406) and the
James Cook University Human Research Ethics Committee (H8063). Approval was
granted from 20 February 2020 until 20 February 2025. Amendments were made to
extend the approval period up until 30 December 2025. All approval letters are included

in Appendix L.
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5.7.2 Site-specific assessment approval

This research involved the TCHHS (Queensland Government) as a research site.
Research governance approval was received from the TCHHS (SSA/2021/FNQ/59342;
Appendix M).

5.7.3 Public Health Act approval

To access the TCHHS Best Practice patient records, a waiver of consent was approved as
part of the FNQHREC application. Further to this, approval to access patient health
information from Best Practice was required from the Queensland Government under the
Queensland Government Public Health Act 2005 (PHA). PHA approval was obtained and
is included in Appendix J.

5.7.4 Access to the communities—council approvals

There are three councils within the Torres Strait and Northern Peninsula Region that
represent the communities involved in this research. Torres Shire Council (TSC)
represents Ngurupai Island, the Northen Peninsula Area Regional Council (NPARC)
represents the five communities of the NPA, and the Torres Strait Island Regional Council
(TSIRC) represents the communities of Warraber Island, Wug on Moa Island and Kirriri
Island. To enter the communities that sat under TSIRC management, an application must
be made to the council for every visit. On arrival, visitors must sign in to the council
office and follow local procedures. On all visits to these communities, applications to
enter the community were made and approvals from the councillors obtained. Local

procedures were followed.
5.8 Ethical practice

In addition to the six core values of the Ethical Conduct in Research With Aboriginal and
Torres Strait Islander Peoples and Communities: Guidelines for Researchers and
Stakeholders (NHMRC, 2018a) described in Section 4.4 (Indigenous research principles),
this study was also informed by, and adhered to, the key values and principles of good
ethical practice outlined in the 2023 National Statement on Ethical Conduct in Human
Research (National Health and Medical Research Council, Australian Research Council
& Universities Australia, 2023). These principles are research merit and integrity, justice,
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beneficence and respect. These principles were adhered to, along with Indigenous

research principles, in the following ways.
5.8.1 Value, relevance and appropriateness

This research responded to a community request to consider how Aboriginal and Torres
Strait Islander Peoples living in the Torres Strait and NPA could age well. The methods
used in this research were appropriate for use in answering the research questions, and
for conducting research with Aboriginal and Torres Strait Islander Peoples. The
translational nature of this research facilitates direct improvements in health service
delivery at the participating PHCCs, and the final framework can inform practice and
policy both locally and nationally.

5.8.2 Voluntary participation

Information about the research study was distributed through various means within the
community, as described earlier in this chapter. This information provided details of
when, and where, the yarning circles were going to be held. Participation was voluntary,
and co-researchers arrived at the yarns if they wanted to take part. The co-researchers
could leave after the social yarn if they wished, or at any time during the yarning circles
without providing a reason. During CQI activities, attendance was voluntary, and PHCC
staff were informed that they could leave at any time during the workshops without

reason.
5.8.3 Informed consent

All co-researchers involved in the yarning circles were provided with Participant
Information Sheets. As outlined earlier in this chapter, adequate time was provided for
the Torres Strait Islander team members to explain the study verbally, and where needed,
in Torres Strait Creole, and to answer the co-researchers’ questions. All co-researchers
provided written consent prior to commencing the research component of the yarning

circles.
5.8.4 Privacy and confidentiality

Permission was sought for each yarning circle to be recorded via a digital recording

device. The data collected were transferred onto an electronic file, and the audio tapes
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were deleted. All data were de-identified. For the reporting of the yarning circles’
findings, the data were presented from a community perspective, and each community
was de-identified at the level of reporting qualitative quotes. For the quantitative data
presented, no identifying information was included. | assured the co-researchers that

anonymity would be maintained in any conference papers or publications.

All data generated in this research were stored securely in a password-protected electronic
file within JCU’s online cloud storage. Paper-based data were stored in a locked filing
cabinet in a locked JCU office. Access to all the data collected in this research was
restricted to authorised study personnel only. Data will be retained for five years after
completion of the study, then destroyed as per the ethics requirements.

5.8.5 Respect and reciprocity

Respect is a core ethical consideration that underpins Indigenous research principles.
There were occasions during the research when the CQI activities seemed to be stalling,
but | had to acknowledge and accept that individuals both in the PHCCs and the
communities had more pressing priorities than this research. On these occasions, it was
important that | stepped back and allowed the co-researchers to set the pace. This meant
that some data collection field trips focused more on relationship strengthening—catching
up with relevant stakeholders, participating in local events and just spending time in the

community, all equally important activities.

In this research, | respected Indigenous ways of knowing, doing and being. My Torres
Strait Islander research colleagues were involved in all aspects of this research, and |
recognise that they made a significant contribution to the research. Torres Strait Islander
worldviews were preserved in the co-constructed yarning circle findings. The knowledge
gained through the yarning circles remains the knowledge of the co-researchers. The co-
researchers gave permission for those findings to be included in this PhD thesis, written
for an academic publication and shared back to communities more broadly across the
region in a lay summary version. The Knowledge Circle endorsed these findings being
made into an animated YouTube video. The sharing of knowledge is a form of reciprocity,
and I, along with my HART colleagues, will continue to provide the results to individuals,
organisations and communities in an ongoing process, as we continue to work clinically

and with new research projects in the Torres Strait and NPA.
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Knowing that the sharing of food is central to Torres Strait culture, it was important that
we always provided lunch or morning/afternoon tea at all the yarning circles and CQI
activities at the PHCCs. This included sharing our home-made cakes (see Quigley et al.,
2021 in Appendix A for the relevance of home-made cakes). In addition to sharing food,
the yarning circle co-researchers received a $20 voucher for the local store as a small
token of appreciation for their time, knowledge and expertise shared. The Knowledge

Circle members received a $50 voucher for every meeting they attended.
5.8.6 Adverse consequences and risks from harm

During the yarning circles, | considered the wellbeing of the co-researchers. |
acknowledged that the sharing of experiences associated with health and wellbeing, and
reflecting on the impacts of colonisation and traumatic events could be emotional or
distressing for the co-researchers. In one yarn, when the co-researchers yarned about
mental health and domestic violence, | checked whether the co-researchers wished to
continue and discussed options for support through the health service if required.

5.9 Chapter summary

In this chapter, | have described yarning circles, clinical audits and CQI activities, the
methods used for this research, and the method employed for the development of the
Ageing Well Framework. | have outlined the constructs of trustworthiness—credibility,
dependability, confirmability and transferability—and have discussed how | applied them
in this research. | have provided details of ethical and governance approvals and have
defined how ethical values and Indigenous research principles were addressed in the

research. In the chapter that follows, I present the findings from the yarning circles.
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Chapter 6: Findings of the yarning circles—Ageing well is
following in the footsteps that went before us

Chapter 6: Findings of the
yarning circles

¥

6.1 Chapter outline

The method used for the qualitative data collection—yarning circles, the first PAR
cycle—was described in the previous chapter. | also explained how the data were
analysed and presented using the metaphor of a wongai tree. In this chapter, | present the
themes generated from the thematic analysis of the yarning circles, and in doing so,
address the research question: What does ageing well mean to Aboriginal and Torres

Strait Islander Peoples living in the Torres Strait and Northern Peninsula Area?

Ageing well, as expressed by the co-researchers, is represented overall by the life and
structure of a wongai tree. Each theme generated relates to an area of the tree that best
described the interpretation of the findings. These thematic dimensions are represented
as (1) living a Torres Strait Islander way of life: the roots, (2) practicing Torres Strait
Islander identity: the trunk, (3) living a healthy lifestyle: the branches, (4) displaying
strong leadership and role models: the leaves, (5) passing on knowledge, tradition and

cultural practices: the fruit, (6) experiencing adversity: damaging events and (7)
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demonstrating strong sustained life: regrowth. Representative quotes were selected to
illustrate these themes. The quotes are labelled with codes to indicate which community

(C, 1to 6) and yarning circle (YC, 1 or 2) within that community provided the quote.

6.2 Living a Torres Strait Islander way of life: The roots

The Torres Strait Islander way of life laid the roots for a healthy life, and in turn, healthy
ageing. The co-researchers described how connections to their Island Home, family,
friends and community, as well as the interactions and support arising from those
relationships kept them strong and therefore supported ageing well. Those networks
spread out extensively like the roots of the wongai tree, and like the wongai tree roots,
supported all that grew above them. The roots of the wongai tree are also responsible for
absorbing the water and nutrients required for the growth of the tree, just as the
connections and relationships formed through the Torres Strait Islander way of life foster

wellbeing and health for the co-researchers.

A deep connection to the co-researchers’ roots—their Island Home—uwas explicit from
all the participating communities. Being on traditional lands and in island community
contributed to their overall health and wellbeing, ‘Having a beach day, the beautiful view,
the land, and the sea means so much to our health up here. We’ve always got that place
where we go’ (C3Y1). The co-researchers wanted to grow old in their community, and
stay in their homes and on their traditional land, ‘I would rather stay here and get older’

(C5Y1). There was a desire to access health care and aged care services locally and not
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have to move ‘off island” to go into aged care, “‘We want to stay here [...] This is our
home; we don’t want to leave our home [to go into a RACF off island]’ (C4Y2). If the
co-researchers did have to go off island, they described a perceivable decline in their
health and wellbeing, “My blood pressure when | was staying down south was 160 or
whatever, it was really high! Came back home and its just 80, 80s, makes a big difference’
(C3Y1). For those off island, a strong yearning to return home was evident, ‘when they
go in there [RACF off island], they desire for come home. My mother-in-law is at

[hospital on the mainland] at the moment and all she wants to do is come home” (C3Y1).

Connections to family as part of the Torres Strait Islander way of life were central and
promoted ageing well. Being with family was a great source of joy that kept people strong
and happy, ‘Ageing well, it’s very simple, in my life experience, it’s [being with] my
family’ (C6Y1). Grandchildren in particular afforded older people with the motivation to
keep going and provided them with a purpose in life, often through the responsibilities
and structure needed to raise them. Grandchildren kept the older person active and on
their feet:

[1] like to look at my grandkids and great grandkids. I’m happy with them. Looking at
them as they are growing up and I’m growing old, they still make me happy. | get some

energy from them; | am feeling good about them. (C5Y1)

In return, grandchildren provided unconditional love. They provided acceptance when
some of the older co-researchers felt less valued, ‘the thing about grandchildren is they
have that unconditional love that their parents have forgotten’ (C1Y1). Older co-
researchers appreciated the support shown to them from their children and grandchildren,
and assistance also was provided to the carers of the older adults, ‘1 moved to come back,
because the support was here amongst families [to help with caring responsibilities]
(C2Y2).

Connections to the wider community as part of the Torres Strait Islander way of life were
also discussed as promoting ageing well. Connections to, and contributing to, the wider
community kept the co-researchers grounded, gave them a sense of purpose, were a

source of joy and provided co-researchers with feelings of belonging:
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They [older adults] actively engage, they actively laugh, they actively socialise, and
that’s how | want to be when | get to their age, still a part of the community, still pulling

my weight and making sure that community has a function. (C1Y1)

Community was also a great source of support, both practically, “we still come together
as a community and help each other out when need be and share things together’ (C2Y1),
and emotionally. One co-researcher shared, ‘We sit and talk [...] If | feel down, I talk to

my cousin. And other people come to me, and we can talk about it’ (C4Y2).

Being part of a community provided co-researchers with opportunities to socialise and do
the things that made them happy, ‘The best night we had at the council break-up, council
meeting, is when we had everyone out on the floor for dance’ (C1Y2). That social
connection was seen as an important factor that supported holistic wellbeing. It provided
opportunities to yarn and laugh, ‘when you go out and have a yarn, a laugh, and forget
those worries, it’s like a battery charger, they’re re-charging your batteries each time
when you meet up with one another’ (C2Y2). Social interactions also provided
opportunities for both physical and mental stimulation, ‘I like to come here [day respite]
and enjoy myself, talking to other clients, doing activities with our hands and feet. Moving
and my brain’s, like my mind’s thinking. It’s a good thing we have’ (C5Y1). Generally,
the co-researchers looked forward to growing old with their family and friends by their
side and participating together in the things they enjoyed. ‘I like to grow older, and I like
to come here [HACC day respite centre] with the other elderly people [...] where we can

sit and have fun with other clients in here and do activities’ (C5Y1).

Being able to meet community obligations to support older adults to stay in the
community was important to the co-researchers. This collective intergenerational
responsibility to care for community members as they aged meant that the knowledge and
wisdom held by them was retained in the community, and provided support and positive
influence for the younger generations following. The co-researchers described how it was
a community responsibility to care for their Elders, and if an older person had to move
away, that took away the opportunity for the community to fulfil their responsibilities. By
leaving the island, the community did not get chance to practice their cultural obligations
and community cohesiveness was disrupted, ‘if we could have a facility where we care
for our own people, our Elders. We have carers here, but it would be good to have a
facility where the community can look after everybody, all the Elders’ (C3Y1).
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Connections to Island Home, community, friends, and family, and the relationships
formed by those connections, were fundamental to the Torres Strait Islander way of life.
Those connections and relationships may not always be apparent, just as roots of a tree
are not always visible, but these connections ran deep and extensively. Similar to the roots
of the wongai tree, the connections were strong and intertwined, providing the strength

for all that grew above.

6.3 Practicing Torres Strait Islander identity: The trunk

Torres Strait Islander identity, practiced through cultural activities and traditions,
provided strength and wellbeing through the continuum of life, and consequently
supported ageing well. This theme is symbolised by the trunk of the tree rising up from
the ground. As the wongai tree grows, it has a direction and takes on its shape, just as the
identity of being a Torres Strait Islander is shaped through practicing tradition and culture,
enabling growth, strength and resilience. The trunk of the tree must be strong to combat
the harsh sea winds, to be resilient against disease and to have longevity, and, similarly,
traditions and culture need to remain strong for the co-researchers to age well. Where
cultural traditions were lost, the integrity of identity was weakened, and the co-
researchers described a loss of direction, symbolic of the growth of the tree being
inhibited:
[Some of the younger generation] they have no plan, they have no direction, they have

no understanding, and they don’t know who we are. They can say ‘I am a Torres Strait
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Islander’, or they can say ‘I am an Aboriginal’ but that is as far as it goes with them.
They just say, ‘I’m that’. They don’t understand the depths of where we come from,
who we are, what kind of people, what have our ancestors done, prior to where we are
today, how did they live then. (C6Y1)

Cultural traditions remained strong for many, however, and the co-researchers explained
how participation in cultural events such as island dancing, feasting and craft activities
facilitated growth, often through the opportunities to gain traditional knowledge, and this
contributed to ageing well, ‘Every time there was a feasting in our [community]—Ilike a

gathering or a cultural activity—I’m always there, learning knowledge’ (C1Y1).

Cultural practices also contributed to strengthening the social and emotional wellbeing of
individuals. Such practices, such as hunting, feasting and conducting Sorry Business,
were associated with respect and values. The co-researchers described how community
and family functioned through a cultural hierarchal structure in which everyone knew
what their role and responsibilities were, both within the family and within the

community:

What does it look like to be ageing well? This is it here. The cultural practices come
with respect, acknowledgement, two ways, and contributes to the social and emotional
wellbeing for individuals, families and communities, the structures. When | say cultural
hierarchal structure I mean within the community, within the family, it comes down, so
there are all those different tiers [...]. In that [cultural hierarchical] structure there is
that acknowledgement of the processes, the wisdom and knowledge that comes with

ageing and all that stuff. That is good ageing. (C6Y1)

Several co-researchers gave examples of how traditional cultural practices promoted
physical activity, healthy eating and social interaction, while providing for the needs of
the community as a whole. One such example was traditional hunting, where hunters
would fish and share the food with the community. One co-researcher explained that this
sharing of food meant that everyone was able to eat, the community came together to
share food and because the food was shared by many, the portions were healthy sizes,
‘the intake becomes portioned [...] small portion’ (C6Y1), and the hunter would have

participated in physical activity.

As the sap of the wongai tree travels up and down through the trunk carrying nutrients to

enable growth, it passes through the old and up to the new. This process continues
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throughout the life of the tree. However, some co-researchers lamented that, in a modern
society, Western societal demands (the business of living) had taken precedence, and so

no time was left for traditional, cultural activities:

So, it is my responsibility to teach [name]’s son how to hunt and do certain things as
the uncle or whatnot. But today | am too busy, sorry, | can’t teach your son because |
have to work in order to provide an income for me and my wife and our family. Time
is taken out. (C6Y1)

Despite the influences of Western society, the co-researchers reflected on how important
it was for cultural traditions to continue to be practiced and integrated into modern culture

to “find a balance’ (C6Y1) and to ensure continuity.

Each year that passes adds more height and width to the wongai tree trunk, but it is the
base of the trunk, the oldest part from years gone by, that is the broadest and the strongest.
This is symbolic of how co-researchers saw the traditional lifestyle of ‘days gone by’.
The way of living from the ‘olden days’ was seen as one of strength and good health. The
co-researchers reminisced about the way in which the traditional ways of living promoted
good ageing, ‘In the olden days there were no diabetics, no high blood pressure because
of the way of living, the way they ate and everything, walking’ (C5Y1). The co-researchers
talked about how it was a much simpler life, but often a harder life, for the older

generations, and their parents and grandparents:

We lived the hard life. Life is very easy today and at your fingertips. Before people
grew up with a very hard life, they had to get our food and the fuel to cook it. Now it’s
just walk in a switch on the switch to get the light on, the food already [prepared] to
eat. (C5Y1)

The co-researchers reflected on how ‘back in the day’, people were less materialistic and
only obtained things if they were really needed, rather than in today’s society when often
life is about keeping up with the trends and acquiring the latest gadgets. For many, those
traditional ways of life were more about survival compared with a modern society, where

life is easier and everything is available at the touch of a button:

The statuses that existed in those communities before time. You had your hunters; you
had your gatherers. You had your old people. Your old men would be doing their stuff.

The old women would be doing their stuff in regard to perhaps providing care for the
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young while the mothers would be out doing other things. So, we’re going back to that
age lifestyle [...] Every minute of sunlight meant something. It meant survival [...] Not

today. We press the button and it’s there. Too much sitting on your backsides. (C1Y1)

The co-researchers described the physicality of everyday life in the past. People would
do a lot of hard physical work in their everyday tasks. This included activities such as
going out to collect firewood for lighting and cooking, managing their gardens, carrying
water from wells, going out hunting and gathering food, and rowing boats when out
fishing or for transportation. These activities kept them fit and healthy and contributed to
their longevity, ‘I didn’t buy her coconut cans from the shop. | scraped, | cleaned and
scraped coconuts. [...] It’s only that little bit hard work but guess what you benefit from

it? I’ve got muscles I never knew existed from scraping’ (C1Y1).

The co-researchers also described how routines in the past differed from those in today’s
life. In earlier times, people would ‘do their thing all day and then 6 [pm] at night they
have their tea and then go to bed’ after an active day. There was no time for frivolous
things, ‘you’re on the Facebook or watching movie’, since they needed to use all daylight
hours productively to survive. (C6Y1)

Eating traditional food and traditional ways of sourcing food were seen as significant
factors that contributed to ageing well, and were described as being of importance in the

past:

I remember as a kid my parents we would always live off garden food back in the days.
| see my grandfather living with us and he had a good age. We never had dementia
back then. Like now we have the cancer and chronic conditions, and more people are

dying in the past few years from cancer. (C6Y1)

Most people would garden and eat the food that they grew. That type of food was
considered healthier, more satisfying and less expensive than the processed store-bought
food used now, ‘The food that we have been grown up with, would keep us healthy. People
used to have gardens of their own with banana, cassava, sweet potato, pumpkin, and
watermelon’ (C5Y1), and ‘our grandparents didn’t believe in white people food, they just
ate garden food’ (C2Y1). The majority of the diet comprised food that was grown or
hunted, with very little being purchased from the store, ‘Back in the old days, traditional
food, it was grown, caught, whereas now, all these processed foods’ (C1Y2), and
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‘Everything was out the garden, lots of fruit trees, five corners, wongai. We didn’t have
ashop’ (C3Y1).

The traditional way of life was seen to facilitate healthy longevity, through both a better
diet and more physical activity, with the co-researchers describing how their ancestors

lived longer lives:

My grandmother, she passed away when she was 93, to go as far as 93, she was very
blessed with her life, and just looking back to what she was doing as a young person.
There was a lot of physical activities, eating from the garden, diet. | think that’s what

brought her to that age, that ripe full age, she was. (C6Y1)

This longevity was achieved despite the absence of medical services and health centres,
‘They passed on when they were old. There were no medical services at that time. No
health centres and that.” (C5Y1).

The co-researchers also described how life was more cognitively challenging in the past,
‘there was no easy solution to anything you had to work it out for yourself [...] as Elders
are not going to solve the problem for you’ (C6Y1). Consequently, these problem-solving
skills helped developed resilience, which was seen by some as missing in the younger
generation, ‘they start being disconnected with the real world and life experience’
(C6Y1). This younger generation was seen to be lacking the skills needed for a long and
healthy life.

Learning important values, including respect, was central to traditional ways of life in
Torres Strait Islanders. The co-researchers reflected on times when it had been the norm

for families to sit together and yarn with grandparents, learning values and morals:

When | was young and small, we would always go to our grandparents’ place and they
would yarn stories and there was a moral to them stories, you know if you switch on,

that comes into play when you are older. (C6Y1)

For some co-researchers, there was a belief that the values they learnt as children
contributed to good health in their older years. ‘Back in the day’, there was a perception
that discipline was stronger, ‘you did something wrong you got disciplined’ (C1Y1), and
consequently, children tended to respect their parents more than they did in today’s

society.
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Ageing well was described as following the ways of your predecessors, ‘If we want to
age healthily, we’ve got to start doing—follow our footsteps from before us especially if
we want to stay strong and not fall by the way’ (C1Y1). The traditional way of life of
living off the island, interacting with community, practicing cultural activities and
maintaining values kept people strong and enabled them to live long lives free from
chronic disease. In “days gone by’, the cultural practices and traditional ways of living
promoted self-sufficiency, along with designated roles and responsibilities that fostered

respect, and these contributed to good health.

6.4 Living a healthy lifestyle: The branches

A healthy lifestyle, which included physical, mental, cultural and spiritual domains, was
critical to ageing well. All aspects were connected, and if any one of those was lacking,
it affected the health of a person. To age well required a balance across the domains and
a holistic approach. A healthy lifestyle for the co-researchers is symbolised by the
branches of the wongai tree. Branches grow in all directions and are different sizes, but
they must be balanced—they do not all grow from one side of the tree. If branches are
missing, the tree becomes unstable and more susceptible to adverse forces:

[Ageing well] It’s holistic. It’s the whole thing—culture, | guess, whether it’s spiritual,
healthy eating, also wellbeing, individual wellbeing, psychological, but also socially
as well, social with people. Interactions. Having everything, they all intertwine and
makes a person. If one is out of balance the rest are unbalanced. For a healthy person

I think everything needs to be all equal and level. (C6Y1)
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The co-researchers across different communities reflected on aspects of life that

contributed to ageing well and how these aspects were connected:

If I were to age well, I’d be connecting to the environment [...] Your body, mind, soul,
and spirit connect to the environment around you. For me, to age well, I would be doing
that, and family, ties with your families, emotional and all these kinda [sic] things,

social and emotional. (C6Y1)

Although living a healthy lifestyle was seen as a holistic concept, the co-researchers
singled out specific elements of importance that influenced ageing: mental health,
physical activity and diet. These are represented as balanced branches of the wongai tree.

6.4.1 Mental health as a branch

The co-researchers explained that having strong mental health was important to their
overall health, supporting longevity and QoL, ‘I think the mental side of it is really
powerful, it drives a person. So, to be healthy I guess is to look after your mental
wellbeing” (C6Y1). Several co-researchers emphasised how good mental health can
influence good physical health, and for some, having positive social and emotional
wellbeing affected how they felt in all aspects of life, “If their mind frame is right, they
are happy with their health, happy with their income, happy with their whatever, they
have good family connection, good spiritual connection, good cultural connections’
(C6Y1).

However, some co-researchers expressed concern about the mental health issues that were
ongoing in their communities, and how these issues were affecting people’s wellbeing.

One male co-researcher explained:

When you lose an immediate family member, one or two family members, it’s that
ability to hold that grief internally, because a lot of Torres Strait Islander men [...]
absorb a lot of that stress [...] when they lose a loved one, so we don’t talk about, we
don’t sit down with people and say ‘you know I still miss ... We walk around
harnessing all that and what it does, is builds up that mental stress in our lives, we’re
not aware of what we’re doing internally, until something happens then externally
someone sees that [...] he just got upset with someone because [...] but they don’t know

the build-up. When you go to someone and say, ‘how are you?’, their response will be
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‘I’m OK’, but that’s just that external side that they want you to see but internally they

are battling issues in their lives. We all are. (C3Y1)

It was recognised that support was crucial for those with mental health concerns, ‘[mental
health] services need to be more active over here. Have counsellors come over here and
just to make sure that there is no, you know, knowing that there is help out there’ (C2Y?2).
The co-researchers highlighted the importance of discussing the significance of mental
health with friends and family, as well as being open about any issues being faced:

If we have a problem we share. If we have a hard time with our husband like, boyfriend,
then we share. We share, she can share. You can work out how you going to change
this [...] Going through domestic violence for me, | went really down, it was hard, but
thank God for my sista [sic] there. We would talk together. Mentally for me was, | was
depressed. (C4Y2)

Strength was gained from sharing problems, and for many, family did provide support
and checked on each other’s mental wellbeing, ‘If my sister text me and she is not feeling
well then, 1 go over and see her, or I ring her, or pass messages to check she is doing OK’
(C4Y?2). For many co-researchers, their faith and church played an important role in
providing support, ‘Just having a pastor. The church leaders giving encouragement if you
are feeling down’ (C4Y2). For other co-researchers, formal services had been beneficial,
‘The [Social and Emotional Wellbeing Officer] showed me some apps where | could go
on and do stuff for myself for mental health, like meditation and all of that. It was really
good’ (C3Y1).

6.4.2 Physical activity as a branch

Another lifestyle factor that was singled out as having a significant influence on ageing
was physical activity. Some communities discussed how active their communities were,
‘I think that the community is very physical, they do a lot of activities outdoors’ (C3Y1),
and how some communities had organised sporting activities such as darts, AFL, rugby,
Zumba and island dancing, which encouraged community members to exercise, ‘when
the football girls do their exercise, the community joins in too’ (C3Y1). Some
communities employed a Healthy Lifestyle Officer (HLO) to promote activities, ‘The
HLO tried to bring the ladies in to go for a walk around the island’ (C4Y2), and ‘they
have organised circuit training after hours’ (C3Y1). However, others appreciated how
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the natural environment of their island communities was an ideal place for exercise, ‘The
gym is the hill, the beach, the reef, the creek’ (C3Y1), and they did not need to rely on
formal venues or planned activities. Other less formal activity came from the incidental

exercise associated with daily chores and being active in the garden and community.

The older generations were seen as good examples of remaining active and how that
helped with ageing, ‘There are those elders who were up at dawn chucking line off the
reef here to catch fish for their children. So, these elders here they’re going to be around

for a lot longer. Why?—because they are still physically active’ (C1Y1).

The co-researchers described how the older generation “are still very active’ (C1Y2),
continuing to do outdoor physical activities such as fishing, walking to the shops to do
their shopping and often carrying back the groceries, staying active looking after
grandchildren, keeping involved in community activities, attending HACC and staying

engaged in cultural practices, and this is what ‘gives them a long life’ (C1Y2).

Conversely, it was noted that the younger generation were generally less active and seen
outdoors less frequently, ‘I don’t see them [children] outside playing sport’ (C5Y1). Some
community members were trying to instil into the younger generation that exercise is
healthy, ‘I try put it on my kids to keep that [active] lifestyle but some of them have their
own lifestyle now today’ (C1Y2), and attempting to facilitate their ageing trajectory by

getting them involved in sporting activities:

I’ve been able to support young people by taking them to sporting venues, getting them
away from the island, and trying to get them included in all sport, all things that are

positive for building healthy bodies, creating active outgoing minds. (C1Y1)
6.4.3 Diet as a branch

Diet was singled out and discussed extensively across all communities as a lifestyle factor
that influenced health, consequently influencing how one aged, ‘The way we eat affects
the ageing’ (C4Y2). The co-researchers discussed how a diet rich in fruit and vegetables,
and fresh fish, as well as portion control, was considered healthier and ultimately
contributed to longevity. Many co-researchers reflected on the change in dietary habits
from a more traditional diet that promoted health and ageing well to one that was less
healthy:
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Many things, [were eaten] like sweet potato, pumpkin, watermelon, corn, cassava,
beans, tomato. At the moment people stop making gardens. In our time we live on
gardens, live on sea. Everything was fresh. Fresh food, fresh fish, fresh gardening. We
would eat a lot of coconut, no soft drink, just coconut water. This day if you feel thirsty

you get a can of coke. (C4Y1)

The co-researchers acknowledged that today’s diet contains more processed items and
that ‘they didn’t have the sugary content that we have today. They had sugar cane which
was natural’ (C3Y1). This is leading to a rise in chronic health conditions, ‘I think it’s
got a lot to do with diet too because of all the processed food now that’s on the market’
(C6Y1). Many co-researchers understood that a modern diet was contributing to ill health

at a younger age:

The diet for me, we liked eating food from the ground. You can’t go wrong. Our
grandmother and mum do our own gardening. What | say to my kids, ‘I didn’t have
diabetes when | was young, but now you guys are younger than me and youse [sic] are

diabetics, see, it’s what you eat.” It’s wrong. (C4Y2)

Cooking methods have also changed, with more fried food eaten today than previously,
‘[back in the day] when you cook it, you either roast it or boil it. There was no oil
available’ (C6Y1).

It was noted that people are not gardening as often now, ‘Now-a-days you don’t get many
people doing gardening and stuff, to get fresh kai kai [food]’ (C4Y1). The co-researchers
shared that people were less inclined to grow their own food, or to go out fishing or into
the bush to hunt, since it was easier and more convenient to buy it from the store,

‘Probably people get lazy. They would rather buy than grow” (C5Y1).

There was a perception from many co-researchers that the younger generation did not
have knowledge about growing or cooking their own food, and that their habits had
changed, ‘They [younger generation] need to know how to cook and grow their food’
(C1Y2), and “With the kids, through teaching and learning about how things were used
to be done, we need to teach them about growing food traditionally and trying to get them
off all the fast food” (C1Y2). The co-researchers spoke about their desire for education on
healthy food options, ‘it’s stuff that we don't know’ (C2Y2), and needing more

information about how to cook healthily with the food that was available to them.
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The co-researchers described the challenges associated with sourcing fresh food on their
island communities, including availability and cost, which influenced the choices they
made. They noted that the cost of food, especially fruit and vegetables, was high, which
made it a less appealing choice and could make healthy eating prohibitive, ‘When you go
the IBIS shop the diet food is more expensive than white food, so we have no choice, we
have to buy that because the proper food is so expensive to us’ (C4Y?2). In addition to this
was the need to feed large families. In these situations, food had to go a long way, so it
was often nutrient-poor, filling food that was served so that it could feed many, rather

than considering more expensive healthier options:

The majority of the family here are big family, so that's when the rice and the flour
come in, to fry scones to make sure that everyone’s fed. The damper, damper is one of
our main diets, but you know what that has in, and that's pretty much killing our people
right there. (C2Y2)

Food security was also seen as an issue. The availability of staples was sometimes
dependent on the supplies coming up from the mainland, and it was considered sensible
not to rely solely on a supermarket that may face supply issues, ‘Sometimes in Torres
Strait, we run out of flour and things like that. Some things from the shop, the boat doesn’t
run’ (C5Y1). However, the co-researchers saw the return to home-produced food as a

means to both address food security and produce healthier products:

Don’t move away from the gardening because one day those boats won’t come.
So, food security is an issue for healthy ageing and it’s not about buying it from
the shop, it’s about getting actively involved [...] and get that back. (C1Y1)

The branches of the wongai tree provide strength and support the canopy of leaves and
fruit, as well as providing a storage area for the nutrients that are required to help the tree
grow and promote a healthy metabolism. Similarly, the lifestyle factors described
influenced the ability to age well. Where mental health, physical activity and diet were
all in balance, health and ageing well flourished. When any one of those factors were
negatively affected, health and ageing well were hindered. All aspects of a healthy
lifestyle are vital to maintain health, just as all branches are needed to contribute to the

tree’s health.
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6.5 Displaying strong leadership and role models: The leaves

Strong leadership and role models within the community facilitate ageing well. This is
symbolised by the leaves of the wongai tree. The function of leaves is to produce
nourishment for the tree through photosynthesis. Similarly, strong leadership provides
sustenance to the community. The leaves of the wongai tree are evergreen, but at times,
die as a result of disease or ageing, and fall to the ground. Where leaves fall, they are
recycled into organic material at the base of the tree, producing nutrients that are absorbed
into the soil to enable stronger growth. Symbolically, like the leaves of the tree, when
leaders pass, their strength is passed on (recycled) to enrich new growth within the
community. When old leaves die, new leaves grow and take their place, because without
leaves, the tree will not survive. This process was reflected in the co-researchers’
description of what community leadership meant for ageing well. Leadership within the
community played an important role in setting a moral compass and providing structure.
Where there was a lack of a generation of leadership (fallen leaves), that structure failed;
however, as a new generation of leaders emerged (new leaves), new strength and renewed
sustenance was brought to the community. The canopy of leaves also acts an umbrella of
shade for all those underneath. Similarly, leaders provided protection to their community
by acting as strong role models for those below them, especially with regard to ageing
well:
We have to lead by example. I’m approaching my Eldership now, but we have to lead

by example, and we have to lead in such a way that if they [the younger generation]

see us healthy then they will be healthy. If they see us make the change, they will make
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the change whether it’s culture, whether it’s education, whether it’s picking up

something and helping others. (C1Y1)

The co-researchers reflected that people in leadership roles were able to facilitate change
within the community. At community events, they were well placed to give advice,
‘people would look to [them] and they’d give the advice, and everyone would follow in a

sense, they were overseers’ (C3Y1).

The co-researchers described how leaders were positioned to set good examples, pass on
knowledge and cultural practices, and provide mentorship. However, they reflected on
times when there was nobody to take on those leadership roles. This led to the demise of

cultural practices and a decrease in knowledge being passed on to the next generation:

What we found out with the leadership of the community, is that those guys that are in
their fifties going up to sixties now, there was an age group there that was missing, we
used to learn from all them grandfathers, all them Athes [grandfathers], so when this
age group started to go missing, the ones that should have been the next in line to be
the teachers and those guys to hand down that knowledge and information to the next
generation, because we were watching them, not knowing that there was a generation
behind us watching us, so when that generation wasn’t doing their leadership role in
the community, then there was a disconnection, there was no-one to stand up and advise

culturally, spiritually, there wasn’t that advice there. (C3Y1)

It was acknowledged that the community needed strong leadership to provide a structure
within community and act as positive role models, ‘it’s that self-supportive system where
everyone plays their role within, whether it’s feasting, funeral, everybody knows the role
of leadership’ (C3Y1). The co-researchers described a good role model as someone who
set a good example to other community members and were instrumental in passing on
knowledge and culture. They did not necessarily have to be an Elder, but needed to have
a good moral compass:

We have a garden club. So, we go round to people’s homes and if they want to dig up
and plant cassava or anything [they do the gardening]. All ages [involved]. Our
president and vice president, they’re all young boys, twenties, thirties. They’re loving

it! And at that [young] age, good role models. (C3Y1)
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The importance of respect and other values were also associated with leadership. It was
through cultural practices that values, including respect, within the community were
demonstrated. An older co-researcher described the way she was shown respect in her

community:

If I go out anywhere, where 1I’m invited, where we share food, they tell the young ones,
‘Stand back there’ let us have the food first, a lot of respect. All the young boys and
girls from the community, if they see old person, they help them. Make them stand back
and let all the old ladies, all the Elders there, before they themselves get the food.
(C5Y1)

The co-researchers described how in ‘days gone by’, there was an expectation that you
listened, and paid respect, to the older adults in the community, ‘It’s respect for your old
people and | say this because | come from a background where we always respect Elders’
(C2Y2). It was expected that the younger generation listened to their parents and Elders,
learning from their knowledge and wisdom, and following their examples. From this, you
were able to learn good morals and values. If you did not listen to your Elders, there were

consequences to that, as well as punishment:

In the old days, in our times, if you don’t listen [to your Elders] you get belting from
our parents. We got used to that system where your parents gave you a belting. They

growl us. Tell us to get out. That’s what happened in that generation. (C4Y1)

The older co-researchers appreciated and valued respect being shown to them, and felt
that it contributed to their overall wellbeing when ageing, ‘[being an older person] all of
them nephews they listen to me when | ask them to do some things for me, so [ageing well]

can be done if we have respect’ (C2Y1).

Upholding the values they learnt as children kept the older co-researchers strong, ‘The
men, the women, they know how the teaching and them values that have now been when
they were brought up, they keep those values today and that’s a big contribution to their
health’ (C3Y1). However, some co-researchers felt that the younger generation had lost
that respect for their Elders, “The respect is gone [from the younger generation]” (C6Y1),
and many were struggling to reinforce those values and manners with the younger
generation, ‘In our time we listened to what our parents were telling us, and we learnt

from it, from the mistakes we made. But the younger ones, they think they know it’ (C4Y2).
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Many co-researchers perceived that the lack of respect displayed by the younger
generation was leading to behavioural issues, ‘We didn’t have the problems with, you
know we can’t control our children today because they won’t listen, whereas values then

[were stronger]’ (C3Y1).

Many co-researchers described how the reduction in cultural activities has added to the
loss of values among the younger generation, because being taught about traditional
practices also included being taught about the importance of respect for Elders, as this

young adult co-researcher explained:

Me and my younger brother when we were 16, 17, we didn’t drink alcohol like
nowadays they smoke, they drink. Like after school we always go walking on the reefs,
gather fish, mud crabs, all of that and take it home to my Elders. Just seeing that now
like the communities are dropping, like losing the family respect, like the traditional

practices, respect. (C1Y1)

Similarly to the leaves of the wongai tree, strong leaders and good role models within the
community provided sustenance and protection to the wider community. Despite one
generation experiencing the loss of good leadership (falling of leaves), a new generation
of leaders (new leaves) was described in some of the communities. This younger
generation was able to follow in the footsteps of their Elders past and present. Being
shown respect was a marker for ageing well. Being respected by community meant that
older adults felt valued and appreciated, providing satisfaction with their lives as they
aged. For the younger generation, being brought up with notions of respect contributed
to a healthy lifestyle and laid the foundations for a healthy ageing trajectory.
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6.6 Passing on knowledge, tradition and cultural practices: The fruit

Passing on knowledge, tradition and cultural practices was seen as key to healthy ageing.
This is symbolised by the wongai fruit. The main function of a wongai fruit is to spread
the seeds (the nuts) contained in the fruit to ensure the continuation of its species.
Similarly, the passing on (the spreading) of knowledge and culture is fundamental to the
continuation of the Torres Strait Islander way of life, and consequently influences the
ageing trajectory. Therefore, the wongai fruit represents the reproduction of knowledge,

tradition and cultural practices.

The co-researchers described the ways in which they were able to pass on cultural

practices such as hunting:

Share things with them [grandchildren]. Provide advice to them. Teach them about our
life as saltwater people including fishing, to make spears, harpoons. | tell them when
you sit down with me, I will pass on the information to you all as I am getting old.
(C2Y1)

Feasting and island dancing were other opportunities to pass on traditions, ‘When there
are feastings and things like Island dancing, they teach, and it’s passed on’ (C1Y2), as
well as the teaching of traditional craft activities, ‘The Aunties are well known for doing
things like weaving, cooking, | suppose that’s how the younger generation asks them in
community’ (C1Y2).
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Passing on knowledge brought benefits not only from those that were learning, but also
from those that were teaching. For the Elders, it gave them pleasure to know they were
sharing their wisdom and skills, ‘It is important to me to pass on my knowledge and
culture. Now, today all the boys say, “we should go and sit down with Grandad and learn.
He will explain to us how to make the harpoon”’ (C2Y1). Passing on knowledge also
provided the older generations with a sense of purpose and fulfillment from being able to
transfer skills and language to the young children and seeing their joy in learning from an
Elder:

Them kids, they say, ‘nice to see you aka [grandma/name]’, because they were happy
to see me because of what | tell them, and explain for them, like, what’s true and what’s
not true, and | [taught] them dances and song, and today | talk to my grandchildren,

teach them lingo, and tell them what is right and what is wrong. (C2Y?2)

The process of teaching kept the older person active and connected to their community,
‘We try to share this [traditional ways] in our women’s group, this year we are just
started doing our women’s group. And to share those kinds of ideas to the younger ones’
(C4Y2).

For those being taught, the co-researchers had a sense of gratitude that they had learnt
and heard the wisdom, and were then in a position to pass that onto the next generations,
as this co-researcher who worked in the aged care sector described, ‘I have the best job
in the world. | sit with [the older generation] [and receive] wisdom all day every day—
wisdom’ (C1Y1).

The co-researchers reflected on ‘days gone by’ when there seemed to be more
opportunities to pass on skills and knowledge to the younger generation. At community
events where the whole of community attended and shared in cultural practices, younger
people asked lots of questions, learned all about those traditions and wanted to learn how
to do the activities, “Young people were there and asking questions, ‘Why are you doing
this?” ‘What are you going to do with that?” Questions coming from the young
generations. Young people wanting to learn the skills.” (C6Y1). However, for many co-
researchers, there was a sense that the passing on of knowledge between generations had
diminished. This was not due to a lack of desire to teach, but because the younger
generation were not showing much interest in learning, ‘It’s different now. This

generation don’t like listening to what we tell them.” (C5Y1). For some of the older co-
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researchers, this resulted in feelings of being devalued in that the lack of respect for their
knowledge meant a lack of respect for the person holding the knowledge, ‘Us Elders are
getting old you know. They [younger generation] need to sit with us and ask questions

about what they are supposed to do. No one turns up’ (C5Y1).

Across all communities, a sense of urgency existed about ensuring that the traditional
skills and knowledge were passed on before it was too late, as stated by this older co-
researcher, ‘The younger ones, we need to teach them before we go down’ (C5Y1). For
some younger co-researchers, there was an acknowledgment that the older generation
held valuable knowledge that needed to be saved. One co-researcher described the wealth
of knowledge and wisdom held by Elders in the local RACF, ‘the most richest place you
could ever find in the Torres Strait is the [local] Aged Care Facility’ (C1Y1).

For those younger co-researchers who did recognise the importance of learning from their

Elders, they took the opportunity:

Coming back to the Straits now after three years of being away and just seeing the
community now it’s like Elders, they’re passing on and knowledge that they have are
passing on with them [...]. Like every piece of opportunity I had, like time opportunity
I had to spend with the Elders I always took it. (C1Y1)

In some instances, there was a thirst for knowledge, ‘Young people want this feasting,
where [there is] learning and passing knowledge to them, so they can pass it on” (C3Y1).
In such cases, the Elders were keen to share their skills with the next generation, making
an effort to pass on knowledge and language, ‘We have very few who want to know and
learn. But we sit with them” (C5Y1). However, despite the perceived lack of interest,
some older co-researchers stated that they would continue to share knowledge, and hope

that the younger generation would be persuaded to see the benefits of learning from them:

They [older generation] passed it [cultural knowledge] onto their children, their
children have passed it onto their children. So, this generational change you have the
good and then you have the bad [...] only way we do things is we just continue on, we
never give up, hoping that one day they’ll see. They’ll have that mindset to appreciate
then they’ll be part of the fold. (C1Y1)
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Other older co-researchers felt that the onus was on the younger generation to want to
learn, ‘I talk to all my kids, to all my grandkids about what | was doing before, what we

ate. We can tell our young generation, but it is up to them to listen’ (C4Y1).

Some co-researchers described the benefits gained from coming together within the
community, including the opportunity for all ages to learn from one another, and how that

would hopefully engage the younger generations:

I like them kind of gatherings too, | also like to listen for [that] helps me to grow too.
It’s simple, old people, and young people to grow, we learn from each other, and if you

can keep doing with that, you will be able to pull them younger ones. (C2Y2)

Being able to pass on wisdom and knowledge was seen an indicator of ageing well, and
this was reinforced through cultural practices and traditions. Like the function of the
wongai fruit, passing on knowledge, tradition and cultural practices ensured the
continuation of the Torres Strait way of life, which encompassed health and wellbeing.
Where a seed falls, a new tree grows. Similarly, planting the seed in the new generation
and growing that knowledge within them enables the continuation of knowledge transfer

to future generations.

6.7 Experiencing adversity: Damaging events
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Damaging events have had an impact on Torres Strait Islanders’ way of life and identity,
ability to live a healthy lifestyle, pass on knowledge and maintain leadership roles. The
data associated with this theme describe how the impacts of colonisation, inequitable
access to services, modern-day challenges such as the influence of social media and

technology, and the broader social determinants of health have affected the ability to age
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well. This is symbolised by the damage sustained by the wongai tree from events such as
cyclones, which break off branches, blow off leaves and fruit, cause root damage and

expose the internal trunk, allowing disease and rot to take place.
6.7.1 Impacts of colonisation as a damaging event

The co-researchers likened colonisation to a rot that had penetrated their society, similar
to the rot of a tree. 1l health was described as a consequence of colonisation, ‘We have a
cultural hierarchal structure and practices which worked. Being tampered with have
dismantled us slowly and surely and that then contributes to many factors that leads to ill
health’ (C6Y1). The co-researchers particularly emphasised how the effects of historical
trauma were affecting the health of today’s generation, and how intergenerational trauma

was influencing lifestyle decisions that affected health outcomes:

We are living, us as the third generation, we are living through what happened to the
first generation before us. We’re just getting the tail end now hence diabetes and
everything is coming through [...] not only physical sickness but the mental sickness.
The mental depression, those things are hindering our choices. They are the things;
they are the actual barriers that stop us from making clear choices because you’ve got
the trauma sitting in there. (C1Y1)

The co-researchers stated that physical illnesses. such as diabetes and dementia, and
mental illnesses were passed through the generational lines, often resulting in people

turning to substance abuse to alleviate the pain and negative emotions:

You’ve got what happened to your parents sitting in there, what happened when you
were a child sitting in there, and those are the quiet things that you can throw a billion
dollars at it, but they’ll turn around and go back to what they feel helps—substance
abuse. They always turn back to those things hence the fruit of that is diabetes, early
onset dementia, all these things start to come in the way. (C1Y1)

Smoking tobacco and marijuana, and excessive drinking were given as examples of the
substance abuse, which was a symptom of the breakdown (wongai tree rot) that had taken
hold in the communities, ‘just coming back and seeing the community like this, they’re
drinking [...] and smoking under 15, 16. How will they look — how are they going to look
like when they’re 40?” (C1Y1).
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The impacts of drinking were felt more broadly than just on an individual level, drinking
in the younger generation led to a loss of community values and disrespect towards the
older generation, as this older co-researcher described, ‘Sometimes young fellas didn’t
respect us, they can do what they want to do. Drinking too much’ (C5Y1). Excessive
drinking also had an impact on the wider community structure. Drinking at community
events deterred many people from attending, and as a consequence, the community
structure was less effective. However, since ‘we have stopped drinking now, everyone
comes now and then the dialogue can happen now, where the leadership now speak.’
(C3Y1).

The increased prevalence of chronic disease and other health issues resulting from

lifestyle changes following colonisation was described:

From an Aboriginal side, 65 is like end of life, [...]. That’s because of all the
introductions of other things that have got us to where we are now with chronic disease.
(C1Yl)

The impacts of colonisation had a wider significance for the co-researchers than simply
on their health. Social breakdown had led to the loss of the traditional hierarchical
structure within families and communities, and with that, a loss of the teaching of cultural

practices:

Torres Strait [Islanders] are cultural, traditional people, it’s only that we are going
away from our traditional cultural lifestyle that we have ended up in this predicament,
but when we were in that system of governance that we had in the community, the
community was well, everybody was active, contributing. [Name] said to me, ‘Bala,
one thing I notice, the old people back in the days, they had little, but they achieved

much. Today we have much, and we achieve little.” (C3Y1)

The co-researchers described how each community had their own cultural hierarchy.
Within this structure, each individual or family had their own roles and responsibilities,
and everyone knew what those roles were, ‘that family did the hunting, that family did
the cooking’ but ‘the structure is broken now.” (C6Y1). Other co-researchers felt that the
breakdown of community structure had meant that the younger generation had lost
comprehension of all the deeper knowledge of their ancestry and culture, ‘We can even
see our young people confused within our culture because there’s not much culture within
our way of practice’ (C6Y1).
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The changing roles within a family, specifically the change in the traditional role that men
played and how that has affected the wider community, was highlighted by some co-

researchers. Men had struggled to find their role and meaning as a result:

Fathers have taken a step back now and they’re at home looking after the kids. I can
see a lot of fathers doing that. Now when young men grow up, all of a sudden, they’re
growing in a different environment now. There’s not a father standing up and leading
the way. By leading the way I’m not saying be the boss, by leading the way I’m saying,
be the hunter, the gatherer. Be the person that’s taking notice of season changes and
stuff like that. (C1Y1)

As well as damage to the trunk—instigating the decay of the Torres Strait identity—
cyclones also rip leaves from the tree. However, instead of landing at the base of the tree
through natural shedding, they are blown away in the cyclonic winds, preventing them
from being reabsorbed into the soil where the tree is growing. This is symbolic of the lack
of leadership within the community caused by the breakdown in traditional structures.
Specifically, the lack of male leadership and male role models had an impact on the way
in which younger males understood their role and expectations. Consequently, that left
some of the male co-researchers without a clear direction regarding their role within

family and community:

All of my fathers have gone. They’re all our compasses, for us young men [...] It’s hard
trying to do something where you haven’t been brought up to learn or see it portrayed
in front of you, it’s hard. That’s what Torres Strait is lacking, all of us, every island, is
leadership. (C1Y1)

This loss of male leadership was experienced as detrimental. A lack of strong male
leadership was seen an indicator of the decline in respect and good discipline within the

younger generation:

Having strong men in the community [...] because we’ve just about lost all men and
look where our community is. When they were alive you could never have this
disrespect that we’re talking about. Never have that. We were too afraid to do that. You
always had 100 per cent attendance at school because the chairman would come
around to your place every day and all these godfathers [...]. That’s what’s missing.
(C1Y1)
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More generally, the co-researchers lamented the general decline in the number of active
leaders within their communities who were able to pursue initiatives. Further, the
communities did not always come out to support those who did volunteer to take on

leadership role and take up challenges:

There’s only a few people that drives things in the community. You won’t get everybody
turn up and say, | want to do this, | want to do that. You’re only going to get a handful
[...] there’s only a few drivers that drive things here and only a few people that support
it. (C1Y1)

Consequently, specific activities or services had fallen by the wayside owing to the
absence of someone to volunteer to lead the programs, including things such as
community gardens and community aged care services, ‘The word was “used to have”
[aged care services] you know, we’re always talking in past tense because, now no one’s

taken up the role to do something’ (C2Y2).

Like the loss of the leaves, cyclones cause fruit to drop prematurely, which then shrivel
and die. This is symbolic of the loss of Elders who should have been passing on their
knowledge, culture and traditions, ‘There are no older men, there are only younger boys
now... There are only the younger ones, but they don’t know” (C5Y1).

6.7.2 Inequitable access to services as a damaging event

Damage to the trunk of the wongai tree interrupts the flow of nutrients in the sap, so
maintaining the health of the tree is a challenge. The co-researchers from all communities
described how access to aged care and healthcare services, as well as social, community

and recreational programs was, at times, problematic, making ageing well a challenge.

For the co-researchers, being able to access appropriate aged care services, and therefore
being able to grow old on their island community, was very important to them, and for
most residents, the desire to die on the island was significant. Remaining on their Island
Home as they aged allowed them to remain connected to family, friends, community and
their land, ‘I’d rather see [a RACF on island] so when we get old, there’s a place for us
so we can stay connected’ (C3Y1). However, because the only residential aged care
facility (RACF) in the Torres Strait and NPA was located on Thursday Island, many co-
researchers feared that they would have to leave their community if they needed to access
residential care. For this reason, the co-researchers wanted aged care services closer to
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home with a RACF locally, ‘we want an aged care facility here on [community name]
for our people, those that are getting ill and older, so they are not getting sent away’
(C6Y1). The wider community also wanted the older residents to stay in their community
because they saw the value in having that person there to be able to practice cultural
traditions and pass on knowledge. Sending an older person away to access aged care
severed the relationship between community members, ‘We got one old man at [RACF
on TI] now, but the Elders want him to come back home. He says he wants to come back
home’ (C4Y2).

Many older co-researchers described the importance of having community aged care
supports in place. A community day respite centre was located in only one of the
participating communities, and another two communities could access another respite
centre on Waiben. The co-researchers from these communities shared the benefits of the
older generations being able to get together to socialise, participate in physical and
mentally stimulating activities, and practice cultural activities within the centre, ‘Coming
here [day respite], getting your brain active, nice to share stories with all of my friends,
having laughs’ (C5Y1). One participating community had an active Commonwealth
Home Support Program, which provided practical help within the home such as cleaning,
shopping assistance and meal provision, as well as providing opportunities for social
outings. For those co-researchers in that community, they valued the services that they
could access, ‘[We get] A lot of help from HACC, they provide our meals and gave us
everything that we want and take us to fish, and we do a lot of activities down the beach
with them’ (C5Y1). However, not all communities had access to aged care services, or
had inadequate services for the number of older residents, ‘That [HACC] service is not
benefitting the need, the amount of elders here compared to the amount of HACC workers
here, there is an imbalance, we need more workers’ (C3Y1). For some of these
communities, where there was a lack of aged care services, the sense of inequitable access
across the region elicited feelings of anger and disillusionment, ‘what’s wrong with
[community name] Island? what have we done to deserve to be put on the back shelf?
(C2Y2).

Equitable access to healthcare services was also seen as a challenge to ageing well for
many co-researchers across all participating communities. For those on the more remote

outer islands or not situated on the main hub of Waiben, there were feelings of inequitable
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access to health care, both in comparison with those living on Waiben and with those on

the mainland:

We’re five minutes away from Tl and that’s the big excuse the government use is that
we’re only five minutes across - were only a ferry away or a dinghy ride away. But in
that five minutes is life and death and I think it’s really unfair that [community] is

disadvantaged by the lack of services. We’re just sometimes an afterthought. (C1Y1)

The seriousness and implications of this inequity made them feel devalued by both the
health service and by the government, and that their lives did not matter. Travelling to
access health care, whether it was over to Waiben or down to Cairns (the nearest city on
the mainland), added further distress, ‘If we are really sick, they send the Flying Doctors
to come and take us down to Cairns’ (C5Y1). This requirement to travel off their
community was often costly and time-consuming, ‘It’s a very tiring day when you spend
the whole day on TI, [Thursday Island] and you come back late and tired, especially when
you have a doctor’s appointment—you have to stay Tl [Thursday Island]’ (C1Y4). The
necessity to travel off community to access care often resulted in the co-researchers either
not accessing care or receiving sub-optimal treatment, “Most of the people don’t want to
go to their appointment, they scared of planes, and the weather is changing, raining all
the time, they can’t go. Even go for screening, for breast screening, some go, some stay’
(C4Y2).

The physical limitations associated with ageing made access to services even more
challenging. For many, there were sentiments that the older people within their
communities were missing out on appropriate care because of a lack of government
commitment to the provision of adequate services, ‘It’s a concern for our elders that we
don’t have the proper benefits of health care that people do in mainstream, there’s a big
margin between mainstream and [island] communities’ (C3Y1). Specific areas of concern
were having a regular GP service, and access to mental health support, dental services
and specialist clinics. There was an acknowledgement that not all services can be
delivered locally; however, in the cases where services have been delivered in the
communities previously, the co-researchers questioned why they could not continue, I
remember they used to be here all the time, dentists [...] for kids all the way through to

older. I remember when | was at primary school, they [dentists] used to do it [visit]’
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(C3Y1). In those cases where previously delivered services had ceased, there was a sense

of moving backwards, not forwards.

Limited access to social and community services, as well as access to recreational
programs, was also identified as a challenge to ageing well for many of the co-researchers.
Owing to a lack of childcare services on one of the communities, older adults found
themselves being the primary carers for grandchildren, which then, in turn, affected their

ability to seek their own health care:

The majority of the elderly now are babysitting their grannies because there is no
childcare services and after school care so that has disappeared as well... they find it
very hard to find someone to mind the little ones, if they’ve got to [go over to Tl to
access healthcare]. (C2Y2)

Having access to recreational opportunities, especially for exercise, was seen as
inequitable across the region for some, as this co-researcher who, when comparing
facilities available within her community with those available on Thursday Island, asked
rhetorically, ‘Do we get the services that are on Tl [Thursday Island]? They’ve got how
many exercise equipment around the island there, free. How many have they got here?
And you know you don’t pay $75° (C2Y2). Those co-researchers in more remote
communities reported not being able to access any recreational programs, ‘There’s
nothing [recreational] for this community’ (C2Y2). Other barriers such as venue and
transport made it more difficult for communities to participate in competitions and

programs:

It would be nice to have like regular ferry services at night, so [community] Island can
participate in activities over at Tl [Thursday Island]. You've got netball, that happens
over at Tl [Thursday Island], you've got basketball that happens over at Tl [Thursday
Island], then you got the touch carnivals but there’s no ferry service. Or we have to
fork out for the costings to go over and then not only that, if we were to form a
basketball group, like there's been a basketball group with the girls that goes over and
participate, we're finding our own vessels to take the kids over and that's a risk just

going over there, to come back and play, at night. (C2Y2)

However, in the participating communities where there were HLOs, there seemed to be
more engagement in doing exercise across the age groups, which positively influenced

activity behaviours, ‘We have the HLO. He has activities at night for the kids and also
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for the elders too, men’s night and women’s night. He is the one that does activities in the
community’ (C4Y1).

6.7.3 Modern day challenges as a damaging event

Cyclones also damage roots, representing the weakening of the connections and support
between families and communities. The co-researchers described how the structure of
modern day society meant that family members often had different priorities and
responsibilities. For some, this meant having to leave the community for work and
education, consequently not being available to provide support to the older person, as this
older co-researcher stated, ‘At home | am by myself as the grandchildren are away
working’ (C5Y1). In addition, even when family were around, modern day influences
were distracting family from coming together and providing that support, ‘It is not like it
was before. Everybody wants to do what they want, and you are here by yourself’ (C5Y1).
Extended family support was also required for the carers of older adults, so the
responsibilities associated with caring for an older person could be shared. However, for
some co-researchers, extended family were not always prepared to assist, ‘I’m struggling

myself [providing care], | don’t have the family support that | need to help me’ (C3Y1).

This breakdown in the traditional family structure had implications for ageing well in
terms of social isolation. Social isolation affected different cohorts within the community.
However, for the older co-researchers, the lack of family presence left them feeling under-
stimulated, ‘I am left at home by myself. Just sitting in my bedroom looking at four walls’
(C5Y1). This elicited feelings of low self-worth and a reduced QoL when unable to do
the activities they were able to do in their younger years, “When you get older everything
changes’ (C5Y1).

The co-researchers acknowledged that changes within a modern day society came with
challenges. The introduction of technology, including phones and TVs, as well as social
media, was seen as negatively influencing the traditional practices within the home,

affecting traditional lifestyles:

Preparing to age well, one of the biggest things that current social media influence
with the younger generation has taken a lot of our cultural practices and values away

and how do we reinstate that? Because half of the reason that contributes to yarning
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with parents or grandparents or whatnot is the fact that the practices are taken away.
(CéY1)

This influence was observed to be greatest on the younger generations. Older co-
researchers felt that technology was dividing the generations, and that communication

between the two generations was diminishing:

We have lost the ability to communicate effectively. The children with mobile phones.
During the night you see the light on and their faces glow. During the daytime all you
see is the top of their head. When you talk, it’s like you are not there. When they send
messages to each other, | try to figure out if it is English, what is it? it’s a foreign
language to me. That’s how disconnected we are. In generation terms how the younger
ones disconnect from the older ones. People don’t just sit and talk anymore. That’s a
very important factor in life, you need to be able to communicate with each other.
(CéY1)

The cultural practice of sitting and yarning with parents and grandparents, and learning
from them had been eroded, since the younger generation was too distracted by their
technology, ‘They don’t sit down today, today they are too busy doing their own thing or
playing some electronic game’ (C6Y1).

Those outside influences were seen to be influencing how the younger generation
respected and treated older adults. The older generations felt that they were losing respect

and being devalued for the knowledge they held and the roles they played:

Technologies have a big influence. Five, 6, 7-year-old children are not going to listen
to you, you have to call them ten times before they listen, because they have a mobile

or some electronic toy of some sort. (C6Y1)

The co-researchers reflected on the days before TV and other technology, when children
would be outdoors and learning traditional practices from the Elders. Today, the use

technology means that those practices are not happening as frequently:

When we didn’t have a television, everybody would be out on the reef or the young boys
would be making spears, the Elders would be showing the young boys how to make
spears, but today when we have television and a lot of social media, the dynamics of

the home have changed now. (C3Y1)

148



Older co-researchers felt that this was a sign that the younger generation was not
prioritising learning about their culture, ‘“Now there is knowledge around the technology
these days. No bush hunting and fishing. It’s their second option. It’s about life today,
about technology’ (C6Y1). Further, there was a fear that this was likely to worsen as
advances in technology progressed, ‘there is media influence and technology influence

that is a divide between generations, and it is going to get worse’ (C6Y1).

More generally, the introduction of technology was seen to be a deterrent to physical
activity. The co-researchers observed that more people were staying at home and not
interacting within the community, and were less inclined to be active and complete
household chores when they had access to technology, ‘It [technology] makes you sit at
one place on the phone instead of exercising and doing stuff around the house....

technology slows you down, makes you not exercise’ (C4Y1).
6.7.4 Social determinants of health as a damaging event

Other aspects of life that were seen as a challenge to survival, like the survival of the
damaged wongai tree whose sap has no easy passage, can be understood as social
determinants of health. The co-researchers described the challenges to survival from the

cost of living, lack of transport, housing issues and environmental factors.

The cost of living was identified as a challenge to ageing well from co-researchers from
all the participating communities. Fresh food was described as exorbitant, with prices
continuing to rise, affecting decisions to purchase more healthier food, ‘The prices of
food, especially lettuce, it's like $11.00 for one lettuce. So, if you’re talking about eating
healthy, that's impossible because buying fast food is cheaper than healthy food” (C2Y2).
Other high costs included hiring venues for things such as exercise and social community
events. Being able to access places, such as a gym, to exercise was prohibitive for many,
and was not seen as a priority among the competing demands on salaries, ‘That gym, |
think it’s expensive. | won’t pay for the gym service [...] the price that you pay to use the
gym for a week. That’s the price of me getting to work and back again’ (C2Y2). The co-
researchers described how travel within the Torres Strait, a necessity in the region, was
expensive, be that airfares on planes or fuel for boats. The high cost of living was causing
families to struggle financially, ‘the high cost of living, it causes a lot of stress and puts

a strain on families” (C6Y1), compounded by the additional pressure on wage earners to
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share money around within their extended families, ‘You look at inflation now today.
When you get your pay, everybody will ring you, ‘I need this’. Everybody knows your
payday’ (C6Y1).

The co-researchers also highlighted transport issues as a challenge to ageing well. A lack
of public transport was a widespread problem that had an impact on all age groups within
the community. For children, this affected their ability to get to school, and for the older
generation often experiencing mobility issues, the lack of transport limited their ability to
access the community, ‘We need a bus, so we can go to the shops, transport for elders
especially for those with walking difficulties’ (C2Y1). Specific to the Torres Strait, ferry
access to the main hub, Waiben, was problematic for those older co-researchers living on
neighbouring islands. This was an issue especially when the sea was rough, resulting in

limited access to services such as health:

I can’t go on the ferry, if I lost my balance [...] I just can’t walk on [...] and if | need
to go to T, [Thursday Island] my son has to take the day off from work and go over in
my car on [the car ferry] and that costs money. And that’s why | only go once in a
while. (C2Y2)

Ageing well encompassed more than health for the co-researchers. They described how
issues relating to housing affected their ability to age well. This included issues around

overcrowding within homes:

We have kids and our grandkids, and our great grandkids in the one house. It’s hard
to get housing for us. To support us. If you are down on the mainland you can say to
your kids, ‘off you go you can go and get your own life, look for your own place or
something instead of staying with me’, but here we can’t do that. Where are they going

to go? There is no accommodation for them. (C4Y2)

For some co-researchers, the only alternative was to leave their communities, which was
not considered an acceptable option, ‘The housing overcrowded as well. For me and my
family we have 6 in a 2-bedroom house, and it is not good [...]. The only way is to relocate
somewhere. But | don’t want to leave the island’ (C4Y1). The co-researchers also
identified health issues that arose from overcrowding, ‘malnutrition, skin outbreaks,
ARFs, [Acute Rheumatic Fever] and all that because of the overcrowding’ (C6Y1), and

mental health issues:
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The structure of the house [...] if they get a partner, and they have young children, all
of a sudden [...] a six bedroom [house] is needed now [not the existing] four bedroom,
so the stress now that is captured within that household, ultimately like a volcano, it
will burst and have an effect on the mental wellbeing of parents, brother and sister,
mother. (C3Y1)

Home maintenance was also an issue for the co-researchers, where lengthy wait times for

home repairs were commonplace:

[There is a] problem with maintenance, with builders and with electricity. They won’t
just come to one house; they wait till there is a problem with three or four houses.
Whereas down south you just pick up a phone and they come straight away [...]. My
hot water system went out last October and | am still waiting for it, six months later.
(C4Y1)

As well as issues concerning regular home maintenance, the co-researchers also
highlighted the difficulty in accessing timely modifications to assist the older generation
to remain living at home, ‘It takes a while, [for home modifications] there might be a 12-

month waiting list for some modifications to happen’ (C3Y1).

Environmental factors also affected some co-researchers’ decisions to address lifestyle
behaviours that could influence ageing. Many of the communities described the barriers
to growing garden food. Some of the reasons included crops being eaten by wild horses,
‘we had horses everywhere, they were coming in and spoiled those things you planted,
and they ate all the veggies. It was terrible’ (C5Y1); mice, ‘The only thing we plant now,
is we get kai kai from the cassava, not sweet potato, not corn, pumpkin yes, but the mice
getitall’ (C4Y2); and bush turkeys, ‘We can’t plant the veggies. Mainly only the cassava
and sweet potato because the bush turkey dig it up, that’s not good’ (C5Y1). The co-
researchers also highlighted environmental safety concerns as barriers to being able to
exercise outdoors. These included the increasing daytime temperatures, attributed to
global warming, ‘the environmental factors as well, like global warming. | always say
let’s get out, get the kids outside, but it is hot outside. | know, | want to be in the aircon
too’ (C6Y1); a lack of designated footpaths or running paths to enable safe exercise away
from road traffic, “We miss out on all the running activities because there's no safe place
to run, I used to [run to] the airport, but the cars just drive too fast and there’s no space

on the road to jog, so it’s just not safe’ (C2Y?2); and wild dogs, which were deemed
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dangerous, “‘No [walking groups] because when you walk down the street you are chased
by dogs’ (C2Y2).

The damage sustained to a wongai tree following a cyclone is widespread. The winds can
damage roots, trunks, branches, leaves and fruit. Similarly, the effects of colonisation, the
introduction of social media and technology, limited access to services across the region,
and impacts from the wider social determinants of health, along with environmental
issues, had thrown up challenges to the co-researchers that influenced their ability to age

well.

6.8 Demonstrating strong sustained life: Regrowth

Damage may have occurred from devasting winds; however, the roots of the tree have
not died, there is still life in the tree and hope for the future as new growth sprouts forth.
This is symbolic of the sustained strength of the Torres Strait identity and way of life,
attributed by the co-researchers to resilience, positive attitudes, personal motivation and
taking responsibility for one’s own health. This was also facilitated by activities to
strengthen self-care, such as remaining occupied, doing the things that made them happy

and practising their faith.
6.8.1 Personal attributes for regrowth

The co-researchers reflected on the Torres Strait Islander Peoples being historically

resilient:

We should just stand up and say, OK, that’s enough, as a race, as a people. Because
that’s not our style. We’re not that sort of people, we’re a resilient people, we stand up

and we do things for ourselves. Maybe we need to go back there. (C1Y1)
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The co-researchers described having to overcome adversities from the past and take a

positive approach to moving forward:

How about we stop, don’t rely, turn around, and look at our own life. Plan our own
selves. Be resilient in our own self because we’ve got it in ourselves. We have that
[resilience] gene, it’s sitting in us, and it’s been silenced by laziness, by blaming other
things, by sitting and saying, ‘oh it’s because of them’. Yeah, well they haven’t got a

gun to your head right now. (C1Y1)

For many co-researchers, this meant taking responsibility for their own decisions and the
choices that affected their health. There was a realisation that a change in lifestyle was
required for a long and healthy life, “We have to be sensible and think about what sort of
things that we put into our bodies’ (C2Y?2), and to be able to continue doing the things
they enjoyed, such as being with family, ‘If I want to be able to play with my
grandchildren, 1’ve got to look after me” (C1Y1).

It was also recognised that colonisation had introduced unhealthy ways of life and
unhealthy foods, leading to rises in chronic diseases, and that, unfortunately, these chronic
diseases, such as diabetes, were being passed on through the generations. However, the
co-researchers acknowledged that there was a need to change their mindset, to stop
blaming the past less, and to take individual and collective decisions that will improve

health going forward:

We have to understand issues and we have to make our people see what happens. We
didn’t grow sugar, we didn’t — that wasn’t in our diet. It was introduced. Yes, we can
jump up and down and say, the boss brought it rah, rah, rah, and we can still just keep
killing ourselves. Or we can take it on the chin and say, OK, that’s not a part of our
life. Let’s turn around and try to stop this [...] OK, a lot of stuff was introduced, we
blame it on colonisation, but it comes back to self again. (C1Y1)

By making healthy lifestyle choices, the co-researchers understood that they would be

more likely to be healthier and live longer:

When I talk about healthy age, we have to change the way we think [...] so, you’ve got
to look after yourself and don’t be sick. If we look after ourselves, we’re going to be

healthy. If we’re going to drink until we’re 50 we’re not going to be healthy. If we’re
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going to take drugs, we’re not going to be healthy. I’ve been through all this. I’ve been

through that life. I’ve seen people die in front of me. So, | have to make choices. (C1Y1)

For some co-researchers, healthy ageing was not necessarily about having supermarkets
or health centres, but came down to an individual’s agency over the decisions they made
to keep themselves fit and healthy, ‘How you treat yourself is how that generation is
going to be whether you’ve got 18 medical centres and 50 IBISes [supermarkets] on the
ground’ (C1Y1). The co-researchers reflected that, as well as individuals making
changes, the community as a whole could drive change, setting the example to younger
generations, ‘We have to set the example for our people, about how we look after
ourselves’ (C2Y2), because if changes were not being made, the survival of the next
generation was in jeopardy. The cycle of ill health through the generations needed to be

broken:

Healthy ageing for me, hereditary things that’s been passed down through a bad line
now. Hence why we are the most important people for the next one. We have to get our
crap together because we are passing things down through our bloodline now, and this
information must be shone into our minds, into people on the ground. To see, ‘look you
carry a generation in you’ [...] you’ve just messed up their future from the simple
decisions you make in your life [...] | mean if they are the choices we have today, there
will be no life further than us. (C1Y1)

The co-researchers described how these changes in lifestyle behaviours required personal
motivation to change, and this was seen as a contributor to ageing well. For many, this
meant being motivated to give back to the community and providing leadership, ‘Under
that umbrella [work scheme] we were able to have those old people now actually working
with us. It was motivation. They were motivated to do the things that we needed as a
community would need” (C1Y1). Further, personal motivation encapsulated the drive to

stay active, fit and healthy, and in doing so, remain independent:

She [older resident] keeps active and keeps herself going and you know, and | can see
a couple of other [older] ladies that do the same thing. They’re keeping themselves [...]
even though they might be restricted in lots of things, but in other ways they’re keeping

themselves going, motivated, motivated. (C2Y2)

For many older co-researchers, that meant overcoming health issues and maintaining a

positive attitude:
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[Older community resident] says, ‘I’m not getting old, I’m not going to be old’. Even
though a lot of the family say, ‘you can’t live on your own, you can’t do this’ but she
says, ‘yes | can’. Just like a few of us, others as well, say we can look after ourselves
and all that. And that’s the positive attitude that you have, you have that positive
attitude, you move on, and you get there and just keep yourself motivated, keep yourself

going and look after yourself for as long as you can. (C2Y2)

On the whole, the co-researchers had a positive attitude to ageing well, and staying active
and independent. For many, a positive attitude was expressed as looking forward to
growing old, ‘I am looking forward to getting older. I’m always happy’ (C5Y1). Passing
on this attitude and setting a good example to the next generation was also important. A
benefit of having this positive attitude was to be able to continue to stay well for their
families, ‘I take a pleasure in trying to do the right thing. | try my best. That’s all I can
do, for my kids, just try my best’ (C1Y1).

6.8.2 Doing things to make you happy for regrowth

The co-researchers also described activities that provided inner strength through doing
the things that made them happy, which ultimately supported ageing well. The co-
researchers listed some of the activities that improved their wellbeing, mitigated feelings
of social isolation and maintained their self-esteem. These included interacting with
nature, ‘I think ageing well for me is being at the seaside and doing my own things. Doing
the things that I used to do with my parents, go bush, looking for bush food, and all them
things’ (C6Y1), and staying connected to family, ‘With your grandkids, nephews and
nieces, family members, best friends, and prayer [makes me happy]’ (C5Y1), and friends:

If you are by yourself every day and not seeing your friends and just stay home. You
need to do something for yourself. Out from the house, walk about, sitting outside the
wharf or whatever. You pick up someone, you meet them, and you talk to them. That’s
makes you happy. If you are not doing those kinds of things, then you worry about
things. (C5Y1)
Ageing was also seen as an opportunity to now do the things in life that brought
enjoyment, which had been ignored as a consequence of leading busy lives, ‘I think that
I’m at that stage where I’'m ready to go to that next chapter of maybe slowing down a

little bit more and doing things that | want to do that 1’ve never had the chance to do’
(C1Y1).
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6.8.3 Practicing faith for regrowth

Practicing faith was singled out by the co-researchers as a significant factor contributing

to staying strong. Faith for these co-researchers was a foundation for their lives:

It [faith] is the first thing in the morning when we wake up. We don’t even wash our
face first, we pray first, then stand up, wash our face, and eat our breakfast. Before you
walk out the door you have to pray. We grew up with praying, our old people tell us
like doing that is better for you than playing around and doing silly things. We try to
teach our younger ones about church about our God. Without our God you are nothing.
(C4AY2)

Faith provided a sense of purpose in life that contributed to ageing well. It provided
pleasure and brought joy into their daily lives, ‘I go to church all the time. Every Sunday
I go to church. All the other Christian people are there, and we sing, it’s nice’ (C5Y1).
Being part of a church provided an opportunity to interact and socialise with other
community members, bringing the community together, ‘Most of the older people like
going to church and spend the time with the other Christian people. Its lovely. Mixing
with the older people’ (C5Y1). Practicing faith also provided a shared interest as a means
to connect with friends and work colleagues, as well as the opportunity to set good
examples, and pass on values and knowledge to the younger generation, as this older co-

researcher described:

I like to share Bible scriptures during smoko. | notice that some younger men take
interest, listen and then come back to me with other questions. And I feel supported as

they are asking me questions and want to learn more. (C2Y1)
6.8.4 Keeping occupied for regrowth

Generally, the co-researchers highlighted that keeping themselves occupied was
important for healthy ageing, whether this was through staying connected with friends
and community members, participating in community events, partaking in cultural
practices or being active doing household chores, “If you sit you get lazy and you’re going
down’ (C5Y1). The co-researchers discussed how keeping occupied had a physical focus,
either through dedicated exercise, or simply through incidental exercise as part of
everyday household activities, ‘I keep strong, working in the house, doing dishes and help

my daughter’ (C5Y1). Keeping occupied was also seen to assist with maintaining

156



independence for the older co-researchers, ‘1’m 79, 1 will be 80 next year, so I still do my
things, do my washing, my cleaning and things like that, I never rely on my daughters, or
my neighbours | do my things myself’ (C1Y2). Keeping occupied was associated with
personal motivation and a positive attitude towards ageing, ‘I am 65 years old. But | still
want to work because | want to stay fit and healthy’ (C2Y1).

Similarly to the strength of the wongai tree drawing on its nourishment through its roots
and leaves, the co-researchers drew on their inner strength to enable them to live long and
healthy lives. Continued growth for the co-researchers was attributed to their resilience,
motivation, attitudes, agency and having the strength to remain positive and content in

the face of adversity.
6.9 Chapter summary

In this chapter, | have described what ageing well meant for Aboriginal and Torres Strait
Islander Peoples living in the Torres Strait using the metaphor of a wongai tree. The
findings demonstrate that ageing well is more complex than simply achieving good
physical health or ‘healthy’ ageing. For the co-researchers in this study, ageing well
encompassed a broader, more holistic view that incorporated concepts not included in
Western paradigms of healthy ageing models. Specifically, the importance of connections
and relationships to family, friends, community and Island Home resonated with the co-
researchers as a marker of ageing well. Additional factors that kept people strong and
ultimately led to them being able to age well included maintaining a strong Torres Strait
identity and way of life through practicing culture and traditions, such as the passing on
of knowledge and wisdom; balancing physical, mental, cultural and spiritual domains;

and having strong community leadership and decent role models.

The challenges to ageing well were found to be significant for Aboriginal and Torres
Strait Islander Peoples living in the Torres Strait. The impacts of colonisation are
widespread, including ill health, substance abuse and the destruction of traditional
lifestyles and practices, which have interrupted Torres Strait culture. This has been
exacerbated by ongoing inequity around the social determinants of health and the
influences of modern day societal living, such as the increasing use of social media and

phones. However, for the co-researchers, their inner strength, demonstrated by their
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resilience, attitudes, personal attributes and outlook on ageing, counterbalances the

difficulties faced, ensuring that ageing well, for many, is achievable.

In the next chapter, | present the results of the clinical audits—Cycle Two of the PAR

cycles. I also outline the CQI activities that were conducted as part of PAR Cycle Three.
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Chapter 7: Clinical audit results and CQI activities

Chapter 7: Clinical aundit
results and CQI activities

.5

7.1 Chapter introduction

In this chapter, I present the results from the clinical audits (PAR Cycle Two) and describe
the CQI activities (PAR Cycle Three) that were implemented at the five PHCCs in
response to these audits. These results address the research question: How can Aboriginal
and Torres Strait Islanders Peoples living in the Torres Strait and Northern Peninsula Area

be supported to age well?

Clinical audits using the HAAT were completed (N = 1,128) as per the domains outlined
in Chapter 4 (Methods). Data for the five PHCCs were analysed separately to provide
specific feedback to each PHCC and used to identify priorities. An example of this
feedback is provided in Appendix K. In some instances, aggregated data are presented to
provide a general overview of the collective audit findings from these five services. As
well as auditing specific domains, it was important to assess the health service response
(HSR) in cases where an issue was identified that required the health service to take
action. Data presented in the following tables represent the numbers and percentages of
those for whom there was documented evidence, as opposed to the total sample.
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7.2 Participant demographics

The age, sex, Indigenous status and marital status of the clients from whom records were
audited (N =1,128) are presented in Table 4. The mean age of the whole sample was
42.24 years of age (SD = 16.3, range 18-95 years), with 25.5% of the sample (n = 288)
being over 55 years of age. This cut-off (55 years and over) was applied to the results,
where relevant, since the adult health checks (AHC) are conducted with three age groups:
Aboriginal and Torres Strait Islander children aged less than 15 years (not applicable to
this study), Aboriginal and Torres Strait Islander people aged 15 years to 54 years, and
Aboriginal and Torres Strait Islander people aged 55 years and over. | also wanted to
consider chronic disease and its management in midlife (55 years and over) because these

are factors for increased risk of dementia (Russell et al., 2021).

Of the 18.6% of the sample (n = 210) who did not identify as Aboriginal and/or Torres
Strait Islander, the ethnicities recorded included Papua New Guinean, Maori and Pacific
Islanders. Because these population groups potentially share similar comorbidities and
problems associated with ageing, these data were aggregated into the overall data. Of the
clients recorded as ‘neither Aboriginal or Torres Strait Islander’ (n = 210), only 3.33%
(n=7) were recorded as Caucasian, and 30.5% (n = 64) as non-Aboriginal or Torres

Strait Islander-Australian.
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Table 4: Characteristics of Audit Participants

Kirriri (n=158)  Ngurupai (n =391) Wug (n = 160) Warraber (n =119) Bamaga (n = 300) Total (N =1,128)
n (%) n (%) n (%) n (%) n (%) n (%)

Age

Mean (SD) 41.28 (17.83) 40.29 (15.74) 48.19 (17.02) 42.01 (14.67) 42.22 (15.75) 42.24 (16.3)
Range 18-95 18-82 19-83 19-92 19-81 18-95
<55 years 124 (78.5) 303 (77.5) 96 (60) 96 (80.7) 221 (73.5) 840 (74.5)
>55 years 34 (21.5) 88 (22.5) 64 (40) 23 (19.3) 79 (26.3) 288 (25.5)
Sex

Male 76 (48.1) 200 (51.2) 74 (46.2) 59 (49.6) 128 (42.7) 537 (47.6)
Female 82 (51.9) 191 (48.8) 86 (53.8) 60 (50.4) 172 (57.3) 591 (52.4)
Indigenous status

Torres Strait Islander 136 (86.1) 182 (46.5) 137 (85.6) 117 (98.3) 210 (70) 782 (69.3)
Aboriginal 0 (0) 10 (2.6) 6 (3.8) 0 (0) 5(.7) 21 (1.9)
Both” 15 (9.5) 43 (11) 7(4.4) 1(0.8) 44 (14.7) 110 (9.8)
Neither 7(4.4) 153 (39.1) 10 (6.3) 1(0.8) 39 (13) 210 (18.6)
Not specified ™ 0 (0) 3(0.8) 0 (0) 0 (0) 2(0.7) 5(0.4)
Marital status

Single 15 (9.5) 45 (11.5) 25 (15.6) 16 (13.4) 54 (18) 155 (13.7)
Married 20 (12.7) 39 (10) 37 (23.1) 18 (15.1) 41 (13.7) 155 (13.7)
De facto 26 (16.5) 48 (12.3) 15 (9.4) 13 (10.9) 51 (17) 153 (13.6)
Widowed 6 (3.8) 2 (0.5) 5(3.1&) 4 (3.4) 11 (3.7) 28 (2.5)
Divorced 4 (2.5) 3(0.8) 2(1.3) 0 (0) 4 (1.3) 13 (1.25)
Not specified™ 87 (55.1) 254 (65) 76 (47.5) 68 (57.1) 139 (46.3) 624 (55.3)

*= Both Aboriginal and Torres Strait Islander, **= No record in the patient chart.
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7.3 The Adult Health Check

The AHC is a means of delivering preventive care, incentivised by the MBS item 715
(Health Assessment for Aboriginal and Torres Strait Islander People), delivered ina PHC
setting (Baillie et al., 2019). These Indigenous-specific health assessments provide the
opportunity for screening, subsequent care plan development and the delivery of
evidence-based care to support ageing well. Evidence of completed AHCs was audited,
and the results are presented in Table 5. A total of 227 AHCs were completed within the
12-month period. An additional 112 AHCs had been commenced by the GP or IHW, but

were not fully completed, and are described as “partial-completed’.

Table 5: Adult Health Checks

Kirriri Ngurupai Wug Warraber Bamaga Total
(n=158) (n=391) (n=160) (n=119) (n=300) (N=1,128)
n (%) n (%) n (%) n (%) n (%) n (%)
AHC completed
<55 years 21 (16.9) 18 (5.9) 15 (15.6) 49 (51) 48 (21.7) 151 (18)
>55 years 5(14.7) 7(8) 19 (29.7)  15(65.2) 30 (38) 76 (26.4)
Partial AHC
completed
<55 years 5(4) 17 (5.6) 9(9.4) 21 (21.9) 21 (9.5) 73 (8.7)
>55 years 1(2.9) 16 (18.2) 7 (10.9) 5(21.7) 10 (12.7) 39 (13.5)

7.4 Chronic disease management

Chronic disease diagnoses were audited and are presented in Table 6. Other conditions
commonly associated with ageing are presented in Sections 7.6—7.7 of this chapter.
Diagnoses were taken from one of the following: (1) the medical history section of Best
Practice™, (2) the progress notes section of the GP clinical notes or (3) if stated as a
diagnosis in the General Practitioner Management Plan (GPMP) or Team Care
Arrangement (TCA) documentation. A diagnosis was not recorded as present if
medication was prescribed for the condition, but no diagnosis was documented anywhere
in the record, since medications can be prescribed for reasons other than their stated
primary use. For example, if the client was on an HMG-CoA reductase inhibitor but no
documentation of dyslipidaemia, hyperlipidaemia or hypercholesterolemia was recorded,

they could not be presumed to have these conditions.
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High rates of chronic disease, particularly in the over 55 years age group, were
documented. As shown in Table 6, almost 70% of the over 55s (n = 198) had diabetes,
21.5% (n = 62) had coronary artery disease and 60% (n = 173) had hypertension.

Table 6: Documented Chronic Disease Diagnoses

<55 years (n = 840) >b5years (n=288) Total (N =1,128)

Diagnosis n (%) n (%) n (%)
Diabetes 292 (34.8) 198 (68.8) 490 (43.4)
Coronary artery disease* 27(3.2) 62 (21.5) 89 (7.9)
Dyslipidaemia 127 (15.1) 157 (54.5) 284 (25.2
Stroke/TIA** 8(1) 20 (6.9) 28 (2.5)
Chronic kidney disease 62 (7.4) 119 (41.3) 181 (16)
Hypertension 98 (11.7) 173 (60.1) 271 (24)
Atrial fibrillation 8 (1) 16 (5.6) 24 (2.1)
Rheumatic heart disease 47 (5.6) 10 (3.5) 57 (5.1)
Congestive heart failure 2(0.2) 9(3.1) 11 (1)

* Included documentation of either cardiovascular disease/ischemic heart disease/coronary artery

disease/coronary heart disease.

** T|A = transient ischaemic attack.

The first six variables listed in Table 5 were combined to identify how common these
chronic diseases were within the sample for those aged 55 and over. Only 13.5% had no
chronic diseases documented. Over 53% had three or more chronic diseases, and 30

people (10%) had five or more of the chronic diseases listed.
7.4.1 Cardiovascular risk

Given the high rates of chronic disease in the sample, cardiovascular risk (CVR)
assessments completed within the previous two years were audited (Table 7). Only 80
(7.1%) of the total sample, and 33 (11.5%) of those aged 55 and over had documented
evidence of a CVR assessment within the previous two years.

It was also important, however, to look at the HSR to any CVR of greater than 10%. The
Royal Australian College of General Practitioners (RACGP) guidelines recommend
intensive intervention support for those with a score of >10 (National Aboriginal
Community Controlled Health Organisation & The Royal Australian College of General
Practitioners, 2018%). Of the 80 clients that had undertaken a CVR assessment, 1.7%

4 The RACGP/NACCHO have updated those guidelines—the 4th edition (2024) is now available.
However, the HAAT was completed, and HSR determined, based on the 3rd edition (2018).
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(n =19) had a recorded score of >10. A further nine (11.3%) were assessed but did not
have a score documented. The HSR to high results included combinations of the GP
prescribing medication (n = 4), advising on lifestyle behaviour modification (n = 9), or

referring to allied health (AH; n = 2) or cardiologist (n = 1).

Table 7: Documented Cardiovascular Risk Assessment and HSR

<55 years (n =840) >55years (n=288) Total (N =1,128)

n (%) n (%) n (%)
Record of CVR assessment 47 (5.6) 33 (11.5) 80 (7.1)
Score of >10 3(15.8) 16 (84.2) 19 (1.7)
Documented HSR 3 (100) 9 (56.3) 12 (63.2)

7.4.2 Dementia risk factors

In 2017, the Lancet Commission published nine potentially modifiable risk factors for
dementia. In 2020, these were updated to 12 risk factors, and then in 2024, these
modifiable risk factors increased to 14, which are now considered globally as best practice
evidence for addressing dementia risk (Livingston et al., 2024). The 14 risk factors are a
lower level of education, hearing loss, hypertension, smoking, obesity, depression,
physical inactivity, diabetes, excessive alcohol consumption, traumatic brain injury, air
pollution, social isolation, vision loss and high cholesterol. Data collected in the HAAT
included the following 11 risk factors from the 2024 updated list that could be analysed
as specific factors: hearing loss, hypertension, smoking, depression, physical inactivity,
obesity, diabetes, traumatic brain injury, excessive alcohol consumption, vision loss and
high cholesterol. Data were not available to assess the other three factors—social
isolation, air pollution and education levels. Findings from those clients with one or more
of these modifiable risk factors for dementia are presented in Table 8.

Over 77% of the overall sample had at least one of the Lancet risk factors for dementia.
Of these, 13% had four or more risk factors. These high rates are of clinical significance,
given that these risk factors are potentially modifiable through lifestyle interventions
across the lifespan. Since data were missing from smoking, alcohol and low physical

activity records for some clients, some risk profiles may have been higher than presented.
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Table 8: Lancet Modifiable Risk Factors for Dementia

No of risk <55 years (n = 840) >55 years (n = 288) Total (N =1,128)
factors n (%) n (%) n (%)

0 231 (27.5) 22 (7.6) 253 (22.4)

1 241 (28.7) 43 (43) 284 (25.2)

2 192 (22.9) 63 (21.9) 255 (22.6)

3 108 (12.9) 75 (26) 183 (16.2)

4 53 (6.3) 60 (20.8) 113 (10)

5 12 (1.4) 19 (6.6) 31 (2.7)

6 3(0.4) 3(1) 6 (0.5)

7 0 (0) 3(1) 3(0.3)

7.4.3 Smoking and alcohol consumption

Since smoking and excessive alcohol consumption are both risk factors for dementia and
cardiovascular disease, smoking and alcohol consumption status were audited (Table 9).
Smoking status was not documented for 11.4% (n = 129) of the total client sample, and
alcohol consumption levels were not documented for 29.1% (n = 328) of the total client
sample. The documented HSR to those identified as smokers, or consumers of excessive
alcohol consumption, were also audited. Alcohol consumption that was documented as
high risk, heavy, excessive, above the recommended guidelines, or scoring high on
specific assessments such as the AUDIT-C (RACGP, 2024) were included as an indicator
of high alcohol consumption. The HSR responses to the documented smokers (n = 414)
included a combination of advice to quit (n =150), referral to a smoking cessation
program/online apps (n=5) and medication prescription (n =86). The HSR to the
documented high alcohol consumption clients (n = 95) included a combination of advice
to reduce intake (n = 51), referral to the local Alcohol, Tobacco and Other Drugs Service
(ATODS) (n = 2) and medication prescription (n = 3).

Table 9: Smoking and Alcohol Consumption Status and HSR

Domain/HSR N (%) Not recorded

Current smoker 414 (36.7) 129 (11.4)
HSR 194 (46.9)

High alcohol consumption 95 (8.4) 328 (29.1)
HSR 52 (54.7)
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7.4.4 Medication reviews

Although there is no consensus definition of polypharmacy within the field of
gerontology, being prescribed five or more medications daily is considered the standard
definition (Korinihona et al., 2025). Both polypharmacy and documented evidence of a
medication review were audited (Table 10). The medication review was either a review
by a pharmacist or specifically documented as a medication review/consideration of
medications/changes to medications in the GP’s clinical notes. A script renewal was not
classified as a medication review. A medication review was deemed not applicable if the

client was not on any medications.

Table 10: Polypharmacy and Medication Reviews

Domain <55 years >55 years Total (N=1,128)
(n=840) (n=288) n (%)
n (%) n (%)
Polypharmacy 76 (9.0) 156 (54.0) 232 (20.6)
Medication review 190 (22.6) 158 (54.9) 348 (30.9)
N/A for medication review 239 (28.5) 14 (4.9) 253 (22.4)

More than half of the clients (n = 156) in the 55 years and over group had five or more
medications documented as prescribed, and 55% (n = 158) had a documented medication
review within the previous 12 months. Further, as shown in Table 2, previously, no
Domiciliary Medication Management Reviews were billed, highlighting missed
opportunities for revenue generation, as well as home pharmaceutical education and

safety checking.
7.4.5 Clinical measurements

Blood pressure (BP), lipid levels, blood glucose level (BGL) and kidney functioning are
all clinical measurements that assess the risk of cardiovascular disease, diabetes or
chronic kidney disease. They are therefore important to address to reduce the risk of
chronic disease and dementia. Documented evidence of BP readings, urinary albumin—
creatinine ratio (ACR) readings, blood glucose levels (HbA1C), glomerular filtration rate
(eGFR) and lipid profile (low-density lipoprotein cholesterol [LDL-C], high-density
lipoprotein cholesterol [HDL-C], triglycerides and total cholesterol/HDL ratio) within the
last 12 months were audited (Table 11). The HSR response to abnormal readings (as per

the National Guide to a Preventive Health Assessment for Aboriginal and Torres Strait
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Islander People) were also audited (Table 11; National Aboriginal Community
Controlled Health Organisation & The Royal Australian College of General Practitioners,
2018).

Most clients (83.2%, n = 939) had a recorded BP reading taken in the previous 12 months.
Of these, 22% (n = 210) had a systolic reading of greater than, or equal to, 140 mmHg
(viewed as systolic hypertension). A management plan in place was considered a response
by the health service to a systolic reading of >140 mm Hg. Of the 210 clients with systolic
reading of >140 mm Hg, 34.6% (n=72) had a management plan in place. The
management plan involved one aspect, or a combination of 3-6 monthly BP checks,
commencement or changes to medications, advice re medication compliance, general
lifestyle advice, general “monitoring’, referral to a dietitian, referral to medical specialist
(cardiologist or general physician), and referral for further investigations such as an

echocardiogram.

With regard to ACR levels, 39% (n =441) had documented evidence of an ACR test
within the previous 12 months. Of these, 39% (n = 172) had abnormal results, indicative
of ‘leaky’ kidneys, a precursor to renal disease. Of those with abnormal results, there was
a documented HSR for 64% (n = 110). HSRs included one, or a combination, of dietary
and/or lifestyle advice from the GP, repeat tests and monitoring, referral to a dietician,
commencement or alterations to medications, advice re medication compliance, referral
to a specialist (endocrinologist or nephrologist) or general medical physician, and referral

to a diabetes educator.

An eGFR test was recorded for 63.7% (n = 719) of the total sample. Of those with a test
result, 11.3% (n =81) had eGFRs of <60 mL/min/1.73 m? (considered reduced renal
function). Of those with abnormal readings, there was a documented HSR to 64.2%
(n =52). HSRs included one, or a combination, of monitoring by nephrologist or general
medical physician, further investigations (renal ultrasound), referral to nephrologist
and/or endocrinologist, general advice and/or lifestyle advice from GP, medication
changes, advice re medication compliance, referral to a dietician and/or diabetes clinic

and/or diabetes educator, and transfer to a larger hospital for possible dialysis.

167



Table 11: BP, ACR, HbA1C, eGFR, and Lipid Profile Readings and HSR

Domain N (%)

BP reading 939 (83.2)
Systolic reading of >140 210 (22.4)
HSR to systolic reading of >140 72 (34.6)
ACR reading 441 (39.1)
Raised ACR” 172 (39)
HSR to raised ACR 110 (64)
eGFR reading 719 (63.7)
Low eGFR** 81 (11.3)
HSR to low eGFR 52 (64.2)
Lipid profile test 613 (54.3)
Abnormal profile™ 531 (86.6)
HSR to abnormal profile 183 (34.5)

*Raised ACR is > 2.5 mg/mmol (male) or > 3.5 mg/mmol (female).
**Low eGFR is < 60 mL/min/1.73 m?

***¥LDL-C > 2.5 mmol/lL OR HDL-C < 1.0 mmol/L OR Triglycerides >1.5 mmol/L OR Total
cholesterol/HDL ratio >4.5 mmol/L.

Within the lipid profile audit, LDL-C, HDL-C, triglycerides and the total
cholesterol/HDL ratio were checked. If any of those values were considered abnormal,
the overall result was recorded as abnormal. A lipid profile test was recorded for 54.3%
(n = 613) of the total sample. Of those tested, 86.6% (n = 531) had abnormal results. Of
those with abnormal results, there was a documented HSR to 34.5% (n = 183). HSRs
included one, or a combination, of repeat testing, dietary and/or lifestyle advice from the
GP or nurse, medication consideration, changes to medications, referral to a cardiologist

and referral to a dietician.
7.4.6 Physical activity, nutrition and obesity

Lifestyle behaviours significantly affect both chronic disease and dementia risk, and
consequently influence the ability to age well. The HAAT audited documented rates or
documented concerns around physical activity, obesity and nutrition (malnutrition and
access to food), and included measurements of weight, height and body mass index
(BMI). The results of low levels of physical activity and obesity, along with the HSR, are
presented in Table 12.

A physical activity question is in the AHC. If this question was asked, or a clinician had
specifically asked questions around physical activity levels in other sections of the clinical
notes, or a formal screening tool had been used, this was considered evidence of
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assessment of physical activity. Of the total sample 27.8% (n = 314) were assessed. Of
those assessed, there was documented evidence of concerns around low levels of physical
activity for 36.6% (n = 115) of clients. Where concerns were raised, there was an HSR
for 37.4% (n = 43) of cases. An HSR included one, or a combination, of advice (n = 66),
referral to a physiotherapist or exercise program (n = 4), and information about online

fitness apps (n = 1).

Table 12: Concerns Raised about Physical Activity and Obesity and HSR

Domain N (%)

Physical activity 314 (27.8)
Concerns raised 115 (36.6)
HSR to concerns raised 43 (37.4)

Obesity 0(0)
Concerns raised 194 (17.2)
HSR to concerns raised 187 (96.4)

There was no screening or assessment question for obesity in the AHC. Although 219
(19.4%) had a diagnosis of obesity, there was no evidence of any assessment specific to
obesity recorded in the charts audited. Although weight, height and BMI readings were
audited, these variables were not presumed to have been used to screen obesity. Instead,
the audit focused on whether concerns about obesity had been raised, or diagnosed, by
the GP or dietitian. Of the total sample, concerns with obesity or being overweight were
raised in 17.2% (n = 194) of the clients. Where concerns had been raised, there was an
HSR in 96.4% (n = 187) of cases. An HSR included one, or a combination, of advice on
diet, exercise or general healthy lifestyle (n = 165); consideration/commencement of
medications (n = 18); referral to a dietician (n=73); referral to a specialist for

consideration of bariatric surgery (n = 6); and online app information (n = 3).
7.5 Medicare Benefits Schedule billing

The Medicare Benefits Schedule (MBS) is a list of health professional services subsidised
by the Australian Government. Each service on the list is referred to as an MBS item and
has been assigned a unique MBS item number. In practice, this is a code used to claim a
Medicare benefit for that service. For a Medicare benefit to be paid, the service provided
must match the item descriptor and all item requirements (Department of Health and Aged
Care [DoHAC], 2024). Claiming from the Australian Government for Medicare items is

a means of raising revenue for the health service. Billing claims that are relevant to ageing
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well, such as the AHC, GPMP, TCA, medication reviews and mental health plans, as well
as AH, Nurse Practitioner (NP) and IHW involvement were audited as a proxy measure

for service utilisation (Table 13).

Table 13: Billing of Services

Item numbers Service N (%)
715 Adult Health Check 284 (25.2)
721 GP management plan (GPMP) 171 (15.2)
723 Team care arrangements (TCA) 152 (13.5)
732 Review of GPMP or TCA 56 (5)
900 Domiciliary Medication Management Review 0
2700-2717 Mental health planning 12 (1.1)
10987 Follow-up from nurse or IHW 12 (1.1)
82200-82215 Nurse Practitioner 0
81300 IHW 0
10951-10970/ Allied health 54 (4.8)
81315-81360
81305 Diabetes Educator 2(0.2)
81310 Audiologist 0 (0)
No claims 745 (66)

There were low rates of billing for services provided by members of the multidisciplinary
team such as IHWs, Diabetes Educators (DEs) and AH. Low rates were also found for
the AHCs claimed, with only 25% of clients being billed for an annual AHC at the time
of the audit. Despite high rates of chronic disease (see Table 6), there were low numbers
of GPMPs (n =171) or reviews of plans (n = 56) being claimed. No NP claims or IHW
claims were made. For over half the sample (n = 745), no claims were made related to

chronic disease management or other areas that could support ageing well.
7.6 Other conditions associated with ageing
7.6.1 Vision and hearing impairment

Both vision and hearing impairment are risk factors for dementia (Livingston et al., 2024).
Having either vision or hearing loss can affect a person’s function, and ultimately their
QoL, including the ability to socially engage and participate in community events. The
results of vision and hearing assessments, and the HSR response to concerns raised with

vision and hearing are presented in Table 14.
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Table 14: Vision and Hearing Screening and HSR

Domain N (%)
Vision 377 (33.4)
Concerns raised 84 (22.3)
HSR to concerns raised 83 (98.8)
Hearing 53 (4.7)
Concerns raised 34 (64.2)
HSR to concerns raised 34 (100)

Eye screening tests included visual acuity (VA), pupil dilatation for fundal examination,
relative afferent pupillary defect (RAPD), intraocular pressure (IOP), fundoscopy, and
extraocular muscle (EOM) function tests with the intent to screen for retinopathy,
glaucoma, age-related macular degeneration (AMD), cataracts and trichiasis. If any one
of the tests were conducted, a positive response to having had an eye screening was
recorded. Of the total sample 33.4% (n = 377) had one or more screening tests. The VA
test forms part of the AHC, and this was the most common test conducted with 371
clients. In all but one case, there was a documented HSR to the concerns raised. The HSR
included one, or a combination, of a referral to the ophthalmologist or optometrist,
prescribed eye drops or other medications for infections, referred for cataract surgery,

prescribed glasses or referred for surgery in two cases with pterygium.

Only 4.7% (n=53) of clients had documented evidence of a hearing screen being
conducted within the previous 12 months. Of those screened, concerns regarding hearing
were raised with 64.2% (n = 34). Where concerns had been raised, there was an HSR in
all cases. An HSR response included one, or a combination, of being referred to, or
already under the care of, the audiology service; referral to Hearing Australia; referral to

an ear nose and throat (ENT) specialist; or being prescribed hearing aids.
7.6.2 Osteoporosis

Osteoporosis is a chronic condition defined by low bone mineral density, increasing the
risk of fractures; however, osteoporosis is largely a preventable disease (AIHW 2024c).
The diagnosis of osteoporosis requires an assessment of bone mineral density (BMD),
using a Dual Energy X-ray Absorptiometry (DEXA) scan. There are a wide range of
medications and non-pharmacological interventions available to manage osteoporosis
(AIHW, 2024c). The results of osteoporosis screening and HSRs to diagnosis and

prevention are presented in Table 15.
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Only five eligible clients were screened for osteoporosis and of those, 40% (n = 2) were
deemed high risk. Of those two clients, both were diagnosed with osteoporosis and
commenced on medications (risedronate, cholecalciferol, denosumab). However, since
146 women in the sample were aged 55 and over, these low figures suggest missed

opportunities for screening a large number of potentially postmenopausal women.

Table 15: Osteoporosis Screening and HSR

Domain N (%) N/A* Unknown menopausal
status™

Osteoporosis screening 5(0.4) 739 (65.5) 93 (8.25)

Client deemed high risk 2 (40)

HSR to high-risk clients 2 (100)

* N/A for clients not in correct age range—osteoporosis screening is recommended for all postmenopausal

women and men over the age of 50 as per the National Guide to preventive health assessment for Aboriginal
and Torres strait islander people (National Aboriginal Community Controlled Health Organisation & The

Royal Australian College of General Practitioners, 2018).

** Unknown from medical record if client is postmenopausal.
7.6.3 Foot problems

Given the high rates of diabetes, particularly in those older than 55 years, where almost
70% (n=198) had this diagnosis, it was important to consider whether clients had
received a foot check within the last 12 months. Foot check results are presented in Table
16. The majority of foot checks were conducted by the podiatrist and were related to

diabetes management.
7.6.4 Dental issues

The AHC contains a question pertaining to a dental check-up completed in the previous
12 months. If this was answered “yes’, it was recorded in the audit that a dental check had
been carried out, even if there were no written clinical notes from the dental service in

Best Practice™. The dental checks are presented in Table 16.
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Table 16: Foot and Dental Checks

Domain <55 years (n =840) >55 years (n = 288) Total (N =1,128)
n (%) n (%) n (%)

Foot check 65 (7.7) 61 (21.2) 126 (11.2)

Dental check 65 (7.7) 26 (9) 91 (8.1)

7.6.5 Continence issues

The AHC also records issues with continence. Any responses regarding continence on
the AHC were regarded as a continence screen, in addition to any notes regarding
continence in the clinical progress notes of any clinician. In the 55 years and over age
group, 26.4% (n = 76) had documented evidence of a continence screen. Common issues
raised were stress incontinence and urge incontinence. Interventions included one, or a
combination, of referral to a physiotherapist for pelvic floor exercises (n=15),
commenced medications (n=1), referral to continence nurse (n=4), supply of
incontinence aids (pads; n=6), insertion of indwelling catheter (n=1), referral to
urology (n=4), and referral to the Far North Regional Obstetric and Gynaecological
Service (n=1). Of the 177 clients screened, 40.1% (n =72) were male, and 59.9%
(n = 105) were female. The results of continence screening are presented in Table 17.

Table 17: Continence Screening and HSR

Domain <55years (n =840) >b5 years (n = 288) Total (N =1,128)
n (%) n (%) n (%)
Continence screen 101 (12) 76 (26.4) 177 (15.7)
Concerns raised 6 (5.9) 20 (26.3) 26 (14.7)
HSR to concerns raised 4 (66.7) 15 (75) 19 (73.1)

7.6.6 Mood disorders

Mental health issues for Indigenous populations, particularly in older persons, are a
pressing issue (Russell et al., 2023), and depression is a risk factor for dementia
(Livingston et al., 2024). Diagnoses of depression and anxiety were audited, along with
documented evidence of screening for social and emotional wellbeing (SEWB) within
the previous 12 months. The types of screening tools used for SEWB screening were

audited, along with any HSR to concerns raised. The results are presented in Table 18.
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Various mental health screening tools were used and included adaptations/modifications
to existing tools, especially within the AHC. Both paper-based tools uploaded into Best
Practice™ and electronic versions in the AHC template in Best Practice™ were in use.
The different types of tools used included either one, or a combination, of variations of
the Patient Health Questionnaire (PHQ; Kroenke et al., 2001), with two, three and six
questions variants; the Depression Anxiety and Stress Scale (DASS; Lovibond &
Lovibond, 1995); the Edinburgh Postnatal Depression Scale (EPDS; J. Cox et al., 1987);
the Geriatric Depression Scale (GDS; Yesavage & Sheikh, 1986); the Kessler
Psychological Distress Scale (K10; Kessler et al., 2002); the Kimberley Indigenous
Cognitive Assessment—Depression (KICA-dep; Almeida et al., 2014); the Posttraumatic
Stress Disorder checklist for the Diagnostic and Statistical Manual of Mental Disorders
Version 5 (PCL-5; Blevins et al., 2015); and the Prolonged Grief Disorder (PGD;
Killikelly & Maercker, 2017) tools. In addition, within the AHC template (both paper and
electronic versions) were SEWB questions with two versions: (1) three questions and (2)
six questions; however, it is unclear which tool these questions were from and whether it
was a validated tool being used. The frequencies of these tools used were as follows:
PHQ2 (n = 44), PHQ3 (n = 93), PHQ6 (n = 5), DASS (n = 13), EPDS (n = 17), GDS
(n =11), K10 (n = 16), KICA-dep (n = 1), SEWB six questions (n = 34), SEWB three
questions (n = 21), PCL5 (n = 1) and PGD 3 (n = 1). “‘General questions’ refers to a
clinician noting mood discussed/mood status documented within the clinical progress

notes but no evidence of a validated tool being administered.

Within the total sample, 30.4% (n = 343) had a screen of mood or SEWB, either by
general questions asked, a tool administration, or both questions asked and a tool
administered. Within those screened, concerns around mood or SEWB were raised with
29.7% (n = 102) of clients. Where concerns were raised, there was an HSR with 93.1%
(n =95) of clients. HSRs included one, or a combination, of referral to a mental health
service/psychology service (state or private; n = 43), referral to the SEWB team (n = 17),
discussion or commencement of medications (n = 23), advice/counselling by PHCC staff
(n = 25), information about online apps (n = 3) and admission into hospital for further

management (n = 3).
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Table 18: Mood Disorders, SEWB Screening and HSR

Domain N (%)
Depression diagnosis 69 (6.1)
Anxiety diagnosis 2(0.2)
Mood/SEWB screening

Standard tool 183 (16.2)
Questions only 91(8.1)
Both 69 (6.1)
Concerns raised 102 (29.8)
HSR to concerns raised 95 (93.1)

7.7 Cognitive functioning

When auditing cognitive status and evidence of assessment of cognition, the HAAT
specified only clients aged 45 and over to be audited. This cut-off was taken following
the dementia prevalence study in the region, where cognitive impairment was seen in
clients aged 45 and over (Russell et al., 2020). The results of cognitive screening and

HSRs to concerns raised are presented in Table 19.

Table 19: Cognitive Screening and HSR for Clients aged >45 years (n = 474)

Domain N (%0)
Cognition screen 90 (19)
Screening by
General questions by GP in consult 5(5.5)
Questions in the AHC 33 (37)
Screening tool 59 (65.5)
Concerns raised 35(7.3)
HSR to concerns raised
Referred to a specialist 43 (9)
Further investigations” carried out 6 (17.1)

*CT-brain, or MRI-brain, or blood tests.

Concerns were raised about cognition in 7.3% (n = 35) of the total sample aged 45 and
over. Concerns were raised by one, or more, of the following: client (n=7), family
member or carer (n = 1), nurse (n = 1), IHW (n = 1) and GP (n = 13), with other records
not specifying who raised concerns. Of the total sample of clients aged 45 and over, 19%
(n =90) were screened for cognition. Of those screened, one or more of the following
was used to screen: general questions asked by the GP during a consult 5.5% (n =5),
standard questions on the AHC 33 (37%) and the use of a validated tool 65.5% (n = 59).

With regard to the type of cognitive screening tool used, one or several of the following
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tools were used: MMSE® (n = 35), KICA-cog® (n = 27), CDT’ (n = 6), Mini-Cog?® (n = 6),
MOCA?® (n = 1), VFT? (n = 2) and ACE-II1*!(n = 2). The tools were administered by

either the GP or the visiting geriatric specialist team.

Although cognitive concerns had been raised with 7.3% (n = 35) of clients 45 years and
over, 9% (n = 43) of the 45 years and over age group had seen a visiting geriatrician. The
geriatrician also saw clients without any documentation of cognitive concerns to address

other problems of ageing.
7.7.1 Enduring Power of Attorney, Advance Care Planning and End of Life care

Documented evidence of discussions, or completed paperwork uploaded into Best
Practice™, were audited for Enduring Power of Attorney (EPOA), Advance Care
Planning (ACP) and End of Life (EOL) care. The results are presented in Table 20. ACP

included discussions or putting in place an Advance Care Directive (ACD).

Table 20: EPOA, ACP and EOL Care Discussions or Completed Paperwork for
Clients >55 years (n = 288)

Domain N (%)
EPOA appointed or discussed 15 (5.2)
EOL care discussed 0(0)
ACP /ACD discussed or in place 19 (6.6)

Very limited documentation of a client having discussions with any clinical staff, or
having appointed an EPOA, was recorded, with only 15 recorded cases in the sample of
288 adults aged 55 and over. No evidence of discussion about EOL care was recorded
across the sample of 288 adults aged 55 and over. Only 6.6% (n = 19) of the 288 adults

aged 55 and over had documented evidence of ACP.

5 Mini Mental State Examination (Folstein et al., 1975).

¢ Kimberley Indigenous Cognitive Assessment (LoGiudice et al., 2006).
" Clock Drawing Test (Hazan et al., 2018).

8 The Mini-Cog (Borson et al., 2000).

% The Montreal Cognitive Assessment Tool (Nasreddine et al., 2005).

10 Verbal Fluency Test.

11 Addenbrooke’s Cognitive Examination-111 (Hsieh et al., 2013).
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7.8 Functional status

Maintaining physical function and independence plays a significant role in the ability to
age well. Evidence of assessments of function, and episodes of service for AH staff (who
are most likely to conduct functional assessments) were audited (Table 21).

Over half (60%, n = 36) of the functional assessments carried out in the 55 years and over
age group were carried out as part of the AHC. The functional assessments completed by
the GP (n = 34) and IHW (n = 2) were part of the AHC. The remainder of the functional
assessment completed (not part of an AHC) were carried out by AH (n=11) and the

visiting geriatric service (n = 14).

Personal Activities of Daily Living (ADLSs) include showering, dressing and toileting.
Instrumental ADLs include shopping, cooking, cleaning, laundry, transport and managing
medications. All functional assessments included an assessment of personal and
instrumental ADLs. Other domains documented included assessments of pain (n = 19),
falls (n=35), financial capacity (n=13), driving (n=24), mobility (hn=6) and
continence (n = 3). Concerns were raised about any aspect of functional ability with 10
clients, which represents 3.5% of those aged 55 and over. Where concerns were raised,
there was an HSR to 90% (n = 9). An HSR included one, or a combination, of equipment
provision (handrails, shower chair), referral to external agencies for home modifications

and referral to the AH team if not already involved.
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Table 21: Functional Assessment, Concerns Raised and Allied Health Input for

Clients >55 years (n = 288)

Domain N (%)
Evidence of a functional assessment 60 (20.8)
Assessment as part of the AHC 36 (60)

Components of functional assessment documented
Personal ADLs 60 (20.8)
Instrumental ADLs 60 (20.8)
Pain 19 (6.6)
Falls 35(12.2)
Financial capacity 13 (4.5)
Driving 24 (8.3)
Mobility 6 (2.1)
Continence 3(1.1)
Concerns raised 10 (16.7)
HSR to concerns raised 9 (90)

Occasions of service of AH
Podiatrist 58 (20.1)
Physiotherapist 43 (14.9)
Dietitian 42 (14.6)
Diabetes Educator” 29 (10.1)
Occupational Therapist 24 (8.3)
Pharmacist 7(2.4)
Speech Pathologist 3()
Social Worker 3(1)
Psychologist 0 (0)

Type of service delivered
Weight management/nutritional support 19 (6.6)
Pain management 29 (10.1)
Activity program 0 (0)
Medication management 7(2.4)
Housing, Aged Care, NDIS referrals 2(0.7)
Home visit assessment, modifications and equipment 20 (6.9)
Provision of mobility aids 5(1.7)
Foot care 58 (20.1)
Diabetes education and management 40 (13.9)
Falls prevention 3(1)
Pelvic floor exercises 1(0.3)
Speech and swallowing therapy 3()
Hand therapy 1(0.3)
Stroke rehabilitation 1(0.3)
Pulmonary rehabilitation 1(0.3)
Compression therapy 1(0.3)
Vfestibular therapy 1(0.3)

**Filled by role of nurse within TCHHS

178



7.9 Support services and social engagement

Aged care services can assist a person to remain living within their own home. There are
two levels of assessment provided by the Commonwealth Government that provide
approvals for two different tiers of service. The first-tier assessment is carried out by a
Regional Assessment Service (RAS), who can approve a Commonwealth Home Support
program (CHSP), formerly known as Home And Community Care (HACC; and still
frequently referred to as HACC within the region). The second tier is for approvals for
Home Care Packages (HCPs), residential respite and permanent care approvals within an
RACF. These assessments are conducted by the ACAT. Evidence of either a RAS
assessment or ACAT assessment, or evidence that the client was formal receiving support
services either from an Age Care provider or NDIS provider was audited, and the results

are presented in Table 22.

Table 22: Support Services and Social Engagement

Domain N (%0)
RAS or ACAT assessment 18 (6.3)
Evidence of receiving Aged Care services 11 (3.8)
Evidence of receiving NDIS support 5(0.5)
Evidence of social engagement through:
Church 4 (0.4)
Family 12 (1.1)
Community groups 1(0.1)
Cultural events 1(0.1)
CHSP/HCP—group activity 1(0.1)
Social organisation/club 1(0.1)
Sporting organisation/club 6 (0.5)
School club 1(0.1)
Army Reserves 1(0.1)

Social isolation is a risk factor for dementia (Livingston et al., 2024). There is no specific
question in the AHC that screens for social isolation. The clinical notes were audited for
documented evidence of social engagement through a variety of outlets. The results are

presented in Table 22.
7.10 CQI activities

The methods for implementing the CQI activities were explained in Section 5.4.1
(Implementing CQI). The following section of this chapter details the activities carried
out by the five PHCCs.
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7.10.1 Site-specific workshops

Details of the number and composition of the face-to-face workshops completed as part
of the CQI activities, along with details of attendees at each site, are outlined in Table 23.
As well as the formal face-to-face workshops, several other opportunistic informal
catchups were held in person with individual staff members and via email
correspondence. Not all staff attended all meetings. Additionally, HART team members
also involved in all sessions included me, as the lead researcher, and a neuropsychologist.

Other team members (geriatrician and two IHWs) attended intermittently.
7.10.2 Activities

Some of the CQI activities were specific to an individual PHCC, whereas many were
common, with more than one PHCC identifying a particular issue as a priority. The five
sites used their own PHCC’s data to pursue the activities they prioritised. However, as all
the PHCCs fell under the governance of the TCHHS, many activities had a flow on effect
at other PHCCs with changes made across all sites, such as access to dental services
through the Australian Defence Force. Furthermore, ideas and successes were shared
across PHCCs and then consequently taken up by other sites, such as TVs in the clinic
waiting room. As such the activities identified for the PDSA cycles are aggregated as
follows in Table 24.
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Table 23: Details of the Number and Composition of the Face-to-Face Workshops

Site Number of
workshops

Staff involved

1* Seven

2 Five

3 Five

4** Three

5 Six

TCHHS Primary Health Care Program Director
Indigenous Practice Manager (PM) of the PHCC that housed
the outreach team on a different island
Staff of the outreach team
e IHW outreach team leader
¢ Indigenous Clinical Nurse (CN)
e 2IHWs
e 2 non-Indigenous CNs

Indigenous PM

3 IHWs

2 non-Indigenous CNs—one of whom has lived and
worked on the island for several decades

regular visiting non-Indigenous GP

Indigenous admin officer of the PHCC

Indigenous PM

11HW

1 non-Indigenous NP who has worked at the PHCC and lived
on the island with her family for several decades

2 IHWs
1 non-Indigenous locum CN

TCHHS Indigenous Assistant Director of Nursing Workforce
Design

TCHHS Primary Health Care Program Director
Indigenous Island Cluster Manager for the region (whose
position manages the PM)

Indigenous Program Manager

Indigenous PM

1 Indigenous Clinical Nurse Consultant (CNC)

1 IHW coordinator

3 Advanced IHW

2 IHW

2 Indigenous AH Assistants (AHA)

1 Indigenous school-based trainee

2 non-Indigenous CNs

*As described in Chapter 1, this community is serviced by an outreach team because there is no health

centre on the island.

** This PHCC was without a permanent PM and had locum CNs for the majority of the implementation

phase.
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Table 24: CQI Activities

Priorities

Issues identified

PDSA goals

Activities

Adult Health
Checks (715)

Inconsistencies: different versions of
the AHC within and across PHCCs
(paper-based & electronic versions)

Low rates of completion

High rates of incomplete AHCs —
often first part of the AHC started
with the IHW but fails to see GP to
complete

Low rates of billing for AHCs

Not always inclusive decision making
with the client

Develop one consistent
template (paper-based &
electronic)

Increase AHC numbers
Increase completion rates

Increase billing of 715

Increased patient
involvement in decision-
making to make the AHC
patient-focused and
holistic

IHW to be present at
medical review to help
explain results and
management plan

Sourcing the RACGP 715 template that was uploaded
into Best Practice™ as an alternative tool to the
electronic version in Best Practice™

Clients invited, and appointments allocated, specifically
for AHCs

Recalls for AHC prioritised

Longer appointment times to complete AHCs with the
IHW

Exploring incentives to increase client participation and
attendance for AHCs, such as having a promotional drive
at community events, and community education sessions

Working with Best Practice™ support to understand the
billing process

Written lay communication after a consult to explain
outcomes of the consult
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Priorities

Issues identified

PDSA goals

Activities

Content lacking depth for more
ageing specific domains (e.g.
cognition, continence, falls, pain and
function)

Content lacking in the social and
cultural determinants of health
(biomedical orientated) such as
SEWB, social engagement, cultural
connections

Lack of linked/included culturally
appropriate screening tools

Lack of ‘red flags’ for identifying
decline and frailty in older clients

Lack of coherent linkage to a
management plan: 715 viewed as a
data collection tool rather than linked
to referral pathways and care plans, to
address concerns

Include more age specific
content, such as more
memory, falls, and
continence questions

Include an ageing well
accompaniment guide to
completing an AHC
Longer appointment for a
holistic AHC

Include links to culturally
appropriate- validated
screening tools

Clearer pathways of care
and referral processes

Liaison with TCHHS Executive regarding a working
group to look at content within the 715 and a new
electronic version

Discussions with the Northern Australian Regional
Digital Health Collaborative to explore options for
digitising health checks onto portable tablets with links
to culturally appropriate screening tools

Collaboration with the Far North Queensland
HealthPathways Team)™* to advise on appropriate
templates for the Aboriginal and Torres Strait Islander
Health Assessment and provided them with culturally
appropriate cognitive screening tools and other resources
for their website.

Dental
Checks

No visiting dentist making access to
dental care difficult

Increased dental checks

Completing dental check questions on the AHC and IHW
providing education around the importance of oral health
Exploring alternative options to delivery of dental
services such as Council looking at utilising dental
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Priorities Issues identified

PDSA goals

Activities

services from the Australian Defence Force, or through
James Cook University via dental student placements or
student-led model of care

Highlighting with TCHHS need for subsidised
travel/accommodation costs for clients to go to TI for
dental health care

Culturally o
appropriate
assessment

of mood and
SEWB

Numerous different tools within the
AHC used to measure mood and
SEWB - most not validated within
Aboriginal and Torres Strait Islander
populations

Lack of appropriate spaces within the
PHCC to carry out sensitive yarning
around mood

Increase culturally
appropriate mood/SEWB
screening into the AHC

Development of a culturally-appropriate screen for
depression and anxiety — ‘Any Worries Yarn’ (Meldrum et
al., 2024) that is currently being validated. Two sites are
participating in the validation component of the project as
part of their CQI initiatives. Staff received training in
delivering the tools and were provided with additional
resources around information and support for mood
concerns. A third site is in progress for joining in the
validation project

Advocating/inputting into a business plan for a *yarning
space’ into a planning forum for a new redevelopment of
a PHCC building, for one of the sites

Provision (in progress) of portable tablets within the
TCHHS allowing IHWs to sit with clients in appropriate
spaces, external to the clinic setting (home, outdoor
settings) to complete yarning sessions around
SEWB/mood
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Priorities Issues identified PDSA goals Activities
Social e Lack of programs locally that support e Increased opportunities, Liaison with local primary school to utilise library space
engagement social engagement with regular schedules, for and facilitate intergenerational activities between older

Lack of screening in the AHC around
social isolation

social groups

Social isolation questions
in the AHC

residents and school-aged children

Ongoing discussions with JCU-based program (‘Top of
Australia’ initiative for Allied Health and Nursing
student placements on Thursday Island) that delivers AH
student-led activity and social engagement programs on
TI to extend their service to include Ngurupai

Liaison with external stakeholders such as Kaurareg
Native Title Office, and Gur A Baradharaw Kod (Torres
Strait Sea and Land Council Torres Strait Islander and
Aboriginal Corporation) (GBK) for potential community
space to hold social activities

One PHCC arranging input into a local social group to
provide education sessions around a variety of health
topics such as falls prevention, and dementia education
in order to promote social engagement activities within
the community

Liaison with the Mura Kosker Sorority Inc., Older
People’s Action Program (OPAP), to collaborate in
organising social activity events for the older community
members
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Priorities Issues identified PDSA goals Activities
Culturally e Physical activity and diet questions in e  Links in Best Practice™ to Participation in a project to develop culturally
appropriate the AHC are superficial with lack of validated tools for appropriate assessment tools for diet and physical
assessment validated tools available to use assessing diet and physical activity
of physical activity
activity and e Increased meaningful
diet screening of physical

activity and diet with

higher completion of

questions in the AHC

e Limited pathways of care to address e Implementation of activity Liaison with AH Executive and team leads regarding
low physical activity programs to refer to within group exercise classes
the TCHHS Liaison with external stakeholders, such as a school, to
run intergenerational activity programs

Health e Lack of health promotion and e Increased community Collaborations with external stakeholders included
promotion, preventative health care within the awareness around chronic liaison with:
chronic TCHHS disease prevention CEQ re: community gardens, and community chronic
disease disease prevention programs
prevention, e Increased community Councils re: Harvest Festivals, community gardens,
and dementia awareness around seasonal food calendar, and community chronic
risk dementia risk reduction disease prevention programs
reduction and ageing well strategies 0 OPARP re: activity program for the older community

members

JCU based “Top of Australia’ initiative, for Allied
Health and Nursing student placements on Thursday
Island, to deliver an activity program to other sites
Schools re: intergenerational activity program
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Priorities Issues identified PDSA goals Activities
0 Northern Peninsula Area Family and Community
Services (NPAFACS) re: local activity and health
promotion programs
o0 Council re: community gym equipment in public

Staffing ratios results in focus on
managing acute presentations to the
detriment of being able to provide
health promotion activities

Health promotion to have
greater importance within
the TCHHS

places.

Input into a local social group to provide health
education sessions around a variety of health topics such
as falls prevention, and dementia education within the
community

Dissemination across the communities of the HART
produced Podcast — ‘Lets yarn! Ageing well in the Torres
Strait’

Having the brain health and dementia risk reduction
information videos playing in the departure lounge at
Horn airport — in progress

Operational plan to include health promotion officers in
a specific team, submitted to TCHHS Executive

Health promotion and community education days. Yearly
schedule planned with monthly themes such as falls
month, dementia month, foot care month, continence
month. TCHHS AH staff invited to also contribute to the
sessions. Potential to include invited specialists to
contribute

Liaison with the TCHHS Mens’ and Womens’ Health
teams to incorporate ageing well and dementia risk
reduction into their programs

Exploring ways of delivering health promotion within
the waiting room at a PHCC. Posters developed for
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Priorities Issues identified PDSA goals Activities
ageing well, but also running health promotion videos on
a TV mounted in the waiting room (content for dementia
risk reduction and brain health already developed as part
of another HART project). PHCC escalating need for
TVs within the TCHHS and alternatively through a Far
North Queensland Hospital Foundation (FNQHF) grant
Allied Health e  Limited access to a diabetes clinic e Diabetes clinic at site 2
and specialist
services
e Limited access to audiology, e Increased access to AH e Escalation and discussion around AH services with the
optometry, and community services AH Executive and team leaders
physiotherapy, social work, pharmacy e Exploring collaborations with other stakeholders that
and speech pathology provide AH services (CEQ, JCU)
e Resumption of audiology services via Hearing Australia
e Consideration of using a GPMP or TCA to fund private
e Limited access to visiting medical AH services
specialists e Consideration of claiming MBS 900 within the TCHHS
to generate funds for a community pharmacist
e Podiatry and dietetics services limited
to diabetic clients
Equipment ¢ Requirement for specific equipment; e To obtain listed equipment e  Successful submission made to TCHHS for a centrifuge

Centrifuge and LIFEPAK™
defibrillator for outreach team; TV for
health promotion in PHCC waiting
room; hearing screening devices;
tablets for offsite assessments

Current application in progress to the FNQHF for a
LIFEPAK™ defibrillator

PHCC supplied with information around portable
hearing screen devices

TCHHS in process of obtaining tablets
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Priorities Issues identified PDSA goals Activities
Hearing e Low rates of hearing screens e To increase number of e Resumption of audiology services via Hearing Australia
Checks completed hearing screens
e Lack of training for IHWs in hearing e  For IHWSs to receive ¢ Discussions with management around hearing screening
screening training to complete basic equipment — potential to share amongst other PHCCs in
hearing screens the area that do have equipment. Would require IHW
training to use and a guide training to ensure
sustainability
e Lack of hearing screening devicesin e For an audiology clinicto e Information provided on simple hearing screening
the PHCC - previously had ‘Deadly be established at one of the equipment that could be sourced through a FNQHF grant
Ears’ (Queensland Heath Program) sites
screening equipment and equipment
provided through Hearing Australia
Foot Checks e Low rates of completed foot checks e |HW training to do basic e Collaboration with the local Aged Care provider

Podiatrist only able to see Cat 1
clients — usually diabetic clients

foot checks that can then
be included into the AHC
to increase numbers of
clients 55 years of age and
over that have an annual
foot check

coordinator regarding education sessions with older
residents about foot care

Foot care to be introduced into the monthly community
education sessions run by one site with inclusion of the
podiatrist

IHW and CN completed a ‘foot care for older client’
course

Discussions around IHWSs receiving training in the
Diabetic Assessment of Risk Test (DART). This was
done previously but not in recent years. Discussions with
podiatrist and IHW manager in progress to look at
training
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Priorities Issues identified PDSA goals Activities
Medicare Low rates of billing for MBS items Increase billing of AH e Training received by Best Practice support team in
Billing Qualified NPs not employed in a NP services and 715 claiming
role, but as CNCs so unable to Training for understanding e  Ongoing discussions within TCHHS regarding
maximise their eligibility to claim billing and minimum employing NPs
requirements for
completing AHC before
eligible to claim
Utilising the NP role to
implement and claim
chronic disease
management plans and
Team Care Arrangements
Cognitive Low numbers of 55 years age and To increase screening rates
Screening over group screened for cognitive of cognitive impairment

impairment

Low utilisation of the KICA -cog (the
only validated screening tool
available for use with Aboriginal and
Torres Strait Islander peoples)

Training for IHWs to
conduct KICA-cog screens

To increase staff
knowledge about dementia

Staff at all sites completed KICA training and provided
with KICA kits

Development of dementia, cognitive impairment and
dementia risk reduction learning modules designed for
Queensland Health staff training and currently being
finalised with the aim to include them into staff
mandatory training within the TCHHS
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Priorities Issues identified PDSA goals

Activities

e To increase community
awareness around
dementia and memory

¢ Production of ageing well and dementia risk reduction
podcasts for community education rolled out

problems
Carer e Lack of aresidential aged care facility e Resources to support
Support and respite services carers
e Lack of community based aged care o Alocal RACF in the NPA
services, respite options and RACFs with other respite options
locally for outer islands

e Carers facing challenges providing
care and support

e Provided TCHHS with evidence from community
regarding need for residential care at site 5. TCHHS
looking at the feasibility of a Multi-Purpose Service that
would include respite and permanent aged care beds at
site 5

e Carer resources and a framework for supporting carers in
the region developed

* HealthPathways is a website that offers primary care clinicians locally agreed information to make the right decisions, together with patients, at the point of care

(https://fng.communityhealthpathways.org/13454.htm).
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In addition to the priorities outlined above (Table 24), other issues and priorities included

the following.
Working to full scope of practice

e There are qualified NPs who are employed as CNCs within the TCHHS, so are
unable to work to full scope of practice. Full scope of practice includes being able
to prescribe on-site and implement chronic disease management plans, which is
beneficial in a remote health settings with fortnightly visiting GPs. The goal
would be to have NPs employed within identified NP positions.

e |HWs focus on acute issues and have limited resources to utilise their health

promotion and preventative healthcare skills.
Regular schedule of the outreach team

There were issues with an ad hoc schedule for the outreach team to visit Site 1 owing to
GP shortages. This was rectified and a fixed monthly visit is now in place. This means

clients know when the team is visiting, allowing for improved attendance rates.
Breast screen results letters

Breast screen result letters are not always uploaded into Best Practice™. Ongoing
consultation to explore how they can be uploaded into the software from My Health

Record (Australian national digital health record platform).
Meals on Wheels

Meals on Wheels (delivered meals service provided under the CHSP) ceased in Site 2
from October 2022. Ways for providing a meal service for older residents through schools

and the local aged care provider (ongoing) are being explored.
EPOA and EOL care

This was a sensitive area for IHWs to address, given the cultural protocols and cultural
understanding of planning for death. The results of the audits were shared with the local
EPOA project team and the newly employed local palliative care team for progression.
The existing resources around EPOA and ACP that were developed within other

Australian Indigenous communities were shared with staff.



National Disability Insurance Scheme and Aged Care assessments

Concerns were raised around a lack of transparency about the clients approved and the
visibility of service providers in the area, as well as which clients were receiving services.

Ongoing collaborations with all stakeholders regarding these are in progress.
Lack of accommodation

The lack of locally available accommodation makes it difficult to house clinical students

when considering student-led models of care and accommodating visiting specialists.
No local Technical and Further Education courses

IHWSs currently leave their community to complete IHW qualifications, and this is a
disincentive for local people to train as IHWSs. This means there are fewer qualified local

IHWSs, which is affecting the recruitment of local IHWS.
Continence nurse

The lack of a continence nurse is having an impact on the number of continence screens

completed.

The AHC audit for the 55 years and over age group was repeated in February 2025 to
analyse any changes following the CQI activities. The results of the second audit
conducted in February 2025 were compared with audit one conducted between March
2022 and August 2023 (see Table 25).

Table 25: Evidence that an AHC has been completed within the last 12 months in

clients 55 years and over

Audit 1 Audit 2

n (%o) n (%)
Kirriri 5(14.7) 12 (30)
Ngurupai 7(8) 19 (15.8)
Wug 19 (29.7) 13 (20.3)
Warraber 15 (65.2) 23 (82.2)
Bamaga 30 (38) 37 (14.3)
Total 76 (26.4) 104 (20.4)
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Given the small sample numbers at some sites and because increasing AHC numbers was
only a priority at two sites, as well as other competing reasons influencing the number of
AHCs completed within audit periods, the change in the numbers of AHCs completed
across audits was not statistically analysed. Nevertheless, the results showed that the
number of AHCs completed doubled in the two sites that had set goals around increasing
the number of AHCs (Kirriri and Ngurupai). Despite only Kirriri and Ngurupai selecting
‘improved AHC completion’ as an action, the audit of AHCs was completed across all
sites. This was to see if there had been an improvement in reporting on AHCs across all
sites that could have been associated with health service wide directives or system
changes in reporting, rather than a particular PHCCs own initiatives, which would have
skewed the CQI data results. The other sites in this instance acted as “controls” for this

item.

Audits were not repeated on any priorities other than the AHC because: (1) many of the
activities chosen by the PHCC involved broader goals embedded within the social and
cultural determinants of health, and thus achievements would not be identified in the
HAAT audit, with many of the outcomes dependent on external stakeholders; and (2)

activities are still ongoing.
7.11 Chapter summary

In this chapter, | have presented the results from the clinical audits (PAR Cycle Two) and
the CQI activities (PAR Cycle Three). The results from the audits and CQI activities,
along with the findings from the yarning circles were synthesised to inform principles and
action strategies that will be incorporated into the Ageing Well Framework (PAR Cycle
Four). The following chapter presents the principles and action strategies to be
incorporated into the Ageing Well Framework.
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Chapter 8: The Ageing Well Framework

Chapter 8: The Ageing
| Well Framework

8.1 Chapter outline

In this chapter, selected components of the Ageing Well Framework that relate to my PhD
are presented. The finalised version of the Ageing Well Framework is intended to be a
standalone document, including various tools and resources that are outside the scope of
this PhD but fall into the wider body of HART work. Currently, HART are developing
and validating a range of tools to be included in the Ageing Well Framework, such as the
‘Any worries yarn’ (a socioemotional wellbeing screen), the ‘Good Spirit Good Life’
(QoL tool), a resource to support carers, dementia training modules for the TCHHS, and
app-based diet and physical activity screening tools specific to the region. These projects
are still ongoing, and therefore, a completed Ageing Well Framework is still under
development. Further, the finalised Ageing Well Framework will include the background
of HART, the background to the research project, the Healthy Ageing logo and an
overview of the findings from the yarning circles, all of which have already been
presented in this PhD thesis, and therefore do not need to be repeated in this chapter. For

these reasons, the preamble to the Ageing Well Framework, including the Foreword,
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Executive Summary, and the Purpose and Scope sections, as well as the tools and
resources, are not included in this thesis. The references included use the referencing style
of the thesis, rather than the referencing style of the finalised Ageing Well Framework.
Figures 16-19 and 21-23 are included ‘Exemplars’ within the framework. The graphic
(Figure 12) showing the three levels targeted by the Framework is contained in the
preamble to the Ageing Well Framework, and is therefore presented here to provide

context for the sections that follow.

Community

Primary Health
Care

Individual

Figure 13: Graphic Showing the Three Levels of Targeted Strategies
8.2 Guiding Principles

Five principles underpinned this work and guided the development of the ageing well
strategies. The principles came from the findings of the yarning circles, and the results of

the clinical audits and CQI activities. The principles are outlined in Figure 14.
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a

Valuing and respecting older adults \

Acknowledging older adults are valued and revered in their communities.
Acknowledging many older adults are ageing well and highlighting and
celebrating those achievements including the significant contribution older
adults make to society.

Honouring the wisdom and experience of older adults.

Recognising that trust and respect are central.

Acknowledging the impacts that culture, and history, including the

continued impacts of colonisation, racism, discrimination, and

socioeconomic disadvantage, have on ageing.

L)

Supporting self-determination \

Centering people in decision-making and involving them in their own care.
Respecting the choices made by individuals, families or communities.
Recognising the needs, preferences and capabilities of all.

Incorporating Indigenous culture, beliefs, and ways of doing to co-exist
equally with Western biomedical perspectives and approaches.
Understanding the holistic way of being that incorporates social,
emotional, spiritual and physical health and wellbeing

Knowing that health care should be provided simultaneously with

traditional, holistic, trauma-specific, and strengths-based healing

approaches and worldviews. /
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-

~

Equity of access and equitable outcomes
Ensuring equity of access to quality care in all regions of the Torres Strait
and NPA.

This includes equity of access across the region as well as equity for the

region compared to the rest of Australia.

/

~

Recognising that a life-course approach is crucial to effectively addressing

Life course approach

ageing and promoting long term health outcomes.

Prioritising early interventions — such as healthy lifestyle choices —that can

/

greatly enhance individuals’ ability to age well.

Co-designing services

Recognising that a strengths-based approach emphasising resilience,
empowerment and active engagement is required in the development of
programs.

Recognising that community participation in solution design is crucial.
Acknowledging decolonising approaches to facilitate ageing well are
needed.

Knowing that older adults’ voices are imperative in providing understanding
of their experiences.

Understanding that models of care need to be holistic and integrated.

New services need to complement rather than duplicate existing services.

Figure 14: Graphics to Present the five Guiding Principles
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8.3 Ageing Well: Strategies for community action

Community

Figure 15: Community-Level Action
8.3.1 Aims

e For people of all ages to access programs and services across the life course that
promote cultural, physical, mental, and social health and wellbeing, and facilitate
the ability to age well.

e Older adults are actively engaged in their communities, fostering a sense of
purpose through social, cultural and intergenerational connections, while
promoting age-friendly environments that encourage ageing well.

e Older individuals are able to age in place, with access to necessary supports, such
appropriate housing and social supports, as well as comprehensive health and aged
care services.

e Families and carers receive the support, information and training they need to
assist older adults in remaining functionally independent at home, while also
being supported in maintaining their own health and wellbeing.

8.3.2 Strategies
Creating age-friendly environments

Age-friendly environments are designed to enhance the QoL for people of all ages,
particularly older adults, supporting the needs and aspirations to age well in a place that
is right for them. These environments eliminate physical and social barriers, and

incorporate policies, systems, services, products and technologies that:
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e promote health, and maintain physical and mental capacity throughout the life
course

e enable individuals, even when facing reduced ability, to continue engaging in
activities they value (WHO, 2020).

Such environments foster ageing well, supporting wellbeing throughout life. They allow
people to remain independent for as long as possible, while also providing care and
support when needed, ensuring that the autonomy and dignity of older adults are respected
(WHO, 2015).

Housing

e Accessible: Affordable and timely home modifications can enable older adults to
remain living at home.

e Cluster “Village’ model: Specifically designed houses co-located close to
community services can facilitate efficient delivery, or the on-site provision, of

home care supports, allied health services and overnight assistance.
Transport

e Buses: Free or subsidised bus services can facilitate older adults accessing shops,
family and other social activities.

e Ferry: Free or subsidised evening ferry services can facilitate sporting and
cultural events between island communities, which promotes physical activity and

social engagement for residents all ages.
Public spaces

e Outdoor activity: Outdoor exercise equipment provides the opportunity for free
access to engage in physical activity.

e Age-friendly outdoor spaces: Accessible, well-maintained footpaths, shade, rest
benches/seats, public toilets and ramp access to buildings can all improve the
mobility, independence and QoL of older people as they go about their daily lives
beyond the comfort of their homes.
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Indoor recreational spaces: Free or subsidised, well-maintained recreational
spaces, with gym instructors and structured exercise classes, can promote physical
activity in all ages.

Safe spaces: Environments free of roaming animals makes it safer to exercise

outdoors.

Economic and financial support

Employment opportunities: Communities that offer opportunities for older adults
to continue working, volunteering or sharing their skills through paid positions
can improve financial security and provide a sense of purpose.

Financial assistance: Assistance with access to eligible pensions, subsidies,
entitlements, payments and allowances that address the specific economic needs
of older adults can reduce financial stress and ensure access to necessary

resources.

Building capacity of a local workforce

To ensure culturally safe and sustainable services, workforce models that attract,
recruit, develop and support local residents—‘Grow Your Own’ models—are
required (CheckUP, n.d.).

Initiatives to encourage a new generation of workers that are interested in health
and aged care include schools facilitating student work experience with aged care
providers and local TAFEs providing aged care and health worker courses close

to home.

Providing community programs

Community-run programs are an opportunity to provide education and early
interventions that support physical, mental and social wellbeing, and promote
cultural and intergenerational connectedness.

Locally designed and run programs understand the local health needs and can
tailor programs effectively, incorporating holistic and integrated care principles.
Facilitators for these programs would include locally employed staff, free or
subsidised community spaces, training for program co-coordinators and transport.
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Exemplar:
The Wug community garden group

This group was created to promote a return
to growing and eating local garden food. It
also facilitates leadership, with younger
men volunteering their time to help older
residents. Supported by TSIRC, volunteers
work with older residents to manage their
gardens. The council provides fertilisers and
tools required.

Figure 16: Exemplar 1
Many of the recommended programs incorporate several of the following components.
Physical activity

Engaging in physical activity or exercise, across the life course, is an important

component of ageing well.

e Being physically active can help reduce chronic diseases, falls, pain, osteoporosis
and memory problems including dementia.

e See above for strategies to engage in physical activity in public spaces.

e Physical activity programs can include a wide range of activities, including
strengthening, cardio, balance and flexibility. Finding an activity that is enjoyable
is most important.

o Possibilities for programs in the region include walking clubs, running clubs,
aerobic classes, water-aerobic classes, gym classes, yoga, tai chi, Pilates,

competitive and non-competitive sports, and Island dancing.
Nutrition and diet
Maintaining a healthy, balanced diet is an important component of ageing well.

e A healthy balanced diet of nutrient-rich foods such as fruit and vegetables, whole
grains, lean proteins and healthy fats can help reduce chronic diseases, help

maintain physical and cognitive functioning and promote healthy ageing.
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Possibilities for programs in the region include cooking classes, nutrition
education sessions and recipe cards that provide ideas for using traditional foods
in a healthy way.

Strategies need to consider issues around food security, freight costs and locally
produced food.

Promoting community gardens and other ways of producing foods locally can
help to address food security and nutrition issues. This requires infrastructure
support such as a council green waste rubbish pick-up service to encourage people

to work in their gardens.

Exemplar:
Community gardens and locally produced food by CEQ

CEQ has been working closely with a humber of key
stakeholder groups in seeking to establish
commercial size crop growing, which would create
jobs, bring down the cost of fresh produce for locals
and improve shelf life owing to reduced transit
times. CEQ has also secured funding on behalf of the
Arkai (Kubin) community to establish a community
garden, and this project is in its establishment phase.

Figure 17: Exemplar 2

Social connectedness

Social isolation in older adults can significantly affect both physical and mental health.

Those who maintain strong social connections and relationships tend to
experience a better QoL, greater satisfaction as they age, a slower progression of
dementia and cognitive decline, reduced need for home support and increased
independence.

Social isolation is a risk factor for dementia (Livingston et al., 2024). Staying
socially connected can lower the risk of early death by as much as 50% (Holt-
Lunstad et al., 2015).
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Recreational programs such as island dancing, music groups, singing groups,
bible groups, yarning groups, bingo and community-access groups can foster
social connectedness.

Models elsewhere have shown the benefit of employing a local coordinator to
connect people with programs and recreational activities.

Having health professionals connect patients to community-based activities and
services can improve health and wellbeing, address the social determinants of
health and promote social inclusion. This is termed “social prescribing’ (WHO,
2022).

Cultural engagement

The cultural determinants of health, such as connection to culture and community, are

protective factors for ageing well (Department of Health, 2021). Communities

highlighted the following:

Communities that actively preserve and promote Indigenous languages,
traditions, ceremonies and customs allow older adults to maintain a strong cultural
identity and a sense of belonging, which is essential for mental and emotional
wellbeing.

Communities that uphold the traditional value of respecting Elders empower older
adults by recognising their wisdom, experience and role in passing down
knowledge. This fosters dignity and a sense of purpose.

Programs suggested by community groups include men’s groups, involving
traditional activities such as making harpoons and spears; women’s groups that
include craft classes, cooking classes, sewing and weaving classes; and
educational classes on weather, tides, seasonal gardening, teaching history and
traditional languages classes.

Linking with Indigenous Knowledge Centres is a good way of facilitating access

and serves as a repository of cultural resources.

Intergenerational activities

Intergenerational programs that bring older and younger generations together facilitate

ageing well.
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Intergenerational programs not only support social connectedness, cultural
continuity and foster interactions between generations, but they can also improve
mental wellbeing, physical activity levels and provide older adults with a sense of
purpose and value.

Communities where older adults are actively involved in teaching younger
generations about traditional knowledge, customs and languages foster an
environment of mutual respect and knowledge sharing. Intergenerational activities
are rewarding and enriching for people of all ages.

Older adults can share their knowledge, traditions and experiences, while younger
generations can assist Elders with new technologies and modern practices.
Possibilities for programs in the region include aged care clients as well as child
day care centres or play groups having shared spaces and activities, mentoring
programs, reading programs in schools, shared school library spaces and
community volunteering programs.

Other ideas for programs include parental classes, financial management classes,
mental health support programs and the family Wellbeing Program (Tsey &
Every, 2000).

Delivering community-responsive aged care services

The Co

Respite

mmonwealth Government funds aged care services in different ways, including:

Flexible care, which provides culturally appropriate care for older Aboriginal and
Torres Strait Islander Peoples. It allows people to be cared for close to home and
community, with a flexible mix of residential care, day care, respite care and
community-based aged care.
the Commonwealth Home Support Program (CHSP), formerly known as HACC
Home Care Packages (HCPs)

multi-purpose health services.

All the services listed above can support older adults to remain living at home.

Community feedback emphasised the need for additional respite in the form of more day

respite,

overnight respite and cottage-style respite.
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The innovative use of funding from these services has helped to improve equity of access
to respite in other locations. Examples such as flexible aged care in Mount Isa—Injilinji
Aboriginal and Torres Strait Islander Corporation—could be adapted for local

implementation.

Exemplar:

Injilinji Aged Care provides Aboriginal and Torres Strait
Islander Peoples with high and low care residential
services, and community care Aged Care support
services.

The Aged Care program commenced in 1998 when Injilinji
was contracted by Commonwealth Health to provide a
flexible delivery service for frail and agded Indigenous
people in Mount Isa. Two components were identified—
Community Aged Care Packages and a Residential Aged
Care facility. These services are combined to deliver
residential care, residential respite and community home
care.

Figure 18: Exemplar 3
Meals

The provision of Meals on Wheels for older adults beyond those residing on Thursday
Island is problematic. An exploration of alternative ways of supplying meals through
school canteens/tuck shops, community volunteer programs and flexible aged care

funding is warranted.
Providing carer support

Informal carers provide the majority of care to older Australians, and this unpaid personal
care, support and assistance from family or friends is crucial in assisting older people to

remain living at home (Quigley, Foster et al., 2021).
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Support for carers is required to enable them to provide that assistance, while
maintaining their own health and wellbeing.

Building carers’ capacity to care safely and sustainably at home is vital. Initiatives
for supporting carers includes carers’ support via a carer’s network/support group,
carer training and education, access to respite services and the provision of carer
resources.

Ensuring adequate home care support and respite options are available, which

delays or prevents the older person going into residential care.

Delivering community education and providing information

Having an understanding of health conditions, specifically around chronic disease and

dementia, is vital for communities, services and individuals to address the risk factors and

protective factors of those diseases.

Community-based health literacy programs and a range of resources are required,
including the use of creative communication media to promote healthy lifestyle
behaviours and messages.

Information is also required in a range of formats on the initiatives, services, clubs
and programs that are available in the region.

Information hubs within communities have been shown to be successful in

providing information to the public around service availability and access.
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Exemplar:
The Elder Care Support Program (ECS)

The Apunipima Elder Care Training Support Program are partnering
with NPAFACS, Gidgee Healing Mt Isa, PICC Palm Island, Mulungu in
Mareeba and Apunipima in Cape York to deliver training to the Elder
Care Support program in the northern region.

This program aims to increase workforce capability and capacity in
community-controlled aged care support and empower the
community-controlled sector to coordinate place-based care needs.
The ECS Program achieves these objectives through assisting Elders
and older Aboriginal and Torres Strait Islander Peoples and their
families to access and navigate aged care services, and by engaging
community stakeholders to build workforce capacity within
community-controlled settings (including assisting ACCHOs and
ACCOs to coordinate care and ensure culturally safe support).

Figure 19: Exemplar 4
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8.4 Ageing Well: Strategies for primary healthcare action

Primary Health
Care

Figure 20: Primary Healthcare-Level Action

8.4.1 Aims

e That people of all ages can access health care that is integrated and
comprehensive. This includes prevention, treatment and rehabilitation delivered
across all settings that supports ageing well across the life course and aligns with
cultural values.

e To ensure that older adults are an active partner in their own care. That the care
they receive is effective, patient-centred, evidence-based, best practice health care
provided within culturally appropriate and holistic conceptual frameworks of
social and emotional wellbeing.

e That older adults and their families are supported to navigate health and related
care systems. That they are supported to be able to actively manage their health,

access information and make informed health decisions.

Ageing well is best supported by living well (Belfrage et al., 2022) and integrated comprehensive

Primary Health Care (PHC) is pivotal in the provision of care that supports individuals to live well.

There are different ways of providing health care services in the Torres Strait and NPA. These are:

o State-run Hospital and Health Service, e.g. Torres and Cape Hospital and Health Service.

e Aboriginal Community Controlled Health Organisations, e.g. Torres Health and Northern
Peninsula Area Family and Community Services (NPAFACS).

The following section provides fundamental strategies on how individuals can be supported to live

and age well by these primary health care services.
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8.4.2 Strategies

Prioritising health promotion and chronic disease prevention

An investment in health promotion and disease prevention, through measures that
promote healthy lifestyles and strengths-based initiatives, can significantly
improve health and wellbeing, and reduce the burden of disease.

Initiatives and programs need to take a life-course approach to ageing well.
Promotion and prevention advice for healthy ageing can be incorporated into all
aspects of routine clinical care, from antenatal care through childhood, midlife
and into older age.

Community education is one way to address chronic disease prevention.
Suggested strategies for education include PHC-wide monthly-themed focus
areas such as ‘Get moving month’ or ‘Dementia awareness month’ whereby there
is a whole-of-organisation drive to incorporate related health information of that
topic into routine clinical care.

Increasing rates of completed AHCs that encompass a greater focus on
cardiovascular risk assessment, with targeted assessment of diet and physical
activity, are an opportunity to focus on preventive health and early detection.
Validated culturally appropriate screening tools for diet and physical activity can
be linked to health service software programs or utilised for screening across
primary healthcare settings.

Providing patient and family-centred care

Active involvement in health checks and management plans

Adults of all ages should be empowered to have meaningful discussions and be
involved in decision-making with family and health professionals about their
needs and preferences. This requires understanding the health information being
delivered.

Having an IHW involved in clinical encounters with doctors and other clinical
staff as part of the AHC and management plans can assist in providing a clear
understanding of the information being delivered. It also provides an opportunity

for further discussions between the IHW and client, if required, after the clinical
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encounter. This can help to resolve any misunderstandings and reiterate any
management plans in a more informal and appropriate way.

e Health workers to actively contribute to completing sections of health checks.

e Sufficient time required to conduct quality AHCs that provide evidence-based
health information, are holistic and incorporate social and emotional wellbeing,
identify patients’ goals and priorities, and are linked to a management plan that is

specific and relevant to the patient.
Care in the right place

e Conducting screening and assessments and delivering care should be a positive
experience that is culturally safe and without barriers to access.

e For older adults, particularly where mobility and transport may pose challenges,
providing IHWSs with portable devices such as tablets can facilitate screening and
assessment in the home or outdoor settings, often a preferred place to the clinic
setting.

e Incorporating yarning spaces into PHC centres is also a way of providing
culturally safe spaces for sharing and discussing health concerns in a respectful
way that can build trust and engagement.

Exemplar:

Outdoor yarning space at Mer PHCC

Figure 21: Exemplar 5

211



Providing holistic care

Comprehensive assessments

Holistic models of care include greater emphasis on the social and cultural determinants

of health. This includes the following:

e Assessments of the social, emotional, mental, cultural and physical domains that

are responsive to the needs and priorities of the individual.

e Reorienting care away from the dominant “‘disease approach’ and focusing on a

strengths-based approach that encompasses the wider wellbeing of individuals,

families and communities.

e A comprehensive assessment of an older person includes a review of:

0]

O 0O 0O 0O o o o o o o o o

physical health and medical conditions
medications

cognition and memory function
functional capacity (e.g. ability to complete daily tasks and self-care)
mobility, falls risk and foot care
frailty

nutrition and dental care

vision and hearing

pain

continence

mood

social engagement and QoL

environment and supports available (formal and informal).

AHCs provide an opportunity for quality screening using validated tools. Specific

screening for risk factors for chronic disease, dementia and frailty is warranted.

Dental care

Oral health is a key indicator of overall health in older age. Opportunities exist to explore

dental care outside of the Torres and Cape Hospital and Health Service through

collaborations with the Australian Defence Force’s dental services and through JCU via

student-led model of care or student placements.
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Culturally competent care
To provide culturally acceptable care, healthcare services need to:

e Dbe culturally safe, meaning they are respectful of Indigenous cultures, values,
traditions and beliefs, and ensure that services are delivered in a way that is
culturally appropriate

e Dbe aware of the impact of colonisation and historical trauma, and provide trauma-
informed care

e support holistic and traditional ways of living including healing practices,
medicines, languages and foods

e have an adequate Aboriginal and Torres Strait Islander workforce to deliver
quality care

e ensure non-Indigenous healthcare professionals are trained in cultural competence
to ensure that they are able to communicate effectively with Indigenous patients,
reduce stereotypes and provide care that respects cultural identities.

Providing equitable access to care

e Barriers to accessing health care, such as transport, experiences of racism, lack of
service provision, remoteness and affordability, are significant in the region and
must be addressed to improve health outcomes.

e Adults need to be supported in accessing and navigating systems of care and
understanding the range of services available to them.

e Assistance with travel and accommodation costs for individuals and their family
members is vital.

e Ensuring a continuum of care for older people, including promotion and
prevention, treatment, rehabilitation, palliative and end-of-life care, as well as
access to specialised and long-term care options is needed.

e Expansion of the current geriatric outreach model of care to include
multidisciplinary gerontological care that delivers services equitably across the
region.

e Specifically increased access to dental care, allied health and mental health

programs are warranted.
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e Increased funding for specialist medical and dental services to deliver services
across the region, rather than only being accessible on Thursday Island.
e Use of digital health platforms and decision-making support software into

integrated electronic medical records.

Exemplar:
OPEN ARCH

Older Persons Enablement and Rehabilitation for Complex
Health Conditions (OPEN ARCH) is a targeted model of care
that improves access to specialist assessment and
comprehensive care for older persons at risk of functional
decline, hospitalisation or institutionalised care. This model
allows people to access geriatric services within primary
healthcare services, rather than attending a specialist
service ih a hospital. A care plan is developed between the
client, the GP and the geriatrician. Clients also have access
to care coordinators who help them navigate the healthcare
system to ensure that the care plan is implemented.

Figure 22: Exemplar 6
Providing evidence-based care

e Implementing evidence-based practice drawn from the best available research
evidence guarantees that patients receive the most effective and appropriate health
care, ensures efficient resource allocation and promotes a culture of continuous
quality improvement within healthcare systems.

e Evidence-based practice is crucial for improving health outcomes.

e Following best practice guidelines and high-quality research evidence for health
promotion, early prevention and early detection can reduce the risk of preventable
chronic diseases and frailty, as well as reduce the risk of diseases such as
dementia.

e Ongoing generation and updating of evidence-based knowledge through research

is crucial to ensuring that best practice clinical care is delivered.
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e The use of culturally safe, strengths-based screening and assessment tools that
have been validated with Aboriginal and Torres Strait Islander peoples is best
practice.

¢ Including basic training about geriatric and gerontological issues during training
and through ongoing professional development can assist with understanding and

accessing the most up to date evidence-based practice.
Addressing dementia and other conditions associated with ageing
Dementia

e Research conducted by HART has shown increased rates of dementia in the region
(Russell et al., 2020).

e Cognitive impairment and dementia are not a normal part of ageing.

e Evidence has shown that up to 45% of dementia is potentially preventable
(Livingston et al., 2024). Taking a preventative approach involves addressing the
risk factors at an early stage in life and continuing throughout the life course
(Livingston et al., 2024)

¢ Interventions include preventing and treating hearing loss, treating vision loss and
depression, cognitive stimulation across the life course, smoking cessation,
reducing alcohol intake, reducing and treating vascular risk factors (cholesterol,
diabetes, obesity and blood pressure), reducing head injuries and promoting
physical activity (Livingston et al., 2024).

e Lifestyle behaviour modifications at any stage of life can reduce the risk of
dementia. High-quality primary health care across the life course can support
brain health, help reduce the risk of cognitive impairment and dementia, and
promote ageing well (Belfrage et al., 2022).

¢ Increased screening of cardiovascular risk and associated risk factors is warranted
and is one way to support primary and secondary disease prevention (Belfrage et
al., 2022).

e Mild cognitive impairment (MCI) and dementia are underdiagnosed in primary
health care; however, timely recognition and management has the potential to
delay disease progression (Belfrage et al., 2022). Active case finding includes
assessing risk factors; asking questions about memory, thinking and confusion;
and using appropriate screening tools.
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e Increased screening for cognitive impairment can be incorporated into the AHC
(over 55s) using validated tools specifically designed for Aboriginal and Torres
Strait Islander Peoples. A version of this tool has been purposely validated for use
in the Torres Strait.

e Models of care with multimodal interventions that specifically address the risk
factors for dementia known to affect people living in the Torres Strait, and

targeting individuals with MCI, are recommended.
Frailty and function

e Frailty is not an inevitable part of ageing, but a state of reduced resilience and
reserve capacity across multiple body systems, characterised by a decline in
physical, physiological, psychological and social functioning (Australian Frailty
Network, 2023; Agency for Clinical Innovation, 2020).

e Frailty is a major health problem, especially in older adults and people living with
chronic diseases, and can lead to falls, hospitalisation, worsening mobility,
functional dependence, admission to residential care, reduced QoL, depression,
cognitive decline, loneliness and death (Australian Frailty Network, 2023;
Agency for Clinical Innovation, 2020).

e It is important to identify when a person is frail, or is at risk of becoming frail,
through the use of evidence-based screening tools.

e Screening and assessment for frailty should consider a person’s physical
performance, specifically, gait speed and quality, and muscle loss and weakness;
nutritional status, assessing any unintentional weight loss; fatigue levels; and
cognition, mental health and health supports, such as resources that protect against
negative health outcomes and promote wellbeing (Australian Frailty Network,
2023; Agency for Clinical Innovation, 2020).

e Frailty is closely linked to functional decline, so ADL become difficult
(Australian Frailty Network, 2023; Agency for Clinical Innovation, 2020). The
early identification of frailty enables targeted interventions to be put in place that
can potentially delay or prevent further functional decline and adverse outcomes.

e Building the capacity of staff to recognise frailty and functionality as an indicator
of poor health is important through education and continuing professional

development.
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e Increased screening of function and frailty is warranted, with indicators for
identifying decline and associated plans for interventions.

e Increased access to integrated interprofessional teams incorporating allied health
and IHWs that can deliver a multidisciplinary home-based and/or community-
based falls prevention programmes, as well as Wellness, Reablement and
Restorative Care programs, are required.

e Medicare billing and aged care funding can be leveraged to fund services.

e AH professionals play an integral role in assisting older adults to remain

independent and functional.

Exemplar:
Top of Australia Project

The Top of Australia Project is an initiative focused on
promoting healthy ageing in the Torres Strait through the
integration of allied health and nursing students with local
community organisations. This project aims to improve the
health and wellbeing of elders while providing students with
valuable, hands-on experience in a remote, culturally rich
setting. Key activities include beach visits, which offer Elders
the opportunity to engage with nature, participate in outdoor
activities and connect socially, addressing concerns around
physical inactivity and its associated health risks. The mobility
group and yarning circle provide a safe and enjoyable space for
Elders to engage in physical activity, improve strength and
balance, and maintain social connections, which in turn
promotes independence and confidence. Additionally, carers’
groups are facilitated to offer educational and social support
to those caring for elders, enhancing community involvement
and wellbeing. Through these activities, the project not only
supports the physical health of Elders, but also reinforces their
cultural roles as khowledge keepers, educators and caregivers,
ensuring they remain active and engaged within their
communities.

Figure 23: Exemplar 7
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Advance Care Planning

e ACP is a process of discussing and documenting plans for future health care to
ensure that the patients’ values, beliefs and preferences are respected regarding
medical treatment and care (Advance Care Planning Australia, 2024; DoHDA,
2025c).

e ACP is important in ensuring that patients receive the care they want, improving
ongoing and EOL care, improving satisfaction with care, and reducing anxiety
and stress in relation to health care. For healthcare professionals and
organisations, it reduces unnecessary transfers to acute care and unwanted
treatment (Advance Care Planning Australia, 2024; DoHDA, 2025c).

e ACP with Aboriginal and Torres Strait Islander peoples should empower the
person and involve the family and community, where appropriate, in line with a
family and community-centred approach.

e Various documents used to complete ACPs include:

0 an Advance Care Directive (ACD): a legal document that outlines the
patients” preferences about their future health care.

o Enduring Power of Attorney (EPOA): a legal document that provides
chosen attorney(ies) with the legal authority to act for the patient and make
decisions on their behalf.

o a Statement of Choices: not a legal document but a values-based statement
that allows the client to record their values and preferences for health care
into the future. An specific Aboriginal and Torres Strait Islander Peoples’
statement of choices needs to be developed.

e Discussion regarding ACP can be sensitive owing to cultural protocols, but
resources have been produced to assist with starting discussions about an ACP
with Aboriginal and Torres Strait Islander Peoples.

e It is important to encourage patients to plan for the future, including discussions
around wills, funerals, finances and ACP. Increased discussions on these topics

within primary healthcare services are warranted.
Palliative care and End-of-Life care

o Palliative care and EOL care for Aboriginal and Torres Strait Islander Peoples

must be culturally safe and responsive, incorporating the social, emotional and
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cultural wellbeing of the person, their family and the community (Palliative Care
Australia, 2025).

Talking about death and dying is a culturally sensitive topic. Including appropriate
IHWs in discussions is recommended.

Any information materials and communication about palliative care and EOLcare
should be culturally relevant and specific.

Several resources have been developed for Aboriginal and Torres Strait Islander

Peoples.

Utilising the existing workforce to their full potential and working to full scope of

practice

Indigenous Health Workers

IHWs play a vital role in connecting Aboriginal and Torres Strait Islander Peoples
to the PHC service.

IHWs provide a broad range of services within PHC including community
engagement, service access, liaison, support and advocacy, cultural support and
safety, health promotion and education, and preventative care (Queensland
Government, 2021).

IHWSs promote a holistic view of health that encompasses physical, spiritual,
emotional and cultural wellbeing, and are therefore critical in addressing health
disparities.

Being able to focus on preventive care and health promotion activities is often
forgone in the face of managing high workloads with acute presentations.
Adequate staffing of IHWSs within PHC settings is required to enable IHWs to

engage in health promotion and preventative care within the communities.

Nurse practitioners

NPs have completed specific advanced nursing education and training to be able
to diagnose and manage medical conditions (Queensland Government, 2018).
They are qualified to prescribe certain medications and order diagnostic
investigations to support diagnosis and treatment plans (Queensland Government,
2018).
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e The role of an NP in remote PHC settings, providing high levels of autonomous
clinical care, is invaluable in augmenting the delivery of current clinical services.

e Itis recommended that qualified NPs are employed in NP roles across the region.
It is also recommended that nursing staff wishing to gain this qualification are
supported to do so.

Continuous Quality Improvement Coordinator

e Employment of a CQI coordinator can support health services to continually
improve quality care and service for patients and meet accreditation standards
(Laycock et al., 2020).

Supporting research

e Research activities contribute and develop the necessary evidence base that can
be used to improve patient health outcomes.

e Partnerships and collaborations with universities, healthcare providers, NGOs,
Community Controlled Organisations, service providers and aged care providers,
along with older adults and their families, can drive localised research to inform
an ageing well agenda.

e Research on ageing well should focus on addressing the current needs of older
adults, anticipating future challenges, and exploring the social, biological,
economic and environmental factors that influence aging well throughout life.

e Research needs to evaluate interventions aimed at improving the trajectory of
ageing (WHO, 2020).

e Further research action could include:

0 co-designing and evaluating new models of care and programs to address
high rates of dementia and chronic disease in the region
0 co-designing and evaluating programs that support the cultural

determinants of health that are protective factors for ageing well.
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8.5 Ageing Well: Strategies for individual action

Figure 24: Individual-Level Action

8.5.1 Aim

e To encourage and support older adults to have fulfilling, purposeful and healthy
lives.
e To create environments that support healthy choices.

e To provide skills and knowledge that support ageing well.
8.5.2 Strategies
Keep connected
Connections to family, friends and community

e Relationships are central to ageing well.

e Spending time with family can keep individuals strong.

¢ Intergenerational relationships, where older adults spend time with grandchildren,
contribute to the emotional and physical wellbeing of older adults.

e Being with friends can improve social and emotional wellbeing, providing
individuals with a feeling of belonging.

e Engaging in community activities helps older adults maintain their social

connections, reduces isolation, and provides emotional and practical support.
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Connections to culture and traditions

The cultural determinants of health facilitate ageing well.

Maintaining a strong connection to cultural traditions, language and ceremonies
can provide a sense of purpose, belonging and mental wellbeing.
Passing down knowledge to younger generations enhances self-esteem and can

contribute to a sense of pride and fulfilment.

Follow traditional ways of living

Healthy lifestyles

Regular physical activity is linked to better cardiovascular health, mobility,
cognition and overall longevity. Participate in regular exercise that is enjoyable,
convenient and habitual, and reduce sedentary behaviour. Engaging in traditional
physical activities, such as hunting, fishing, gathering or dancing, can improve
physical health, mobility and mental wellbeing.

Following dietary advice and limiting alcohol intake are linked to improved
health outcomes. A traditional diet of garden food and seafood is a healthy diet.
A diet rich in vegetables, fruit and fresh fish, along with portion control supports
ageing well.

Adults who engage in lifelong learning, whether through formal education or
cultural and community activities, maintain cognitive health and reduce the risk
of dementia.

Being a non-smoker improves cardiovascular health and reduces the risk of
dementia, as well as many other health benefits. Giving up smoking also helps
with decreasing financial burdens. There are many ways to assist with quitting,

talk to your health service to access those supports.

Support social and emotional wellbeing

Having strong mental health supports ageing well.

Participate in self-care activities to reduce stress and worry.
Feeling valued and maintaining a role within the family and community can

enhance self-worth and mental health.
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Spiritual wellbeing and practising faith provides emotional support and a sense of
peace, which can contribute to overall health and happiness.

Keeping busy, motivated and occupied doing the things that make you happy and
that have meaning helps with supporting social and emotional wellbeing.

Access formal mental health and social and emotional wellbeing services when

needed.

Harness resilience and coping skills

Having a positive attitude to life, demonstrating resilience and humour, and being
able to adapt to changing circumstances, whether through changes in health, living
arrangements, societal changes or community dynamics, supports resilience and
wellbeing as people age.

Allowing older people to do what they value, preserving their purpose, identity

and independence supports them to age well.

Show leadership

Being a good role model and providing leadership supports ageing well.
Those in leadership roles can facilitate change in the community.
Individuals of any age can be a good role model by showing respect and

displaying cultural values.

Have autonomy

Having autonomy and agency play a crucial role in helping older adults age well.
For individuals to take control of their health, make informed decisions and
manage their health conditions effectively, individuals need to have health literacy
and self-management skills.

The extent of choice and control available to older adults is influenced by:

o

their physical and mental capacities

o the environment they live in

o personal and financial resources available to them
o]

available opportunities.
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These factors shape autonomy, which has been demonstrated to significantly affect

dignity, integrity, freedom and independence, and is a fundamental element of overall
wellbeing for older adults (WHO, 2015).

Health literacy

Health literacy is the ability to understand and use health information to make informed

decisions about one’s health, and to follow instructions for treatment (NSW Government,
2018). Having health literacy:

enables individuals to understand medical terms, instructions and treatment
options, allowing them to follow medical advice correctly, ask the right questions
during doctor visits and better manage conditions

assists individuals to make informed decisions, follow preventive measures, and
understand the risks and benefits of treatments

fosters independence by improving communication with healthcare providers,
enhancing confidence in managing health and reducing reliance on others, which
can support an individual’s emotional wellbeing by alleviating confusion and

supporting informed choices about care.

The following strategies can assist individuals to improve their health literacy:

ask questions and participate in support groups to learn from others with similar
health experiences.

involve IHWs or family members in discussions to help provide additional
support and understanding.

utilise technology and access resources such as reliable online platforms, apps and
websites, which can provide trustworthy health information and video tutorials
that provide patient-friendly content, or digital tools such as symptom checkers,

medication trackers and appointment trackers.

Health services can also assist by:

understanding the patient’s current level of health literacy and customising

educational resources to match their understanding and needs
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e asking patients to repeat what they have learned in their own words to ensure that
they understand the information provided

e providing culturally tailored communication materials including brochures,
leaflets or websites with easy-to-read information in simple language. Using clear
and simple language that avoids medical jargon

e including visuals to support understanding. Use diagrams, pictures or videos to
explain complex medical concepts or treatment plans. Visual aids can help clarify
instructions and make them easier to understand

e regularly assessing patients’ understanding of their health, medication regimen
and treatment plans. This can be done during follow-up visits or through phone
calls

¢ providing continuous support through follow-up calls, reminders, or online portals
to reinforce key information and help patients stay on track with their care

e assisting in navigating through the health and aged care systems.

By empowering patients to improve their health literacy, PHC providers foster a more

collaborative healthcare experience and support better self-management.
Self-management skills

Having strong self-management skills can assist with the management of chronic

conditions.

e Individuals can better monitor their symptoms, adhere to medication schedules
and monitor health indicators to detect issues early.

e Knowing how to monitor health indicators (e.g. weight, blood pressure, blood
sugars) can help older adults spot the early signs of health issues and seek help
before conditions worsen.

¢ Individuals with self-management skills are more likely to make healthier lifestyle
choices, such as exercising, eating balanced meals and avoiding harmful
behaviours such as smoking or excessive drinking, which can improve their health
outcomes.

e Taking responsibility for one’s health can contribute to a sense of accomplishment
and control, reduce anxiety and stress, boost confidence and independence, and

improve mental wellbeing. Self-management also encourages active engagement
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with healthcare providers, including participation in developing and adhering to

healthcare plans, leading to improved treatment outcomes.
The following strategies can assist individuals to improve their self-management skills:

e Understand your specific health conditions, including medications and treatment
regimes. Develop a plan for managing changes in conditions to help with
decision-making.

e Work with your healthcare providers to put in place a management plan that suits
the individual and set realistic goals.

e Keep track of your health indicators (blood pressure, blood sugars), symptoms
and any changes in your condition.

e Develop a daily routine for managing health, including taking medications.

e Use education resources and technology, such as apps that can help track
symptoms, medications and appointments.

e Schedule an annual adult health check and have regular check-ups to monitor and
adjust plans.

e Finalise ACP, including appointing an EPOA, and have discussions with family
around planning for older age and EOL care.

e Celebrate successful achievements.
8.6 Chapter summary

In this chapter, | have presented excerpts from the Ageing Well Framework that were
generated through the yarning circles and CQI activities and that relate specifically to my
PhD. The guiding principles that underpinned the Ageing Well Framework and directed
the development have been outlined. The targeted actions for communities, primary
healthcare services and the individual have been presented. This content will be used by
HART to finalise the Ageing Well Framework. In the final chapter of this thesis, | discuss
the synthesis of the findings from the yarning circles (PAR Cycle One), the clinical audits
(PAR Cycle Two) and the CQI activities (PAR Cycle Three). The chapter concludes with

the limitations of the research, directions for future research and a closing statement.
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Chapter 9: Discussion

4

Chapter 9: Discussion

9.1 Chapter outline

In this final chapter, | summarise the research, reflecting on the aims and approach taken.
The subsequent discussion synthesises findings from the yarning circles, the clinical
audits and the CQI initiatives. Recommendations to support ageing well, drawn from
PAR Cycles One, Two and Three, have been documented in the Ageing Well Framework
in Chapter 8. This chapter concludes with the limitations of the study, directions for future
research and a closing statement.

9.2 Reflecting on the research approach and research questions

This PAR study incorporated four PAR cycles to answer the following two questions: (1)
What does ageing well mean to Aboriginal and Torres Strait Islander Peoples living in
the Torres Strait and Northern Peninsula Area? and (2) How can Aboriginal and Torres
Strait Islanders Peoples living in the Torres Strait and Northern Peninsula Area be

supported to age well?
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To answer these research questions, | co-facilitated 10 yarning circles with 45 participants
from across four Torres Strait Island and two NPA communities (PAR Cycle One). |
explored what ageing well meant to them, including the concepts, enablers and barriers
associated with ageing well. Reflexive thematic analysis was used to analyse the co-
generated data, and the metaphor of a wongai tree was used to present the findings. Cycle
Two involved developing a healthy ageing screening tool and auditing the clinical health
service data of residents aged 18 and over living in the participating communities to
establish the current service delivery within the five participating PHCCs. Five PHCCs
participated in PAR Cycles Three and Four. Cycle Three utilised the findings from the
yarning cycles and the clinical audit to identify and address priorities for the CQI
activities. Findings from these cycles were used to develop the Ageing Well Framework
(PAR Cycle Four). The following section of this chapter discusses the key findings and
critically situates these within the related body of literature.

9.3 The social determinants of health that influence ageing

The WHO Global Commission on the Social Determinants of Health identified that
inequities in the conditions in which people are born, live, work and age, driven by
inequities in power, money and resources, are continuing to drive mass worldwide health
issues (Donkin et al., 2018). Within Australia, inequities in health also demonstrate that
the freedom to live long and health lives is not equally distributed (Friel et al., 2020). For
the co-researchers in this study, the ability to age well was affected by housing issues,
environmental challenges, cost of living, access to transport, food security, and access to
culturally appropriate health and aged care services. These findings support the
international literature that highlights the impact that the SDoH have on Indigenous
ageing (Baron et al., 2020; Brooks-Cleator et al., 2019; Browne et al., 2014; Browne &
K.L Braun, 2017; Coombes et al., 2018; Edwards, 2010; Pearse et al., 2016; Pace, 2013;
Waters & Gallegos, 2014; Wettasinghe et al., 2020; Yashadhana et al., 2022).
Understanding these factors helps contextualise some of the challenges that Aboriginal
and Torres Strait Islander Peoples face in their ability to age well in the region. To
effectively address these determinants requires a coordinated effort across the whole of
government, community and services providers that considers local employment
opportunities, housing needs, food security and transport options. This requires a shift

from reactive, individualised interventions to more holistic, community-led approaches.

228



Although these SDoH negatively affect Aboriginal and Torres Strait Islander Peoples, the
cultural determinants of health (CDoH) provide protective factors that mitigate this

negative exposure (S. M. Finlay et al., 2021).
9.4 The cultural determinants of health that support ageing well

Findings from the yarning circles and CQI activities demonstrate that ageing well, for
Aboriginal and Torres Strait Islander Peoples living in the Torres Strait and NPA, is more
complex that just achieving good physical health or *healthy’ ageing. The WHO defines
healthy ageing as ‘the process of developing and maintaining the functional ability that
enables well-being in older age’ (WHO, 2015, p. 28). Despite the WHO shifting the
narrative from active ageing (WHO, 2002) to a more holistic focus on supporting function
(WHO, 2015), this definition fails to incorporate the broader concepts of ageing well that
are embedded in the CDoH and expressed by the co-researchers in this study. These

concepts are absent from Western paradigms of ageing well models.

The CDoH include Aboriginal and Torres Strait Islanders’ ways of knowing, being and
doing, which take a strengths-based perspective and embody a holistic approach to health
and wellbeing, enhancing resilience and strengthening identity (Department of Health,
2021; S.M. Finlay et al., 2021). These include connection to Country, family, kinship and
community; beliefs and knowledge; cultural expression and continuity; language; and
self-determination and leadership (Bourke et al., 2018, S. M. Finlay et al., 2021; Salmon
et al., 2018). For Aboriginal and Torres Strait Islander Peoples, culture is the foundation
for health and wellbeing, and is a protective factor across the life course, mitigating the
negative ongoing impacts of colonisation, systemic discrimination and racism, and
intergenerational trauma (Bourke et al., 2018; Department of Health, 2021; S. M. Finlay
etal., 2021; Jones et al., 2018; Verbunt et al., 2021). It is important to recognise that many
Indigenous people globally continue to live through the impacts of colonisation, including
what is now widely understood as ‘cultural dissonance’. This dissonance stems from the
imposition of a dominant hegemonic culture that systematically suppressed Indigenous
ways of life, often forcing individuals to disconnect from their cultural identity and
practices (Hokowhitu et al., 2020). A growing body of literature not only highlights the
broad impacts of colonisation on Indigenous health inequities, but also points to a causal
relationship between ill health and what is now termed ‘colonial historical trauma and

epistemological violence’ (Hokowhitu et al., 2020; Mitchell et al., 2019; Paradies, 2016;
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Salmon et al., 2018). Increasingly, scholars acknowledge a strong correlation between
poor health outcomes among Indigenous people, and the cultural disruption and
disconnection that are the enduring legacies of colonisation (Hokowhitu et al., 2020;
Hunter et al., 2021; Mitchell et al., 2019; Paradies, 2016; Salmon et al., 2018). Findings
from this study are consistent with the literature exploring ageing within Aboriginal
communities in Australia, and the way in which the ongoing legacy of colonisation
influences the ability to age well (Coombes et al., 2018; McCausland et al., 2023; Radford
etal., 2019; Yashadhana et al., 2022).

Despite the negative impact of colonisation, the strengths of culture have continued to
evolve and thrive, enhancing resilience, strengthening identity and supporting good health
and wellbeing (Arabena, 2020; Department of Health, 2021). However, the importance
of culture in supporting health has not always been accepted in Western models of health
care or research (S. M. Finlay et al., 2021). Historically, healthcare policy in Australia
has focused on medical treatment and the management of illnesses and conditions
Department of Health, 2021). Understanding the role that culture plays is an important
aspect in any framework that seeks to understand the ageing experience for Aboriginal
and Torres Strait Islander Peoples who live in the Torres Strait and NPA. Further, if health
inequities are to be addressed and ageing well achieved, an understanding of the
importance of culture as a determinant of health needs to progress and be recognised as a

significant factor in Indigenous health and wellbeing (Parter et al., 2024).
9.4.1 Cultural connections

The Torres Strait Islander way of life—through connections and relationships to family,
friends, community and Island Home—was at the heart of the yarns in this study.
Connections to Country, land and nature is a key domain in the definitions of CDoH
(Bourke et al., 2018; S. M. Finlay et al., 2021; Salmon et al., 2018). Indigenous people
are defined by their connection to Country, which is central to existence (Biles et al.,
2024; Kingsley et al., 2013). Connection to Country is increasingly recognised as a central
determinant of health for Indigenous people globally, and being physically present on
Country has been shown to play a significant role in improving physical health, social
and emotional wellbeing, and QoL within the Australian Indigenous context (Biles et al.,
2024; Bourke et al., 2018; Salmon et al., 2018; K. Smith et al., 2021; Yashadhana et al.,

2023). Reconnection with Country after removal has also been shown to improve health
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outcomes for Indigenous people (Jones et al., 2018, Kingsley et al., 2021; Salmon et al.,
2018; Yashadhana et al., 2023). Conversely, mental and physical health issues are
exacerbated when Indigenous people are denied access, or sovereignty, over traditional
lands (Biles et al., 2024; Kingsley et al., 2013). A QoL tool designed specifically for older
Aboriginal and Torres Strait Islanders—‘The Good Spirit Good Life tool’—includes
connection to Country in one of twelve domains that support the QoL of older Indigenous
adults (Gilchrist et al., 2025; K. Smith et al., 2021).

For the co-researchers in this study, connection to their Island Home was key to ageing
well, while disconnection from traditional lands compromised health and wellbeing. The
co-researchers described how being on their land contributed to good health, and for them,
ageing well encompassed being able to grow old on their Island Home or community. If
they had to move away to access health or aged care services, there was a perceivable
decline in physical and socioemotional wellbeing. There is growing evidence to support
this finding both within the Australian Aboriginal context (S. K. Jamieson et al., 2025;
Radford et al., 2019, McCausland et al., 2023; Yashadhana et al., 2022) and globally
(Butcher & Breheny 2016; Lewis et al., 2023; Pace 2020; Rallo et al., 2025). These
studies describe how, for Indigenous people, connections to Country positively influence
the ageing trajectory, while disconnections from Country adversely affect the ability to
age well. Consequently, health, aged and social care services need to be available locally
to support individuals to age well on their Island Homes and in their communities.
Equitable access to primary health care, social supports and aged care services is essential
to improving health outcomes and QoL for Aboriginal and Torres Strait Islander Peoples.
In a remote location such as the Torres Strait, this will require innovative ways of
integrating and facilitating access to existing services and exploring alternative funding

models.

Connections to family, friends and the community were also key to ageing well for the
co-researchers. Strong ties to family and community are one domain of the CDoH, in
which society is constructed around community, kinship and family (Bourke et al., 2018;
S. M. Finlay et al., 2021; Salmon et al., 2018). Strong connections to community have
been found to strengthen cultural identity, which provides a safeguard against the impacts
of racism, protects mental health, increases self-esteem, promotes resilience and

wellbeing, and reduces allostatic load (Dudgeon et al., 2022). The co-researchers
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described how connections to the wider community, as part of the Torres Strait Islander
way of life, promoted ageing well. These connections with, and contributions to, the wider
community kept the participants grounded, gave them a sense of purpose, were a source

of joy and provided them with feelings of belonging.

Social connectedness, as a form of integration within community, was associated with
ageing well for the co-researchers. Social connectedness has a positive influence on social
and emotional wellbeing, physical health and overall longevity (Holt-Lunstad et al.,
2015), with social isolation now included in Lancet’s risk factors for dementia
(Livingston et al., 2024). Social interactions are reported as both an indicator and
determinant of wellbeing in Australian Aboriginal and Torres Strait Islander perspectives
of general wellbeing (Butler et al., 2019). Social interactions between the co-researchers
in this study provided opportunities for both physical and mental simulation. However,
for some co-researchers, the separation from family, friends and community had a
negative impact on mental health, eliciting feelings of low self-esteem and reduced QoL.
The significance of social integration as a positive correlate of successful ageing within
global Indigenous populations has been reported (Baron et al., 2019; Butcher & Breheny,
2016; Gallardo-Peralta & Sanchez-Moreno, 2019; Gallardo-Peralta et al., 2022; Gallardo-
Peralta et al., 2023; Kim & Lewis, 2024; Lewis, 2014a; McCausland et al., 2023).
Consequently, the importance of including social connectedness into frameworks of

ageing well warrants greater recognition.

Connections to family and kin were emphasised as fundamental to the Torres Strait
Islander way of life and were central to the experience of ageing well. Ageing was not
seen as an individual journey, but part of a network of relationships that provided support
and fostered wellbeing. The significance of family and kinships to the health and
wellbeing of Indigenous Australians is well documented. In a literature review of
Aboriginal and Torres Strait Islander People’s domains of wellbeing, family was
commonly identified as the most important area of wellbeing (Butler et al., 2019). The
review emphasised the positive influence of family relationships, which included being a
source of support, providing identity and a sense of belonging, and providing kinship
structures that reinforced social and cultural exchanges (Butler et al., 2019). Connection
to family and friends is also one of the 12 domains that support QoL in older Indigenous
adults within Australia (Gilchrist et al., 2025; K. Smith et al., 2021). Specific to the Torres
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Strait, Watkin Lui (2012) identified family and kinship connections as having the most
significant influence in shaping an awareness of place and home, and fostering a deep a

sense of belonging.

For the co-researchers in this study, time spent with family brought joy and emotional
strength, contributing significantly to their overall sense of contentment. Grandchildren,
in particular, were identified as a vital source of motivation and purpose, offering older
people a renewed sense of responsibility and structure, especially through caregiving
roles. Additionally, engaging with grandchildren helped keep older adults physically
active and mentally engaged, further supporting their wellbeing in later life. Family
relationships provided the co-researchers with an identity through their roles and
obligations within the family, and gave them the motivation to take care of their own
health, so that they could care for other family members. The co-researchers emphasised
that ageing well was just being with their family. These findings align with global
literature on Indigenous successful ageing that place family relationships as a key
determinant of ageing well (Asquith-Heinz et al., 2022; Baron et al., 2020; Browne &
K.L Braun, 2017; Lewis 2010, 2013a, 2013b, 2014a, 2014b; Pearse et al., 2016; Waters
& Gallegos, 2014; Waugh & Mackenzie, 2011; Wright-St Clair et al., 2017). This key
determinant can be utilised in the development of community programs and services to
support health. Programs that focus on intergenerational activities and family-centred

care are more likely to be adopted and successful.
9.4.2 Cultural expression and continuity

Cultural expression and continuity are described within domains of the CDoH as actions
taken to express attitudes, beliefs, customs and norms, including the way in which these
are maintained over time (Bourke et al., 2018; S. M. Finlay et al., 2021; Salmon et al.,
2108). Similarly to disconnection from Country, disruption to cultural practices has been
shown to be detrimental to wellbeing for Aboriginal and Torres Strait Islander Peoples
(Biles et al., 2024). Conversely, practicing culture has been shown to benefit individuals
through the strengthening of identity, countering the impacts of colonisation, improving
mental and physical health, and improving QoL, as well as ensuring the prosperity and
wellbeing of the community, and strengthening connections (Biles et al., 2024; Gallardo-
Peralta et al., 2019; C. Gibson, Dudgeon & Crockett et al., 2020; Gilchrist et al., 2025;
Hunter et al., 2021; Salmon et al., 2018).
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For the co-researchers in this study, living the Torres Strait Islander identity through
practicing cultural activities and traditions supported the ability to age well. Participation
in cultural events such as island dancing, feasting, craft and woodwork provided the co-
researchers with the means to gain and share knowledge; provided opportunities to enact
community norms, such as demonstrating respect for older adults; promoted leadership
and community role models; and enabled social and family connections. When the co-
researchers identified that cultural practices were being diluted or disrupted, there was an
associated loss of direction for the younger generations and a weakening of community
and family connections. The importance of culture as a determinant of ageing well has
been identified both within an Australian Aboriginal context (Coombes et al., 2018;
S. K. Jamieson et al., 2025; McCausland et al., 2023; Pearse et al., 2016; Radford et al.,
2019; Waugh & Mackenzie, 2011; Yashadhana et al., 2022) and across Indigenous
populations globally (Asquith-Heinz et al., 2022; Gallardo-Peralta & Sanchez-Moreno,
2019; Garcia et al., 2024; Lewis, 2014b; Pace, 2020; Kim & Lewis, 2024; Kim et al.,
2025; Lewis, 2014b; Lewis et al., 2023; Listener et al., 2023; Silan & Munkejord, 2023;
Slater et al., 2022; Wortman & Lewis, 2021). As a fundamental aspect of the social and
emotional health and wellbeing of Aboriginal and Torres Strait Islander Peoples, culture
should be routinely included as part of holistic care (Salmon et al., 2018). The strength of
cultural activities should be harnessed in the design and implementation of community
programs and health services that seek to improve health and wellbeing. Moreover, health
programs that incorporate traditional ways of exercising and being physical, and promote
traditional food and recipes, are likely to have more traction, leading to adherence, than

implementing mainstream health promotion programs.

Cultural changes and sustaining cultural continuity were a significant part of the yarning
circle findings. For many co-researchers, competing influences existed between the
appeal of Western and global popular cultures, and traditional lifestyles. Traditional
lifestyles, however, were viewed as ways of living that supported health and longevity.
The co-researchers spoke at length about the ‘olden days’, a time when their parents,
grandparents and great grandparents lived a simple life. This life was described as hard
but satisfying. People were less materialistic and acquired objects only if they were
needed, rather than desired. The way of life was very physical in that it required hard
manual labour to collect fuel (firewood), hunt, gather, prepare and cook food, and to move

between communities. The co-researchers described how this hard physical work
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contributed to long and healthy lives. The traditional diet was also emphasised as
contributing to good health and longevity. Garden-grown food and freshly caught seafood
were described as healthier and more satisfying than modern day processed, store-bought
food. This change in traditional lifestyle behaviours is not unique to the Torres Strait and
NPA. Globally, the literature on Indigenous ageing has highlighted the same shift in
lifestyle, with comparable impacts on health outcomes (Boyd, 2018; Browne et al., 2014;
Coombes et al., 2018; Hopkins et al., 2007; Lewis, 2010, 2011, 2013a; Pace, 2020).
Despite the sometimes negative influences of Western society, the co-researchers
reflected on how important it was for cultural traditions to be integrated into modern
culture—to find a balance between contemporary Western societal demands (the business
of living) and traditional, cultural activities. Some internal tensions were identified
around how to incorporate modern technologies, such as the use of smartphones, in ways
that remained respectful of, and consistent with, traditional practices. A similar
divergence of views has been reported within other Australian Indigenous communities:
some see digital technologies and the internet as valuable tools for empowerment,
communication and cultural preservation, while others regard them as potential threats to
the survival and integrity of Indigenous identities and traditions. These differing
perspectives are deeply shaped by the enduring legacy of colonialism and the ongoing
struggle of Indigenous people to safeguard their cultural heritage, autonomy and dignity
(Butler et al., 2019; Sianturi et al., 2023).

The erosion of traditional values, including respect for elders, was another concern
discussed by the co-researchers in this study. Respect for the older generation is a core
value within the Torres Strait way of life, where traditional Elders are revered and their
contribution to community is honoured (Whap, 2001). However, some co-researchers felt
that respect for older adults from the younger generations had waned, which may be partly
attributed to fewer cultural activities being practiced. In the “olden days’, there was an
expectation that you listened, and paid respect, to older adults, whereas in today’s
changing society, the younger generation are less inclined to listen to the words and
wisdom of their Elders or listen to what their parents are asking of them. The concept of
loss of respect for older generations has been reported in both Australian and international
studies on ageing perspectives. These studies attributed this shift in attitudes to the
influences of social media and modern culture (Baron et al., 2020; C. Gibson, Dudgeon
& Crockett, et al., 2020; Waugh & Mackenzie, 2011; Wolsko et al., 2006). When older
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co-researchers in this study felt respected, it led to a sense of satisfaction, worth and
emotional wellbeing. Promoting intergenerational activities and community social
interactions are ways of strengthening the relationships between the older and younger
generations within the community, providing a means for instilling traditional values,
especially respectfulness (Lewis, Kim, Asquith-Heinz & Withrow, 2024; Warburton &
Chambers, 2007).

9.4.3 Transmission of traditional knowledge and language

The transmission of traditional knowledge is not only educational, but also deeply
spiritual and emotional, ensuring cultural survival across generations. Learning and
sharing knowledge contributes to cultural identity, and fosters family and community
connections (C. Gibson, Dudgeon & Crockett, et al., 2020). This theme aligns with
‘Indigenous beliefs and knowledge’ and ‘Indigenous language’ in the CDoH (Bourke et
al., 2018; S. M. Finlay et al., 2021; Salmon et al., 2108). Traditional knowledge includes
knowledge of philosophy and the way of living; the land, sea, wind and nature; hunting
and migratory patterns; weather and navigation systems; survival skills; traditional
healing, medicines and counselling; family and kinship relationships; language; traditions
and ceremonies; and the system of lore (law) and values (Salmon et al., 2018; Whap,
2001). From a Torres Strait perspective, Indigenous knowledge is the most powerful
aspect of culture and is shared to benefit others. Without knowledge, heritage, traditions,

customs, identity and lifestyles are lost (Whap, 2001).

For the co-researchers in this study, passing on knowledge, tradition, cultural practices
and languages to the younger generations supported ageing well. The sharing of
knowledge was mutually beneficial. For those that were teaching, pleasure was gained
from knowing they were advancing cultural continuity, and it gave the co-researchers a
sense of purpose and fulfilment. For those learning, receiving knowledge was associated
with gratitude and thankfulness. The importance of passing on traditional knowledge and
maintaining traditional languages, as a determinant of ageing well for Indigenous
Peoples, has been identified both within Australia (Coombes et al., 2018; McCausland et
al., 2023; Warburton & McLaughlin, 2007; Yashadhana et al., 2022) and globally (Baron
et al., 2020; Baskin & Davey, 2015; Browne & K.L Braun, 2017; Boyd, 2018; Edwards,
2010; Hopkins et al., 2007; Huang & K.L. Braun, 2025; Lewis, 2011; Pace & Grenier,
2017; Quigley, Russell et al., 2022). The development and implementation of programs
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to harness Elders’ knowledge, wisdom and languages, to increase both individual and

community wellness, is warranted (Busija et al., 2020).
9.4.4 Indigenous leadership

Strong leadership within communities has been shown to have significant positive
outcomes for individuals and their communities (Salmon et al., 2018). ‘Self-
determination and leadership’ are outlined in the domains of the CDoH (Bourke et al.,
2018; S. M. Finlay et al., 2021; Salmon et al., 2108. Leadership is demonstrated not only
by Elders who have well-documented roles in relation to cultural maintenance and
knowledge transmission (Huang & K. L Braun, 2025; Warburton & Chambers, 2007;
Warburton & McLaughlin, 2007), but also by the younger generation, who can be
developed and supported to drive change (Salmon et al., 2018). Leadership roles have
been seen to strengthen cultural affiliations, provide a sense of purpose, elicit feelings of
being needed and respected, and instil a sense of pride in older Indigenous adults. Further,
cultural leadership provides a platform to advocate for Indigenous voices and strengthen
community cohesiveness (Baskin & Davey, 2015; Boyd, 2018; Edwards, 2010; Lewis,
2011; McCausland et al., 2023; Quigley et al., 2022; Salmon et al., 2018).

Strong leadership was a significant determinant of ageing well for the co-researchers in
this study. Leadership roles were seen to provide mentorship, as well as setting a moral
compass and contributing to structure within the community. Strong leaders were able to
advocate within, and for, community to facilitate change. Being a good role model was
not dependent on age, but on personal qualities of respect, responsibility and a
commitment to serve the community as a whole. The value of leadership and role models
is significant when considering programs and services to support ageing well. Having
community members involved in the design of programs, and local Aboriginal and Torres
Strait Islanders implementing the programs, is required to ensure that the CDoH are
central in health and wellbeing programs, and that the needs and priorities of the
community are forefront. Moreover, community programs that build leadership skills and
capacity building around decision-making are warranted. The sociocultural aspects of the
roles of leaders in Indigenous communities suggests differing values and priorities with
regard to ageing well when compared with those of mainstream frameworks, and these

differences need to be actioned in policy and service delivery (Yashadhana et al., 2022).
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9.4.5 A holistic, collective approach to ageing well

Indigenous perspectives on health and wellbeing are holistic and multidimensional,
encompassing physical, emotional, mental, cultural and spiritual wellbeing. These
approaches are deeply rooted in Indigenous worldviews and the cultural practices that
promote balance and harmony within the individual and the community (Butler et al.,
2019; Salmon et al., 2018). A holistic and collective approach to ageing is therefore
grounded in Indigenous knowledge systems and relational worldviews, where wellbeing
is shaped by balance, reciprocity and generativity. This contrasts with a Western
biomedical construct, which is both individualistic and focused on the biological
processes involved with illness (Butler et al., 2019; Garvey et al., 2021; Salmon et al.,
2018). This holistic concept aligns within the CDoH as part of the broad concept of
‘Indigenous beliefs’ (Bourke et al., 2018; S. M. Finlay et al., 2021; Salmon et al., 2018).

Holistic views of ageing well

The National Aboriginal and Torres Strait Islander Health Plan 2021-2031 states that
‘Aboriginal health means not just the physical wellbeing of an individual but refers to the
social, emotional and cultural wellbeing of the whole Community in which each
individual is able to achieve their full potential as a human being, thereby bringing about
the total wellbeing of their Community’ (Department of Health, 2021, p. 18). For the co-
researchers in this study, living a healthy lifestyle reflected a holistic approach to ageing
well. Socioemotional wellbeing, physical activity, diet and spirituality were all important.
When these factors were in a positive balance, health flourished and the co-researchers
could age well. When any one of those factors were negatively affected, health and the
ability to age well were hindered. Findings from this study are consistent with the
literature on global Indigenous ageing, which concluded that it was a combination of
factors across mental, physical, spiritual and emotional realms that supported a person to
age well (Boyd, 2018; Lewis, 2010, 2013a; Pace, 2013, 2020; Quigley et al., 2022).

A collective approach to ageing well

From Indigenous perspectives, community is viewed as an extension of family, and there
is a collective approach to ageing well, where the health of the whole community is
prioritised over the health of an individual (Biles et al., 2024; Pace & Grenier, 2017;
Quigley et al., 2022). This contrasts with the Western model of successful ageing that
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places an emphasis on an individual’s attainments (Rowe & Kahn, 1997). Older adults
are not perceived as separate to the community but as integral members, whose
knowledge, presence and wisdom contribute to collective wellbeing. This collective
responsibility ensures that ageing is not seen as a period of decline, but as a stage of life
rich with contribution, purpose and respect. The values of reciprocity and social
consciousness are instrumental in these practices, ensuring that ageing is a shared journey
supported by the collective strength of the community. The overall success of the
community reflects on an individuals’ perception of how well they have aged (Quigley,
Russell et al., 2022).

Programs and services that incorporate the wider domains of wellbeing, and that are
rooted in specific cultural values, beliefs and ways of knowing have been shown to foster
positive health outcomes (Butler et al., 2019; Hunter et al., 2021; Salmon et al., 2018).
Aboriginal Community Controlled Health Organisations (ACCHOs) that are operated
and governed by the local community deliver holistic, strengths-based, comprehensive
and culturally safe primary health care (Department of Health 2021; Salmon et al., 2018).
ACCHOs operate with the values of a culture-centric, collective and holistic approach to
health care, and have been shown to deliver up to 50% more health gains or benefit than
mainstream primary health services (Department of Health 2021; S. M. Finlay et al.,
2021; Kingsley et al., 2021). It is recognised that ACCHOs are crucial in tackling the
health gaps, and a shift in funding from mainstream services is required to enable
increased care provision, along with a respect for how these organisations shape their
services (Salmon et al., 2018). Specific to aged care services, the Royal Commission into
Aged Care Quality and Safety in Australia recommended the prioritisation of ACCHOs
as providers of integrated aged care services (Australian Government, 2021). A holistic
approach to ageing well that traverses both health and aged care services is needed in the
design of effective policies, programs and support for the growing cohort of ageing
Aboriginal and Torres Strait Islander Peoples in the Torres Strait and NPA.

9.5 Personal characteristics that support ageing well

Personal characteristics significantly influence the capacity of Indigenous peoples to age
well, particularly when situated within the broader sociocultural and historical contexts
that shape Indigenous ageing experiences. Individual traits such as resilience,

adaptability, humour, cultural pride, positive attitude and agency are often central to
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healthy ageing outcomes among Indigenous populations (Quigley, Russell et al., 2022).
Resilience has been identified as a key determinant of ageing well in Indigenous
populations (Athira et al., 2024; Baskin & Davey, 2015; Boyd, 2018; Browne et al., 2009;
Edwards, 2010; Grandbois & Sanders, 2009, 2012; Gallardo-Peralta et al., 2022; Pace &
Grenier, 2017). This resilience comes from a lifetime of navigating the impacts of
colonisation, racism, marginalisation and systemic inequities. Other traits such as
demonstrating a positive attitude (Boyd, 2018; Collings 2001; Edwards, 2010; Laditka et
al., 2009; Lewis, 2010, 2011, 2013b; Pace 2013, 2020; Pearse et al., 2016; Wettasinghe
etal., 2020) and displaying humour (Baskin & Davey, 2015; Boyd, 2018; Edwards, 2010;
Pace, 2013) have been shown to influence the ageing trajectory. For the co-researchers in
this study, personal attributes such as resilience, positive attitudes, personal motivation,
staying occupied and doing the things that they enjoyed counterbalanced adversities in
life and promoted ageing well. Also of significance was the conscious decision to take
responsibility for one’s own health and make the lifestyle choices that are needed to age
well. The desire to make positive changes is one to be capitalised on in health promotion
and the management of chronic disease. Ensuring that individuals have the information
to make informed decisions, the health literacy skills to understand the health messaging
and the self-management skills to address chronic disease is paramount. Further,
programs that are inclusive of activities that are meaningful and enjoyable to individuals
are more likely to be engaged with. Also of note is an opportunity for community
programs to focus on building individuals’ resilience and agency, which can provide
long-term health gains.

9.6 Primary health care to support ageing well

9.6.1 Chronic disease management

Preventable chronic diseases are the leading cause of the higher rates of poor health and
premature death in Aboriginal and Torres Strait Islander Peoples in Australia, with
cardiovascular disease (CVD) accounting for one-fifth of the discrepancy in these rates
(J. Bailie et al., 2017; O. Gibson et al., 2015; Matthews et al., 2017). Findings from the
HAAT demonstrated high rates of chronic disease, with over 50% of the 55 years and
older age group suffering from three or more chronic diseases, and 20% with CVD.
Despite these high rates, only 7% of the total sample had documented evidence of a CVR

assessment being carried out within the previous two years. However, in addition to
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addressing the SDoH, effective CVD prevention—through regular screening and early
intervention—can play a critical role in reducing the health disparities and disease burden
experienced by Indigenous populations (Matthews et al., 2017). Studies elsewhere have
documented that CVVR assessments within Indigenous primary care are low (Matthews et
al., 2017; Peiris et al., 2009; Vasant et al., 2016). These studies highlighted the lack of
contributory individual risk factor documentation, such as smoking status, which is
required to calculate CVR. This is consistent with data from the HAAT in this study,
where documentation regarding smoking status, alcohol use and physical activity levels
were very low. Having automated CVR calculators embedded into the PHC service’s
electronic patient record software is one way of increasing CVR assessments (Matthews
et al., 2017; Vasant et al., 2016). In addition, incorporating a CVR assessment into the
AHC or standalone rebates as part of the MBS could also promote increased uptake
(Matthews et al., 2017). In addition, the low rates of documented smoking and alcohol
use status in the HAAT is a lost opportunity to address smoking and excessive alcohol
consumption in primary care. Significant funding exists for tackling smoking initiatives
within Indigenous populations in Australia (Matthews et al., 2017), and these could be
leveraged to address smoking; however, the first step is to ascertain the smoking status of

clients.

In a low number of cases where a CVR assessment had been completed, and where the
scores necessitated an HSR (as per clinical guidelines), only 63% of cases had a
documented response. Associated with this finding was the low number of completed
GPMPs and TCAs that were billed and, in this study, used a proxy measure for service
utilisation. The lack of follow-up to chronic disease and elevated CVR scores has been
documented in other studies that examined the rates of CVR assessments in Indigenous
PHC. Those studies highlighted that a lack of follow-up was due to a focus on acute care
within the PHC service, staff capacity, a lack of adherence to guidelines and the challenge
of maintaining a continuity of care (Matthews et al., 2017). Within the Torres Strait and
NPA, the increased involvement of IHWs with capacity (time and skills) in chronic
disease management discussion and care plan development is warranted to address this
shortfall. The increased inclusion of IHWs into an interdisciplinary team approach to
chronic disease management also provides an opportunity to addresses the wider SDoH
and CDoH that influence lifestyle behaviours (Conway et al., 2017; Jongen et al., 2019;
Schmidt et al., 2016).
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Completing a CVR assessment is only one small contributor to the overall management
of chronic disease. A systematic review of the barriers and enablers associated with the
implementation of interventions aimed at improving chronic disease care for Indigenous
Peoples within a PHC setting found that (1) the design and planning phase of
interventions was important, requiring partnering with Indigenous communities to design
the implementation, employing local people as health workers, planning for sufficient
workforce and exploring multiple funding sources; (2) the chronic disease workforce was
essential, requiring staff to have chronic disease training and development, including
IHWSs in decision-making, and having dedicated chronic disease management positions;
(3) the patient/provider relationship was key, requiring the inclusion of patients in their
own care and providing information that is understood by the patient; (4) clinical care
pathways are imperative, requiring seamless referral pathways and having knowledge of
available services to refer to; and (5) access to care was important, including providing
coordinated care, focusing on family-centred care, employing IHWs and providing
culturally safe work practices (O. Gibson et al., 2015). These are important factors for

PHC in the region to consider.

The HAAT results indicated low levels of AH involvement within the participating
PHCCs. AH clinicians are recognised as being part of an effective model of chronic
disease management (Brown et al., 2025; M. Foster et al., 2013), and this is reinforced by
the WHO (2008). They play a critical role in the prevention, early intervention,
rehabilitation and treatment of chronic disease, where the early identification of risk
factors and preventative interventions are crucial in reducing the long-term burden of
chronic disease. Increased AH rebate claims could assist with the costs associated with
employing AH within the region. A recent initiative on Waiben (the central health hub of
the Torres Strait) is an AH, student-led health program initiated through James Cook
University. Although not specifically targeted at chronic disease management, it aims to
improve the health and wellbeing of older adults, while providing AH students with
valuable, hands-on experience in a remote, culturally rich setting. Key activities for
participants include the opportunity to engage with nature, participate in outdoor activities
and connect socially, addressing concerns around physical inactivity and its associated
health risks. The mobility group provides a safe and enjoyable space for older adults to
engage in physical activity, improve strength and balance, and maintain social

connections, which in turn promotes independence and confidence. This program has
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considered innovative approaches to attracting more AH clinicians to the region in a cost-
effective way. The model has previously been delivered in the Aboriginal communities
of Cape York and demonstrated culturally responsive practice that addressed community,
preventative and primary care needs (Cairns et al., 2024). Expanding on this model of
care across the wider Torres Strait and NPA region is warranted. A review by Brown et
al. (2025) investigating PHC service delivery found a range of AH models of care within
rural and remote settings within Australia that improved access to services to address
health inequities. However, the authors highlighted the lack of rigorous evaluation of the

studies included in the review.

A significant finding from the HAAT was the low numbers of screening for physical
activity and weight management. Only 28% of the total sample had been screened or
assessed for levels of physical activity, and no specific routine screening or assessment
specific to obesity or nutrition was documented. This is despite physical inactivity and
obesity being known risk factors for chronic disease (WHO, 2024b). The WHO stated
that greater investment into screening, detecting and treating chronic diseases, and their
risk factors, is critical, and high-impact interventions that can be delivered through
primary care need to be implemented (WHO, 2024b). In the HAAT, of those screened for
physical activity, concerns were raised about physical inactivity for 37% of cases. These
figures align with the national data. A 2018-2019 Australian health survey reported that
only 12% of Indigenous adults met the weekly physical activity guidelines (National
Indigenous Australians Agency [NIAA], 2024). Therefore, increased screening of
physical activity and interventions to address physical inactivity are warranted within the
Torres Strait and NPA region. Physical activity programs that include traditional activities
and cultural practices are indicated to improve adherence and enjoyability. Further, at a
community level, collective interventions rather than individually focused interventions

are likely to be more applicable and valid.

With regard to screening for diet and obesity, no validated tool was used in the
participating PHCCs that assessed diet based on the national dietary intake guidelines.
Questions regarding diet within the AHC included “What did the person eat yesterday?’,
with response options ‘Adequate/Poor’, and ‘How many meals were eaten yesterday?’,
with response options “2-3/less than 2 or more than 3’. These sections of the AHC were

not always completed. Of the total sample, 15% had seen a dietician, and therefore a
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comprehensive diet and nutritional assessment had been completed. However, dietitian
shortages within the Torres and Cape Hospital and Health Service (TCHHS) meant that
only clients deemed Category 1 are eligible to access a dietitian. Preventative care is not
deemed Category 1. Similar to physical inactivity, obesity is also an area of concern, with
71% of Aboriginal and Torres Strait Islander People aged 15 and over having a BMI rated
in the overweight or obese range in the 2018-2019 health survey (NIAA, 2024). Equally
important is the consideration of the nutritional composition of diets, where AIHW data
found that Aboriginal and Torres Strait Islanders are not meeting the national guidelines
on fruit and vegetable intake (NIAA, 2024). However, food security plays a contributing
factor to nutritional intake, with the co-researchers in the yarning circles identifying food
cost and availability as significant reasons for eating less healthily. Increased screening
of dietary behaviour is needed within the Torres Strait and NPA, using culturally
validated screening tools. Community-led interventions that include traditional ways of
producing food (community gardens), and traditional recipes and cooking classes are one

way of targeting obesity, poor nutrition and food insecurity.
9.6.2 Adult Health Checks to support ageing well

Medicare-funded Indigenous-specific AHCs were introduced in 1999, with the intention
of detecting risk factors and chronic diseases, and addressing preventive health (J. Bailie
etal., 2017; Schiitze et al., 2016; Spurling et al., 2017). In this study, the HAAT identified
low rates of screening (both through the AHC and through clinical contact) for chronic
disease risk factors, as well as for other problems associated with ageing, such as
incontinence, pain, falls, osteoporosis, mood, polypharmacy, vision impairment and
hearing impairment. A major priority identified by PHCC staff to address in the CQI
activities (PAR Cyle three) was in relation to the AHC and screening for the problems
associated with ageing. Several issues were identified, such as inconsistency in templates,
the absence of clinically driven outcomes, frailty and functional and cognitive decline not
being flagged, limited IHW involvement in decision-making, superficiality of assessment
and screening, a lack of culturally appropriate validated screening tools with low
completion rates, and a biomedical focus with little to no acknowledgement of the SDoH
or CDoH. Similar issues have been previously identified in other Indigenous PHC

services, with questions raised about the evidence base for some of the item inclusions
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and their limitations in the lack of both SDoH and CDoH, patient-identified issues and
perceptions of their superficiality (J. Bailie et al., 2017; Spurling et al., 2017).

Despite these limitations, Indigenous-specific health assessments are associated with the
improved uptake of some preventive health practices (J. Bailie et al., 2017). However,
consistent with national data of Indigenous Peoples (Schitze et al., 2016, Hyde et al.,
2025), this study found low AHC completion rates, with only 18% of the under 55 age
group and 26% of the over 55 age group having undertaken a completed AHC within the
previous 12 months. This is slightly lower than national available data indicating that 38%
of those aged 55 and above had an AHC in 2017-18, with these numbers remaining
comparable to the 2020-21 data (Hyde et al., 2025). Consequently, the AHC is a missed
opportunity for increased screening using culturally appropriate tools, the increased
involvement of clients in targeted management plans, and the input of IHWSs into

screening, as well as management plan development and implementation.
9.6.3 Billing services for raising revenue

The HAAT audit revealed low numbers of billing claims for AHCs, GPMPs and the
review of those plans. There was no evidence of billing claims for IHWs or NPs, and
limited billing for AH. These findings indicate a missed opportunity for the health
services to raise revenue. Specifically, PHCs can enhance revenue by leveraging the work
of nurses, IHWs and AH professionals to both complete most of the GPMPs and TCAs,
and access additional MBS items, particularly within the chronic disease management
framework (DoH, 2013). Eligible patients with chronic conditions can receive up to five
individual AH services per calendar year, as recommended by a GP under a GPMP or
TCA. These services encompass a range of disciplines, including IHW, physiotherapy,
podiatry, dietetics and psychology, and are reimbursed through specific MBS item
numbers 10950-10970. Additionally, follow-up services such as phone consultations are
reimbursed under item 93203, contingent on alignment with the patient’s care plan.
Further, multidisciplinary case conferences involving AH professionals are supported by
MBS items 10955, 10957 and 10959, facilitating coordinated care for patients with
complex needs (DoH, 2013). By integrating these services into care delivery, and
ensuring subsequent claiming, PHC service providers can optimise their MBS billing,
thereby increasing practice revenue. This extra revenue can then be utilised to expand

services and ultimately provide improved patient care (DoH, 2022).
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9.6.4 Cognitive functioning with regard to ageing well

Dementia was a key concern that was frequently discussed in the yarning circles. Within
the Torres Strait and NPA, there is a growing community awareness of dementia, along
with an increased willingness to discuss the risk factors, treatment and the impact of the
disease on the person with dementia and their carers. Research conducted by HART has
found that there are increased rates of both dementia and MCI in the Torres Strait and
NPA (Russell et al., 2020), and that over one-third of dementia in the region is potentially
modifiable (Thompson et al., 2023). The identification and management of risk factors
can prevent or delay onset (Belfrage et al., 2022). For these reasons, both addressing

dementia risk and conducting cognitive screening is of paramount importance.

Many of the risk factors for dementia are the same as those for midlife chronic disease
risk, as outlined in Chapter 7. Therefore, increased screening for smoking, excessive
alcohol intake, physical activity and obesity are equally relevant when screening for
dementia. The screening of vision and hearing impairment within the AHC is also of
importance, since these are also risk factors for dementia (Livingston et al., 2024).
However, the HAAT identified very low rates of screening for vision and hearing. Only
4% of the sample had undergone a hearing screen within the previous 12 months, and
33% had undertaken a vison screen. This finding supports previous research that found
that routine eye and vision assessments for Aboriginal and Torres Strait Islander adults
attending PHCCs are not at the recommended levels (Burnett et al., 2016). As well as
being risk factors for dementia, vision and hearing were shown to be areas of concern in
a longitudinal follow-up of healthy ageing in an Indigenous cohort in the Kimberley
(Hyde et al., 2025). The authors recommended increased screening of vision and hearing
through the AHC to address the vision and hearing issues that were affecting healthy

ageing.

The diagnosis of dementia requires evidence of cognitive impairment, functional decline,
corroboration by informants, a change from a previous level of cognitive functioning and
the exclusion of reversible causes (Belfrage et al.,, 2022). Best practice evidence
recommends that the detection of cognitive impairment is through (1) symptoms or
concerns raised, and (2) identifying those at high risk and/or asking questions about
memory and thinking and/or use of a cognitive screening tool (Belfrage et al., 2022). The

results of the HAAT indicated that only 19% of the 45 years and over age group (total
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sample was 474 clients) had undergone a cognitive screen within the last 12 months.
These included 33 clients being asked memory questions as part of the AHC, 5 clients
being asked questions about memory and thinking during clinical consultations with the
GP (excluding the AHC), and 59 clients being administered a screening tool, most of
which were conducted by the visiting geriatric specialist team, rather than the PHCC staff
(GP, IHW or AH clinician).

These results raise several areas of concern. First, there is a disparity between the
prevalence of dementia in the region (30% of the sample in the dementia prevalence study
across the Torres Strait and NPA having cognitive impairment; Russell et al., 2020) and
the rates of screening within PHC. Increased screening of cognitive impairment is
recommended both through active case finding and cognitive screening in the over 55
years AHC. Active case finding includes assessing an individual’s risk factors, asking
questions about memory, thinking and confusion, and using cognitive screening tools. In
consideration of the prevalence of dementia within Aboriginal and Torres Strait Islander
populations, case finding should be considered from the age of 50 years (Belfrage et al.,
2022). A further concern was the type of screening tool used. Several validated cognitive
screening tools are available for use within PHC. However, the Kimberley Indigenous
Cognitive Assessment (KICA-cog; LoGiudice et al., 2006) is the only validated tool
designed specifically for Aboriginal and Torres Strait Islander populations. The tool has
since been adapted and validated for Torres Strait Islander Peoples by HART (Russell et
al., 2024). The HAAT identified that the most frequently used cognitive screening tool
within the PHCCs was the Mini-Mental State Examination (MMSE; Folstein et al., 1975).
The MMSE was designed for use in Western psychiatric in-patient settings in the United
States of America and has not been validated within Indigenous populations (Wiggins &
Price, 2021). To address this concern, as part of the CQI activities, staff requested training
in using the KICA-cog, which was completed, and each PHCC has been supplied with
KICA kits that contain the items required to conduct the screen (comb, matches, cup,
bottle, pictures). In addition, the Best-practice guide to cognitive impairment and
dementia care for Aboriginal and Torres Strait Islander people attending primary care
(Belfrage et al., 2022) was circulated and discussed with PHCC staff.

Concurrently with this research, the templates for the AHC were updated. The updated

AHC for adults aged 50 and over included new questions and follow-up instructions about
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memory and thinking, intended to check brain health, and screen for cognitive impairment
and dementia. As part of the CQI activities, the new RACGP template was incorporated
into Best Practice™ to be used as part of the AHC (RACGP, 2019). The IHWSs working
on Kirriri Island set a CQI goal for increasing the number of AHCs completed, ensuring
that a cognitive screen was completed as part of that, and had a 50% increase in AHCs
competed over the course of PAR Cycle Three. This work still continues around the AHC

template across the region as a whole.

Another area identified through the CQI in relation to dementia was the need for increased
dementia education and training within both the PHCC and the wider community. A low
awareness of dementia has been identified as a key contributor to poorer outcomes for
older Aboriginal and Torres Strait Islander People (T. Cox et al., 2019; NeuRA, n.d.). A
dementia knowledge survey conducted with Aboriginal and Torres Strait Islanders found
minimal knowledge of risk factors, the importance of early diagnosis and the effects on
QoL and life expectancy (T. Cox et al., 2019). Some of the CQI activities included
organising dementia training for both staff and community, and as part of the wider
HART activities, a podcast was developed (see the preliminary page in this thesis) that
included episodes on dementia risk reduction, understanding dementia, getting a
diagnosis and supporting carers. Further work by HART that overlaps with the CQI
activities is the development of dementia training modules specifically designed for
PHCC staff.

9.6.5 Socioemotional wellbeing with regard to ageing well

The importance of socioemotional wellbeing (SEWB) as a determinant of ageing well
was an overriding theme across both the yarning circles and CQI workshops. Moreover,
depression is a risk factor for dementia across all populations (Livingston et al., 2024).
The HAAT identified several areas of concern in relation to SEWB, which were identified
by PHCC staff as priorities to be addressed in the CQI. Documented screening for mood
was low, with less than 20% of the sample being screened for mood, either through the
use of a screening tool or through questions being asked during clinical contact. Several
different tools, and several different versions of the same tool, were being used to screen
for depression and anxiety as part of the AHC. Having so many versions was confusing,
especially around the interpretation of results. Staff identified that none of the tools were

relevant for identifying more culturally centred domains of SEWB, and they also lacked
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consideration of social isolation (another risk factor for dementia). Staff also identified
that sitting in a busy clinical space, and being pressured for time, was a hindrance to being

able to conduct a sensitive screen of SEWB.

Assessing SEWB within Indigenous populations is complex and challenging, exacerbated
by the lack of culturally appropriate and validated assessment tools (Janca et al., 2015).
Many depression and anxiety screening tools developed using the Western biomedical
paradigm are still being used with Aboriginal and Torres Strait Islander Peoples, and these
tools fail to capture an Indigenous worldview of SEWB and the broader domain of culture
that influences wellbeing (Meldrum et al., 2024). A screening tool developed specifically
for the Aboriginal population in Western Australia to screen SEWB has been developed
(Janca et al., 2015); however, no tool has been developed for the Torres Strait Islander
population. As part of the broader scope of HART work, a culturally appropriate
screening tool for SEWB has been developed and is currently being validated. The tool
takes a yarning approach to the screening of depression and anxiety (Meldrum et al.,
2024). As part of the CQI activities, some of the PHCC staff are participating in the
validation, since this was an area in which they were keen to see improvements. It is
anticipated that once the tool has been validated, it will be rolled out with training within
the PHCCs to replace some of the current tools being utilised. Initiatives to include
yarning spaces into new builds within the PHCC are being taken up, and staff are being
provided with mobile tablets to be able to conduct screening in settings outside the busy
clinical areas within the PHCCs. Providing safe spaces for yarning improves culturally
safe care, which is important because culturally unsafe PHC environments are recognised
as a barrier to care access for Aboriginal and Torres Strait Islander Peoples (J. Bailie et
al., 2017; De Zilva et al., 2022).

9.7 CQI as a tool for supporting ageing well within PHC

The use of CQI as a method for identifying gaps in preventative screening, improving the
delivery of AHCs, increasing follow-ups to abnormal results, and improving the delivery
of best practice care and evidence-based health promotion within Indigenous PHC is well
documented in the CQI literature (C. Bailie et al., 2016; J. Bailie et al., 2019; J. Bailie et
al., 2017; Percival et al., 2016). In this study, staff from within the PHCCs identified
several key possibilities for improving care that included (1) the need for better screening

for chronic disease risk factors and dementia risk factors, using culturally validated
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screening tools; (2) increased inclusion of the wider interdisciplinary team (IHWs, AH,
NPs) into care planning and assessment; (3) increased client participation in decision-
making around their care with increased support from IHWSs; (4) increased consideration
and screening for other problems associated with ageing, along with flags to identify a
decline in function, cognition and frailty; (5) increased consideration of the SDoH and
the CDoH into the AHCs, including social engagement; and (6) increased education and
training specifically around dementia for staff and community. However, several factors
were identified as barriers to fully implementing many of the initiatives. These included
the competing demands on staff to manage acute presentations, staff shortages, high staff
turnover, locum staff only in the PHCC for a short amount of time (days or weeks),
minimal GP engagement with the process and blockages by executive decision-makers.
These findings align with CQI literature that identified similar challenges to
implementation (Bailie et al., 2007; Diaz et al., 2019; Gardner et al., 2010). The
facilitators of implementation in this study included one of the PHCCs having a stable
workforce with strong clinical leadership and a strong team coherence, which drove many
of the initiatives, ensured an appreciation of directly translatable goals into clinical
activity, and provided data specific to their own PHCC that could be used for both
business planning and identifying gaps in service delivery. These findings support
previous findings of CQI facilitators (Gardner et al., 2010, 2011; Hengel et al., 2018).

Another finding resulting from the CQI was that many of the goals and priorities
identified by staff sat outside the scope of the health service. These included the lack of
public transport, affecting the older adults being able to access social groups,
independently shop and access the community; a lack of intergenerational, recreational
and physical activity programs to refer on to; and a lack of support for carers, including
respite options. The identification of these gaps reinforces how ageing well intersects with
health care, as well as the SDoH and CDoH. A multi-stakeholder collaborative approach

is required to support individuals to age well.
9.8 Limitations

Several limitations should be noted in the conduct of this study. The yarning circles were
only held in three of the five island clusters. Given the diversity across the region, the
findings may not represent perspectives from other Torres Strait communities, although

many of the co-researchers were from, or had strong family connections with, other island
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communities. The recruitment methods used for the yarning circles, such as flyers placed
on community boards, might have selected more socially engaged people. The co-
researchers who participated in the yarning circles were those who were interested in
talking about their health and wellbeing, and were proactive in wanting to make changes.
In addition, those that participated in the yarning circles were physically able to leave
their homes to attend; | did not get perspectives from those older adults that were house-
bound or residing in the RACF based on Waiben. Therefore, caution should be taken in

generalising the results.

I am also aware that | am a white Australian co-leading the research, and that this may
have affected the co-researchers’ willingness to participate, and be open and forthcoming,
in the yarning circles. However, the yarning circles were co-facilitated with Torres Strait
Islander team members, which provided reassurance to the co-researchers and addressed,
to some extent, this limitation. Further, the longstanding engagement resulting from the
previous clinical and research work | had been, and continue to be, involved in provided
evidence of genuineness and trust, and this was reflected in the large number of
community members that attended the yarning circles, and on one occasion, in very wet

weather.

With regard to the clinical audits, the results were dependent on data that were
documented in the electronic record, which could have underestimated actual service
delivery. This underestimate of actual service delivery has been highlighted as a limitation
in other CQI implementation studies (C. Bailie et al., 2016; Bailie et al., 2017; Larkins et
al., 2016). Records were only audited if there had been clinical contact by the client within
the health service within the previous 12 months, which could have excluded clients that
are less engaged with their health care, and therefore have differing health profiles. Within
Bamaga, it could have also excluded those sourcing some, or varying degrees, of their
health care from the local ACCHO, and again, this would have affected the audit findings.
The HAAT tool | developed, although based on existing best practice guidelines, was not

tested for reliability nor validity.

An organisation’s ability to conduct CQI activities is influenced by its workforce,
leadership and management support (Bailie et al., 2017; Diaz et al., 2019; Gardner et al.,
2010; Larkins et al., 2016). These factors change as staff, funding and organisational

priorities change. The ability to complete CQI activities was influenced by staff turnover,
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a focus on acute care and staff shortages within most of the PHCCs. The ability to
complete some of the CQI priorities was also hindered by a lack of support at an executive
level. All activities (except the rates of completed AHCs) were not re-audited as a marker
to assess CQI success, which is a limitation on assessing the success of CQI activities.
However, since most activity outcomes were not captured by the audit data, or are still
ongoing, a re-audit would not have provided useful data to assess CQI success for the

purpose of this study.

9.9 Future directions for research

The yarning circles provided insights into what ageing well means for the Aboriginal and
Torres Strait Islanders that were living on their Island Homes and in their communities.
Many Torres Strait Islander Peoples have left their communities and are now living in
urban locations. Exploring differences in ageing well within this cohort could expand on
this body of knowledge by examining the differences in ageing experiences. Different
barriers and enablers are likely to exist within a different geographical, social and

environmental context.

Given the high rates of chronic disease experienced by Aboriginal and Torres Strait
Islander Peoples living in the region, an ongoing focus on increasing the evidence base
in relation to ways to address these high rates is needed. Co-designing, implementing,
and evaluating health promotion and chronic disease prevention programs is
recommended. In addition, given the high rates of cognitive impairment and high rates of
dementia risk factors identified, along with the desire for dementia education, the
implementation of models of care to address risk factors for dementia and provide

education is also recommended.

The ongoing development of culturally appropriate screening and assessment tools for all
domains of health and wellbeing is crucial to accurately identifying issues that are specific
to this population, and that take into consideration Indigenous worldviews of health and

wellbeing. Tools that are merely adapted from Western tools are not sufficient.

Programs and services that include the CDoH should be co-designed, implemented and
evaluated. Specifically, a consideration of programs that include intergenerational

activities, and that take into account social interactions and social isolation is needed. It
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is imperative to grow the evidence base on how those CDoH affect health, wellbeing and

ageing.
9.10 Concluding statement

To understand what ageing well means to Aboriginal and Torres Strait Islander Peoples
living in the Torres Strait and NPA, and to ascertain how they could be supported to age
well within their communities, | explored the individual, relational, medical and cultural
components of health, wellbeing and their impacts on ageing, from the perspective of
individuals, as well as through evidence from the health service and PHCC staff. The
importance of culture came through strongly in the yarns and within the CQI activities.
Culture is central to the health and wellbeing of Aboriginal and Torres Strait Islander
Peoples, and despite Indigenous communities’ longstanding recognition that practising,
maintaining and reclaiming culture is essential for wellbeing, Western science continues
to dismiss this knowledge as anecdotal, disregarding its significant role in influencing
individuals, communities and societies (S. M. Finlay et al., 2021). Mainstream health
approaches often overlook cultural determinants as key factors. Unlike the SDoH, the
CDoH are not as evident in the development of health frameworks, and this has led to an
underestimation of their value in providing health benefits (Verbunt et al., 2021). Current
frameworks, which focus predominantly on biomedical determinants, fail to capture the
complex, layered influences on health, particularly the vital role of culture (Biles et al.,
2024; S. M. Finlay et al., 2021; Gibson, Dudgeon & Crockett, 2020; Jones et al., 2018).
This was evident in this study. Some co-researchers linked their experiences and
perceptions of ageing well to medical determinants and the SDoH, but greater emphasis
was placed on the importance of CDoH. Culture was a strength when practiced, but where
culture had been disrupted, a detrimental impact on ageing resulted.

Although there is a growing demand to implement CDoH into health frameworks, deep-
seated resistance persists, rooted in systemic institutional racism embedded within
organisational structures and practices in mainstream organisations that continue to
marginalise culture in the design and delivery of health initiatives (Biles et al., 2024;
Parter et al., 2024). To have a meaningful integration of the CDoH into health policy and
practice requires policy analysis, research and service design, and delivery to extend
biomedical models, and recognise and respect Indigenous culture as a social dimension

of Aboriginal and Torres Strait Islander Peoples’ lives. The racialised health systems
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upholding this inequity also need to be critically challenged (Arabena, 2020; Biles et al.,
2024; S. M. Finlay et al., 2021; Parter et al., 2024; Verbunt et al., 2021). In taking a
participatory approach, the voices of the co-researchers were central to the development
of the framework that was inclusive of the cultural dimensions expressed in the yarning
and CQI activities. Working with the PHC service did, at times, highlight the notion of

resistance by some non-Indigenous staff members in positions of authority.

In conclusion, the aim of this PAR study was to explore what ageing well means to
Aboriginal and Torres Strait Islander Peoples living in the Torres Strait and NPA, and to
determine how they could be supported to age well within their communities. This was a
request from communities. The findings broaden the evidence available in the field of
global Indigenous ageing to provide a current understanding of Torres Strait Islander
Peoples’ knowledge and perception of ageing well, and an understanding of how the
CDoH are suited within this worldview. The PAR approach was specifically chosen to
have a direct research translation of outcomes into practice. The Ageing Well Framework
provides recommendations for strategies and actions that can be used by communities,
health services and individuals to enhance the QoL of older adults and facilitate ageing

well.
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ABSTRACT:

Context: Health ressarch iz important to effectively address the
health disparities between Indigencus and non-Indigenows
Bustralians. However, research within Aborigingl and Tomes Strait
Islander communities has not always been conducted ethically or
with tangible benefits to those invohed. Justfiably then, people
miay be reticent o welcome researchers imo their

communities. Genuine commitment o community consultation,
the fostering of parmerships and collaborative approaches
rnaximise swoosssful outoomes and ressarch translkation in these
Communities.

Issue: Diespite guidelines existing to try to ensure the needs of
Aboriginal and Torres Strait lslanders are met through any research
involving them, non-Indigenows researchers may not be fully

Keywords:

aware of the complexities invobed in applying these guidelines.
This article explores how a team of Indigenows and non-
Indigenous researchers understood and applied the guidelines
during a 3-year dementia prevalence study in the Tomes Strait.
Their reflections on the practicalities invoheed in conduwcting
ethically sound and culturally appropriate research are discussed.
Lessons learned: Having a deep understanding of the ethical
principles of research with Tomes Srait communities is more than
Just ‘ticking the boxes” on ethics approvals. Genuine cormmunity
imvoheement is paramount in condwcting research with the
comrmunities and only then will research be relevant to community
neads, culturally appropriate and fadlitate the translation of
kmowiedge into practice.

BAustralia, community emgagement, dementia, health ressarch, Indigenous, Tormes Straic

FULL ARTICLE:

Context

Aboriginal and Torres Strait lslander peoples experience more
complex health issues, significantly higher rates of dhronic disease
and lower life expectancy than the general population’. Addressing
these health ineguities therefore remaing a vital area of health
reszarch. Quality health research has the potential to contribute to
improvements in health cre by adding to the knowledge base on
disease prevalence, risk and protective factors, effectivensess of
treatment or public health interventions, and healthcare costs and
use?. However, health research within Abariginal and Tarres Strait
Islander communities has not ahlways brought tangible benefits to
research participants?, Justifiably, Aboriginal and Tomes Strait
Islander peoples may be sceptical about the value of research,
particularly in relation to the health and social changes that the:
ressarch promises? %, The extent to which research is seen as
valuable depends on its nature, quantity, quality and the
translational outcomes?,

Torensure health research is conducted in a culturally appropriate
and ethical manner and has tangible research benefits, funding
bodies such as the National Health and Medicl Research Council
(MHMRC) and research ethic committees require reseanchers to
dernonstrate that their research within Aboriginal and Torres Strait
Islander populations conforms to ethics standardsE. Cther
guidelines and frameworks have been developed in consultation
with Indigenous stakeholders to ensure that the needs of
Aboriginal and Torres Strait Islander communities are met, with
each having its own research principles. [n addition o the MHMRC
guidelines® and its accompanying document, Keeping research on
track Ii7, the most commion guidelines for Indigenous health
reseanch indude Guidelines for ethical research in Austrolion
Indigenous studies®; The WHMRC Road Map, a strategic framework
for improving Aboriginal and Tomes Strait stander health through
research (Foad Map |, 1| & 0% and Aboriging Health and
Medical Research Cownal of MNew South Wales Guidelines for
Research info Abarigingl Heaith: key principles12.

lssue

For nen-Indigencus researchers working with Abariginal and
Torres Strait klander communities, applying these guidelines may
seem daunting, and putting them into practice can be
challenging™®**. There iz often little appreciation of what is
imvohved, the time needed, and an understanding of how
important i i to ensure processes are thought throwghe A failure
to grasp the requirements nuns the risk of researchers just ‘ticking
the boxes" on applications and grants without fully understanding
the complexities of ethical research. Researchers need tohave a
good understanding of what these guidelines mean and how they
can be implermented practically, if they are to truly incorporate
them inta their research. According to Harrison, in Layoock et al
The ethics application is what researchers foows on, when really
ethics are 50 much mare - they are the foundations of the
research’ (p. 3018 Without deep understanding and a genuine
desire to confiormn to these core values, non-Indigenous
reseanchers run the risk of condudting wunethical and cutturally
inappropriate research. Historically, reseanchers have been
aiticised (often legitimatehy 1617 for placing their own interests
and career advancerment above the benefit to the communities
imvoleed. While there are many motivations for research that are
often well intentioned, it is imperative that community ownership
and benefit to the cormmiunity are at the forefront of any research
conducted.

Health equity for Aboriginal and Toeres Strait |slander peoples is
mare likely to be adhieved through improved research processes
and ethics framewaorks to keep researchers acoountable?. Few
studies report the processes used to conduct successful and
appropriate research within Indigencus communities'?, and the
majority of publications 131713 concentrate on Aboriginal and not
Torres Strait klander communities. The aim of this article is to
outline how the Healthy Ageing Reseanch Team (HART) conducted
a reseanch study with Tomes Strait lsland communities. A reflection
of experiences as Indigencus and non-Indigenous researchers in
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applying ethical approaches to our research is presented,
inoorporating the practice of refledvity and the valuable lessons
lzamt: along the way.

The research team

HART iz a team of clinician researchers in Far Morth Queensland,
Bustralia who have been prosiding clinical aged-care sendoes
aonoss the Tomes Strait for over 20 wears. The team membars who
conducted this research comprised a Tomes Strait llander Health
Worker, an Aboriginal senicr medical officer, and three non-
Indigencus dinicians (geriatrician, neurcpsychologist and
physiotherapist).

The research comtext

Im 20115, HART was awarded NHMRIC funding to conduct a 3-year
dementia prevalence study across Tomes Strait communities.
Dementia is a Mational Health Pricrity in recognition thatitis a
growing public health issue with significant sodal, medical and
financial imgplications?®. The numbsr of people diagnosed with
dementia in Australia is expected to increase dramatically over the
next few decades to about one million by 20584, Accurate
prevalence figures are therefore critical for future planning and
provision of appropriate care for people with dementia and their
carers. Dementia research is even maore urgent for Aboriginal and
Torres Strait slamder communities, where rates of dementia are
three to five times higher than the general population?2-24,

(Outcomes of the research are reported elsewheare®. However,
many lessons were leamed along the way in conducting ethical
research, and sharing HART's experiences may provide guidance to
prospective reseanchers.

Ethics approval

Thie study received ethics approval from the Far North Ouweensland

Human Ethics Ressarch Committes (HREC1 3A0CHA 259 - 878) and
James Cook University (H5405).

Lessons learned

Establistwment of respectful partnersiips

Building of relationships is the first step outlined in Keeping
research en track Y. The importance of maintaining a reladonship
through the whole research joumey, mesting appropriate
representatives and key local people, following community
protocods, as well as demonstration of researcher skills and
experence ane emphasised. For HART, building relationships
ooourred over many years and was aucial to the success of the
study. Despite being located in Caims, some 800 km south of the:
Torres Strait, members of HART have been providing dinical
services to the ageing Tormes Strait population for over 20 years.
Thitz has led to a dose working partnership with the Post-acute,
Rihabilitation and Aged Care senvice based on Thursday Island
and with the Aged Care Assessment Tearn in the Tomes Strait
Thiese relationships have been maintained and strengthened over
time.

Ongoing commitment to providing specialist dinical services ina
remote region fostered trust and facilitated rappaort with ol
healthcare teams. Howsver, on reflection HART realised that the
intermittent nature of a fly in, fiy out sendce delivery model was
insufficient to develop a wider understanding of the community,
their isswes, health pricrities and cubtwre. HART recognised the
importance of being invohed in community activities and leaming
about the history, protoccls and culture of the communities acnoss
the region. To address this, HART became more imvobved in locl
activities such as the annual health expo, visited local museums
and cultural centres, engaged in and presented education sessions
with local growps such as Rotary as well as the health service, and
ower several years formed relationships with other key community
members, aged care groups and the coundls.

Keeping research on trock Il describes the importance of Aboriginal
and Tomes Strait Islander peoples being involved to shape the
research idea and ensuring the research addresses cormmunity
pricrities and aspirations. For HART, the development of local
parinerships and fostering of relationships provided opporunities
to listen to community conoemms regarding the health of their older
adulz. This engagement was with health and aged care staff,
patients, and the wider community. Consultations ranged from
formal community meetings, particdpation in fomms and
community radio, engagement with associations swch as Rotary,
and informally with chats over moming tea. Concems were raised
and isswes identified arcund dementia awareness, diagnosis and
vailable treatment, and supports for both the patient and family.
These discussions formed research priorities, as identified by the
comrmunity. However, HART was mindful t2 be honest in mesting
comrmunity expectations and not to make commitments that could
not be fulfilled. Funding would be needed o conduct effective
reseanch into the prevalence of dementia and other issues of
ageing. Mevertheless, agreement was reached to embark on a

process of collaboration to design, implement and evaluate a small
pilot study?2, whilst sesking funding for a langer research study.

Research design

Another step in Keeping research on frock I is about developing
the project and sesking agreement. This section of the guids
emphasises the impaortance of 3 research agreement, letters of
support and finalising a research plan that includes regular
updates to participants and communities. For the HART researdh
study a steefing committee of locl community and council
memibers, Indigenous researchers and Indigenous health care
weorkers was established prior to commencement. The commithes
met regularly and provided input into stwdy design, advised on
protoocts, and facilitated access o community decision-makers.
Through the steering committes, the team applied reflecive
liztening, allcwing the collective expertise of the Aboriginal and
Tores Strait Idander members to guide the research, ensuring
validity and appropriateness.

Feedbadk obtained from the steering committes and participants
of the pilot study was incorporated into the design of the langer
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study. Part of the feedback received from a meeting of Tomes Strait
Islander Coundillars was that the larger study should indude all
populated islands rather than the selected communities initally
proposed. Planning of the larger research ook time and ineoheed
extensive disoussions with a range of Tomres Strait community
rmernbers. A joint approach was taken to develop the research
design throwgh inforrmal and formal meetings with key
stakeholders across the wider community, ideas were developed
ower several months and were based on acceptability to the
cofnmunity rather than fitting into a funding model.

Keeping research on track I highlights the imporznce of ressanch
that has Aboriginal and Tomes Sirait [slander peoples leading, or
b=ing rmemibars of. the reseanch team. For this study, the local
Torres Strait lslander aged care health worker joined the HART
t=am as a co-reseancher. A mutual leaming-teaching relationship
was developed arcund respectful protocols and she provided the
team with cultural guidance. &t times non-Indigenous team
memibers made mistakes such as being wunaware of cuttural titles,
niat providing encugh time to partidpanits who desined more
informaticn, rot fully understanding the imipartance or
significance of some cultural festivities, not sesking comract
pemission from the appropriate person for such things as
photegraphy of the sland; and, on occasion, presumming owr non-
Indigencus viewpaoint was acceptable. For example, while
developing a healthy ageing resource in the form of a calendar,
photographs induding shots of sunsets to represent the beauty of
ihe Tomes Sirait were chosen uniil informed that a sunset
represents the end of life. Given the negative message this would
convey, which was at odds with the aim, the photos were replaced
with more acceptable pictures.

Research implementation

Im recognition of communities” experience of 3 power imbalance
with research, in additicnal to formal ethics approvals HART
obtained permissicn from each individual community about when,
where and even if the study was to go ahead in that commmunity.
Providing adequate time to negotiate participation was aitical and
underestimated by the team - this consultation process ook
mionths. HART approached the engagement process by providing
information to key stakebolders on individual islands by email and
phone, followed by a community visit to introduce the reseanch
t=am in person. This strategy gave the community several
opportunities to raise conoems, ask guestions and clarify
expeciations. Several visits were sometimes reguired to form
relationships and gain trust, with the study only going ahead when
the community were willing to participate. HART was mindful that
the communities may have perceived a power imbalance, as it was
the specialist geriatric senice negotiating partidpation. Health
centres were reassured that a decision not to participate would not
irnpact on future health service provision, that each health centra
would determine what level of invobverment they wanted, and
timelines for data collection would be set by the health centre.

Respecting the needs of communities” own timelines and priorities,
such as ‘sad news' and community events, was paramount. This
was challenging for the non-Indigenous tearm members, and

recognising they were not the only service visiting the health
centres was an initial learming. Within busy health centres, research
was seldom seen as a high priority, and the team nesded to work
around the health centres’ and community's needs rather than
research needs, even if that meant armanging, then re-arranging,
wisits. Promoting community contrel and cwmership of the
reseainch in this way reguired deliberate waork from ws.

Az all Torres Strait communities were imited to participate in the
research, im recognition of the diversity of the region it was
important to know differant community’s protocols. Some
comrmiunities required pricr registration and a sign-in at the
coundl offices om arrival Having a Tomes Strait kslander co-
researcher on the team was fundamental to research success.
When visiting a new community, it was respectful to have her
make introductions and explain about the team and the ressarch.
Being introduced by sormecne known and trusted by the local
comminity, and able to vowch for the team’s integrity, facilitated
access to community elders, community groups and health service
staff. Understanding community protocols and the rights of
Aboriginal and Torres Strait Islanders to have their oufture and
values respected is dearly cutlined in Keeping research on track I

Dt collection

On reflaction, HART realised that time spent being imeched in
COMMMUNITY aCtivities was as important as completing the research
activities. Being invited to attend community meetings or culbural
events was recognised to be a privilege that should be prioritised
over research schedules. On oocasion, visits were changed due to
unanticipated events within the community. In this way, HART
maintEined a flzxible and community-driven approach in terms of
scheduling, location, and audience. For example, a Seniors Day
education session was cancelled at the last minute, so the team
presented to primany schoel children instead. The dhildren
engaged well, showed they wers very knowledgeable about
dermentia, and happily accepted the resources provided.

Thie reseanch location was important and it was necessary to gauge
whhich location suited each commiunity. On some islands,
participants enjoyed gathering at local health centres, while on
other islands local community halls were prefemed.
Orversdhelmingly. sitting under a tree or on the beadh was fawoursd
over sitting in an air-conditioned office.

Food is central to Tomes Strait kslander culture®S and played a
fundarmental role in engagement with health s and paricpants.
A significant lesson and a comerstons event changed how the
research process was viewed and accepted. HART was aware of the
protoosl of reciprocity conceming the sharing of food® and were
surprized when store-bought cakes and drinks offered after
participation in the study were frequenty dedined. The Torres
Strait slander tzam membaer highlighted the importance of how
muzming tea was offered and how this impacied on community
acceptance. As providing store-bought cake after the study may
have been perceived as patronising and a reward for participation,
the protocol for offering food was changed. A table was set with a
tabledeoth and fresh flowers, home-made cakes and fresh fruit
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were provided, and participants were invited o 2at and yam with
the team before participating. This broke down bamiers, as recipes
were exchanged, conversations fowed, discussions on healthy
dietz and ageing followed, and trust and rapport formed. Although
there was no cbligation to stay and participate, most people
stayed afterwards for mare cake and yaming. Word spread arcund
the cormmunity and maore participants attended to join in the social
activity and partidpate in the research.

Amother besson leamed was that a time-crientated approach could
b= offensive - dode-watdhing and ending an inteniew before 3
client was ready was extremely rude®. Providing adequate time to
vahee participants’ responses and allowing them time to talk was
pricritised. As part of the reflexvity practice, 2 debrief with the
Torres Strait lander tear member was completed at the end of
each day in the field to discuss isswes or concems raized and to
ensure any feedback from the participants was passed on with
their pemmission.

Caparity building

Sustainable capacity building must be factored into imelines and
budgets of reseanch projects. During research mips, HART provided
training and education to build local capacity beyond the hife of
the project. Foowsed waining was conducted for local health and
aged care workers on cognitive screening tocls and dementia
mranagement sirategies, carer workshops, were held, and
commilnity education sessions on demmentia and healthy ageing
were provided. Local aged care champions committed to
furthering local knowledge and providing ongoing advice and
support to individual communities were enlisted. These champions
hawe becoms imvaluable in sustaining momentum locally.

Feedback of findings and transiotional owhoomes

HART recognised that in order to feedbadk results in a meaningful
way, information had 1o be provided in forms that was useful and
accessible. This aligns with recommendations from Keeping
reseqrch o irack § that findings are prepared in a dear statement
that everybody @n undersand, and presented to community
meetings so feedback relevant to the analysis can be obtained. For
HART, this meant providing informal feedback to councillors, with
a formal written report also provided. The health senice, at
emecutive and local levels, were also provided with formalised
resufts and findings. Cther feedbadk included informal talks with
community groups such as Rotary and using media outdets,
community radio, and The Torres News newspaper. Community
forurms were held in partidpating communities along with moring
tea, aflowing time for disoussion of findings, implications and
futwre directions. These facilitated discussions anound the ‘where
to now? and how the findings oould be used for tangible
cutcomes. Communities overwhefmingly wanted the results to
improve ageing of their older adults. Consequenty, further work
by HART is undensay to develop a framewerk for healthy ageing in
the Tomres Sirait

Insider perspectives
Reflecting on the research journey and leaming from experience is

the concluding step of Keeping research on treck 1L As well as
regular tearn debriefings, where the team reflected on the process
and the effectivenass of the ressandh, the Aboriginal and Tomes
Strait Islandzr HART members shared their insider parspectives.
From the perspective of the Tomes Strait lander team mermiber,
Joining the research team required significant consideration
mnduding ensuring that the research would be ethically and
wubturally appropriate. Her role, navigating both commnunity
sentiment and research priceities, often made her fesl she had
Tegs in both camps’. [t was important te her that the research did
ot adversely affect her relationship, trust and standing within her
commiunity. This was dernonstrated when sensitive topics anound
depression and suiddality were raised, whidh caused discomfort
for some. Az an insider, she understood that this topic was
unsuitable and, as part of the team debrief, highlighted the
inappropriatensss of this, suggesting more suitable altternatives.
Another part of her role was ensuring issues raised by community
members were passed on, and acted on, by the team. She ensured
that the comrmunity understood the benefits of the research and
answered their questions and reazsured them, thereby ‘vouching’
for the team

The perspectives of the Aboriginal team member were different
again - he feft he had 'a leg in three camps’. He was mindful of the
protoocis of 3 different cutture while represeniing his own culture
and world view in these communities as well as balancing a
reseancher role and working with non-Indigenows researchers.

Conclusiomn

Insight= into approadhes that were found valuable in conduding
reseanch in the Torres Sirait have been presented together with a
reflection on practice imcluding sucresses and mistakes. HART
expenences have been compared to the recommendations made
through Keeping research on trock [, and specific examples of how
these recommendations can be implemented have been provided.
Effectrve invoheement with the communities prior to any research
comrmencing, throwghout the research and after the research
condudes, ensures an understanding of community priorities and
v these can be addressed.

Non-indigencus researchers need 1o foous on building
relationships and commiunity participation throughout thesr
project?T 2 a5 well &= facilitating the development and integration
of Aboriginal and Tomes Strait Islander researchers onto the
resaanch team Bvidence shows that collaborative research with
issues identified by the community achieve mare successful
outcomes . By genuine comminity imvohvement, reseanch i
relevant to local needs, facilitstes the ranslation of knowledge into
|praciice, is cuiurally appropriate and recognises the cultural
diversity of the communities invobred. Developing both effective
comrmiunity partnerships and fostering genuine involverment may
searn daunting 1o new researchers unsure of how to engage
successiully in these communities. These reflactions may assst
other researchers to understand the importance of understanding
ethical principles rRther than just ‘tidking the boxes.
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Following in Elders’ Footsteps: Yarning
About Ageing Well in the Torres Strait
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Abstract

There is a growing body of liersture around sgeing well for Indigenows Peoples internadonally. However, the per-
spectives of Torres Soraft|slander Peoples, one of two First Madons growps in Australia, have not been documented. This
qualimcive study aims w explore what ageng well means to people living in the Torres Soraic and Morthern Pendnsuls
Area (MPA) of Australiz Ten yarning circles were conducted with 45 partidpants from four islnd and frive MIPA
comimunites across the reglon. Reflexive temate analysis was used vol dentfy seven themes of ageing well. A metphor
of 2 wongal ree—an endemic Torres Smrait region ree—was used o describe those findings. The roots were wed to
represent the Torres Soraic klander way of life. The cunk represented practicing Torres Soraic lshinder ldentiy. The
branches represented 2 holistc approach w living a healdvy ifestyle. The leaves represented srong leadership and role
models. The fruic deplered passing on knowledge, madition, and culral pracdees. A cyclone, an adverse event,
repressnted the challenges to sgeing well, with the regrowth representing strong suscsined life. Findings highlighted the
impormnce of the cultural determinants of health, which significandy contribute o ageing well. These culwral de-
terminan s must be considered when ad dressing the health of Rrst Madons Peoples, and as such, First Madons voices
mus be central in the design and implemen@don of pracdees and policies that affect them

Keywords
Frsr Madons; Torres Straic ageing well culwral deterntinanes of heslch; yarning

IntroducGon prenatal period and early childhood, where socioeco-
: : _ nomi¢ influences have direct or indirect laent impacts;
Amund fhe world, people—inciuding Indigenous through the cumulative health impact of social and eco-

Peoples—are living longer (WHO, 2018). By 2050, the
Weorld Health Organization (WHO) estimates that the
number of people aged 80 years and over will be more
than 426 million—rriple the member in this age group in
2020 (WHO, 2018). However, increazed longevity does
not always equate to prolonged good health (WHO,

nomic disadvantage or discrimination over the life course;
and intergenerational transmission of health ineguities
{Sadana et al., 2016).

'College of Medidne and Dientistry, James Cook Unirersity, Cabrs,

2015). How well we age can, in part, be attribwed to
the cumulative impact of health neguities acmoss the
lifespan, Ineguities can be specifically linked to physical
or zocial environments, but can also result from bamiers
that affect opportunities, decizions, ad behaviors | Sadana
et al., 200G WHOD, 2015). Sadana et al’s (2016) work,
highlighting the impact of nequities and how they shape
fe health trajectory into older age, informed the WHO
Wordd Report on Ageing amd Heslth (WHO, 2015).
Findings emphasized the social determinants of health
(SDoH) affect ageing in several ways, including i the
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Aborignal and Tomes Strait [slander Pooples are the
two distinet First Mations Peoples of Australia As withall
ageing populations, Ahoriginal and Torres Stmit [slander
Peoples seek 0 age well by remainingg active, healthy, and
independent for a8 long as possible (Depanment of
Health, 2021). Health inequities are significant for Fimst
Matipns Peoples, who have been negatively affected by
the ongoing impack of colonization and sysiemic dis-
crimination for over two ocenturies. In addition i the
SDoH, te Cultural Deeminants of Health (CDoH)
provide proiective factors that mitigate this negative ex-
posure for Fist Mations People | Deparment of Health,
2021; Finlay et al., 2020} The (Dol include First Ma-
tions Peoples” ways of kneowing, being, and doing that
embady a holistic approach to health and well-heing,
cnhancing resilience and  strengthening identity
{Deparment of Health, 2021; Finlay et al., 2020). They
include conmection i Coungry, family, kinship, and
community; beliefs and knowladge, culral expression
and contnuity; lanmeape; self-deemmination; and lead-
ership (Bowrtke et al., 2018; Finlay o al., 2020).

In order to live long and healthy lives, First Wations
Peoples must be at the center of designing appropriaie
health and spcial care services that support them to age
well, The design of these services noeds @ incorporate
First Mations Peoples” world views, a5 the holders of
cultural knowledge and practice, and must reflect the
CDoH (Finlay o al., 2020, and thus merely adapting
services that have been designed for and by other pop-
ulations & inadeguate (Finlay et al, 2020). Developing
approprate health and social cane services that support
ageing well can only be achieved if perceptions of, and
pricnties for, ageing well are voioed, acknowledped, and
embedded ine policy and progmams (Deparment of
Health, 2021; Quigley ot al, 2023,

Globally, the perceptions of what Indigenous Pooples
consider necessary to age well are mosiy consistent,
dezpiteobviows culheral differences (Caigley etal., 20220
In a review of literature related to Indigenous Pooples
worldwide, four major intemelaied themes on ageing well
were identifiod: achieving holistic health and well-heing;
mainRining conmections; evealing resilience, humor, and
a positive atiiheée; and facing the challenges ((uigley
et al., 2027} Challmges included lack of access to
housing, ransport and adequate mutrition, and fie impacts
of colonization such s koss of language and niergener-
atipnal trawma (Quigley ot al., 2022). The findings ouwi-
lined how the concept of ageing well is cnabled by
spiriteal, physical, and mental wellbeing, with cliance
O OO ections to person, place, and culiwre, The literature
alzo highlighted common challenges for Indigenous
po pulations to achieve good health and well-being as they
age. Mo litemture in the review identified Tomes Strait
Izslander Peoples” perapective on ageing well, oridentified

the unigue challenges faced by Tormes Strait Ishnders due
i their uniguee cultural, social, religiows, and goographic
position (Chigley etal, 2022} In articles from Australia,
participants wene groupod as “Aboriginal and Tormes Strait
Eslander” However, there was no specific data atributed
o Tomes Sirait Islander participants evidencing a need fior
further research in this amea

Aim of Swidy
The aim of the study was to develop a framewaork to
support ageing well for people living in the Tomres Stmit
ami Northem Peoninsula Area (MPA). A paricipatory
sction resgarch study was established to develop this
framewnrk, This paper reports findings from one gueali-
wtive component of the shedy that centralized the In-
digenous research method of yaming ad answered the
following rescarch guestion: “What doss ageing well
mean to First Nations Peoples living in the Tomes Straia?™
Thiz reseanch iz emvbed dod within a larg ar body of waork
with the Healthy Ageing Research Team (HART). HART
comprises Tomes Strait lander, Aboriginal, and non-
Indigenous clinicians amd msearchers who have been
delivering hoth clinical geontology services and me-
seanching with Tomes Strait Island and WPA commmuanities
for over 25 years, All studics have been developed
through cngoing relatonships and consultation with both
health service staff, community, and local council growps
over many yeas (Quigley etal, 2021), HART s research
is overscen by a specifically formed Knowledge Circle.
Thiz Knowledge Circle includes First Mations academics,
community members, aged care workers, and health care
siaff who have expressed an mtenest in working with the
meegarch team on issues of ageing and health of older
adults in their commumities. Members share their ex-
perise around swdy co-degign and co-prodwction, im-
plementtion, dsta colection and amalysiz, and
dissemination of resulis; ensure rescarch project methods
and oustoomes are culturally appropriate; take account of
kocal issues; and ensure the involvement of local First
Mations co-researchers o build resegarch and health ser-
vice delivery capacity i local communities. The group
focuses on cultural content and ensures practices amd
values of their older people, their fEmilies, and commu-
nitics are upheld during the rescarch,

Setting the Scene

The Tomes Strait region lics between the northem tip of
Cueonsland, Avstralia, and Papua Mew Guinea, and
comprises over 100 slamds with 18 communities on 17
inhabited [slamds as well as two Tormes Strait and three
Aboriginal communities in the NPA of Cape York, on the
mainland of Australia. The majority of the approximately
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WM people living in the region identify a8 Tomes Strait
Islander, a culturally, historically, and linguistcally dis-
ftinect gronp of people prodomi nately of Melan esian ethnic ity
{Dedgeon et al, 2010}, The idands of the Tomes Sirait are
gepgraphically divided ino five main clusier groupe: Top
Wegem, Mear Wesiem, Central, Easirn, and Inmer. Each
cluster group has their oam lammguage or dislecs and their
owm distinct hisiory and cultural identity {Lawmence &
Lawmence, 2004). Participants in the sidy were of Ab-
original and'or Tormes Simait Blnder descent living in
commumities in te Tomes Strait and NPA, where mos
consider themselves i be living “a Tomes Strait way of life™
in reference to te mgion they live in mather them their
identity. For this reason, we have mspectfully wed “Tomes
Straif” to reflect the poographical context of thiz article.

Standpeint

The first author, B0, is a non-Indigenous HART member
who is leading the development of the framework for
ageing well a8 part of her PhD. RO is 3 clinician who has
been working with Tomes Strait communities for over
20 wears, both in health service delivery and in reseanch,
The PhD study amse in response o feodback following
HART's previous rescanch highlighting an  increased
prevalence of dementia in the region. Torrs Strait
COTILL ty members recommended a move from a deficit
approach to a mone strengths-based approach o under-
samnd and develop a famework © suppont older poople to
age well The authorship team includes HART members
and the PhD stedent’s supervisory tcam and comprises
Tormes Strait [slander and non-Indigenous meearchers
with ¢limical hackgrounds.

The larger reseanch sndy, of which this gualiamtive
component is a pant of, fakes a docolonizng approach and
embeds Indigenoes rescarch principles mip the e th od-
alpgy. Being inclusive of Indigenouws ways of knowing,
heing, and doing is essential practice. [ndigenous voices
were browght to the forefront and a streneths-based ap-
proach, that promotes and celebrmates the capacities and
capahilities of the communities and individwals invobod
{rather than a problem-focused deficit idoology), was
wmken { Bryant ¢t al., 2021; Fogarty o al., 2018} Tomres
Strait Islander team members were involved inall aspects
of the rescarch mmd browght [ndigenous worldviews into
the anabysis of the yaming circles.

Ethical Considerations

Ethical approwal was obtained from the Far MWardh
Cueensland Human Rescarch Ethics Committes (HREEC!
20ROQCHS9342— 1406) and James Cook University
Human Reseanch Ethics Committee {H B063). The study is
dligned to the Mational Health and Medical Research

Council guidelines on ethical conduct in Ahoriginal and
Torres Strait Blasder health research (Commonwealth of
Australia, 2008). All partic ipants providod written consent
prior o enmollment in the study.

Methods
Yaming as a Research Approach

Yaming is an Indigenous way of sharing knowledge
through story telling (Barlo et al., 2020; Bymeet ., 2021 ;
Murrup-Stewart ot al., 2021; Walker ot al, 2013). As a
resganch tool, yaming facilitates in-depth discussions ina
cielturally =afe place allowing Indigenows people i talk
freely in an informal manner, providing rich data and in-
depth descriptions on a particular isswe (Hessamab &
Mg andu, 2010; Byme et al, 2021; Smith et al,, 2020;
Walker et al., 2013 ). Yarning circles are recognizod a5 an
appropriaic approach to research with First Mations
People in Australia {Barko ot al., 2000); Bessarab &
M andu, 2010; Geia et al., 2013} and can be wsed to
eplore locally relevant knowledge that may betier guide
celturally responsive perceptions of health experiences
{Geia etal, 2013, Walker et al., 2013). Data co-generated
throwgh yvaming demonstrates rigor and a legitimacy of
the rescarch process for Indigenous people, as well as
within the wider msearch community {Bessamb &
Mg andu, 2000; Shay, 2019). Using yaming cincles az a
resganch method centers Indigenows Knowledge sysiems,
acknowledpes the importance of relationality, as well as
observing cultural prowocls, and therefore facilitates
culturally safe reseanch { Atkinson et al., 202 1; Barko et al.,
2020; Byme et al., 2021; Shay, 2019).

Yaming Grcle Sites

Yaming circles were held at six sites from across the
Taorres Strait and WPA Mounipai [sland and Kirrin [sland
{Inner chester), Wug Community on Moa Kland {Mear
Western chester), Waraher kland (Central cluster), and
Bamaga and Mew Mapoon {NPA).

Yaming Crcle Partidpants

Inchisioncriteria: First Nations adults {aged | § years and
over) from fowr island communities and five NPA com-
mymities were included.

Exclusion eritenia: People under the age of 1§ wen
e luded. Mo other exclusion criteria were applied.

Recruitment

Invitations to participaie in te yaming cireles were fa-
cilimted throwgh health conter staff, aged came services,
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promation of the shedy on a local mdio station, and ne-
cruitment fiyers placed on community motice hpards in
local council offices, health centers, and commamity
ShOres.

The Yarn

Ten yarning circles were conducted, with a toil of 45
participants, The yvaming circles were co-facilitated by
aneor more Tornes Stait slander rescanch ieam members
{CW, BS, 5T) and one or two non-Indigenous tesny
members (B4, SGR, ES). The composition of yarning
circles was determined by participants and was specific to
the cimumstanees of cach community. In somee oommn-
nities, gender specific yarming circles wene reguesicd, =0
separabe yaming cincles were held for males and females,
facilitabed by male and female Tomes Strait [slander ne-
searchers, respactively. [nother commumities, participants
roquestod separate yarning circles for youn ger participants
{in fheir twenties and thirtes), and older panticipants rather
than by gender In zome smaler commmumitioes, all par-
ticipanis, regandless of age or gender, wanied to yam
together.,

Yaming circles commenced with a socil yarn that
included mireductions to clarify rehtionships betawrorn
and amaong paticipants and provided opponunities to
develop rust and rappornt with the researches (Bessamb &
Mg andu, 2010). Refreshments wene provided as part of
the zocial yarn, Participants could choose if they would
jim in the subseguent rescanch vam, decide how long they
stayod, and could end thewr paricipation at amy time
during the yam—oconsistent with prnciples of self-
dietermmin atiomn,

The rescarch yams werne openod with a Tomes Strait
Islander mesearcher asking participants, “What does
ageing well mean to you™'. In some yams further
prompts were required o focus the yam on the bamies
and enab lers specific i theculture and traditional lifestyle
that suppornt healthy aoeing, such & *“What role does your
culture play in being able to age well?”, and prevention of
chromic disease and comorbidities, “How dioes your health
affect you growing old?’, The mle of environmental,
cultural, spintual and other priorities for Iving well while
ageing was also explored, with prompts that included:
“How does living in this communily support you i age
well™, “How doss your family, friends, and commumity
support you @ age well?, and “'What are the things that
ane imporant to you a5 you grow older™. The rescarch
yams were audis-recorded with permission.

Yarning Analysis
The data analysis method was guided by Braun and
Clarkes Reflexive Thematic Analysiz (RTA) methods

{2022} RTA i& an interpretive approach o analyzing data
across A range of theoretical frameworks, that fcilintes
the identification of femes acmoss a given data set {Braun
& Clarke, 2022). It addresses mesearch guestions thet
explore people’s expericnces, perceptions, behaviors, and
factors that influence a particular phenomenon as well
constructing meaning of ecperiences {Braun & Clarke,
3021, In RTA, the researcher s reflexive eng agement with
theary, data and inempretation and the importance of the
mesearcher’s subjectivity as an anabyiic resource are cm-
phazized { Braun & Clrke, 2022), RTA is an appropriate
method for analyzing yaming resganch {Muumep-Stowart
et al, 3021, Braun and Clarke’s (2022) six phases that
outline the process of RTA were used 0 guide the analysis
for this rescarch, incomporating additional processes for
[ndigenows invaolvement, a5 follows:

. Dataset familanzation:

Verbatim ranscripts were tanscribed by RO, de-
identificd and uploaded into NVivo 12 {Q5R Iniema-
tiomal) for data management CW and BS {Tormes Strait
Elamder researchers) tanslated any Tomes Strait Creole
that was spoken in the yarning cincles, into English.
Dhering and after tanscripton and translation, the data
were read and re-read by RO, COW, and BS. Notes were
made of any analytical obsery ations,

2, Coding:

A collahorative coding approach was used to ensure
Indigenows worldviews were ncorporated into the un-
derganding and interpretation of the data A coding
fameoavork was developed by RO, CW, BS, 5R, and
MRM based on the nescach guestions, the initial ob-
servations of the data, and the literature. Transeripts were
doductively coded by RO using the framework., This
mitial coding of the data was underiaken systematically
using a complet coding approach, where any iten of data
feat might be wseful in addressng the escach guestion
was coded. CW and BS reviewed and con firmed the oodod
dats.

3. Initial theme generation:

In thiz phasze, the coded dat was explored to develop
potential themes. The focus shifted to the inkerpretation of
mean in g across the whole data set. A mind-map was wsed
o viswalee the connections and relationships bebweon
codes with involvement from RO, CW, BS, SR, and
MBM. This generated the initisl themes.

4. Developing and reviewing themes: Yaming about
the yaming:
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Thee initial themes generated became 8 yaming topic for
the team to use to develop the themes mone nobustly.
Tlsing orality for data analysis upholds  Indigenons
mesgcarch principles and pamdigms {Mafile’o ot al., 2024,
The two Tomes Strait [slander team members shapod the
thought processes, generating new themes and combining
others, intertwining Indig enows ways of knowing into the
themes and providing Tomes Strait Iklander perspectives.
Themes were discussed bobwoen RO, CW, BS, SR, anmd
MBM until consensus was achieved and the final themes
derived. In this “yaming sbowt vaming™ how well the
themes provided an interpretation of the data that ad-
dressed the rescarch guestion was alko assessed .

5. Refining, defining, and nanying of dwemes:

Continuing with the “yarning about yarning," it was
discussed how the themes should be presented through a
Torres Strait [slnder lens. A< an oral centric culture,
Torres Strait lander poople often organize and transmit
Imowledge around viswal metaphors, These metaphors are
concrete and explicit {phyzical, ofien nanre-hased ob-
jects) and are 3 comman Torres Strait Tslander way of
cxplaining more abstract concepts in a comprehensible
and relevant way { Mam ot al., 1993). Metaphors are ofien
groundod i land and sory As such, the idea was de-
wiloped by the Tormes Straitslander reseanchens to present
the findings of the yarning circles using the metaphor of a
wongai tree. The wongai tree and its fruit i zignificant in
Torres Strait Blader culture as a traditional food and
carving material, amd the seeds are wed as jewelry. The
wongai tree also feahures in Tormes Strait Blander stories
and there iz a wellknown legend which states that
whoever eats the fruit of the wongai roc & destinod to
return to e Strais,

6, Wrnitng up

To align with the values of this stedy and our de-
colonizing approach, it was imporant that the write-up
ended onea strengths- hased marmative. Therefore, reporting
the final theme of * Demonsirating strong sustained life:
regrowth™ focused on & postivity to ageing well rather
than problematizing Tores Stmit Ishnder peoples, The
finding s were ako published in a plin language version,
with wongai tree illustrations, as well as a visual ani-
mation video, for dissemination in communities across the
Torres Strait and NPA.

Findings
Ageing well, a5 expressed by participants, is represented

by the life and struchure of a wongai troe. Esch theme
generated relates o apant of the tree that best describes the

findingz, The theme: are represented as (i) Living a
Tomes Strait landerway of life: the roots, (i) Practicing
Tomes Strait slander identity: the trunk, (iii) Living a
hedthy lifestyle: the branches, {iv) Displaying strong
leadership and mole models: the leaves, (v) Passing on
knowledge, tradition, and cultural practices: the fruit,
{vi) Experiencing advemsity: damaging events, and {vii)
Demonstrating strong sustained life: regrowth. Repre-
sentative quotes from the 10 yaming circles ame incleded
to center the voices of the participants and illustrate the
findimgs .

Living a Torres Strait ldonder Way of Life:
The Roots

The Tomes Strait [slander way of life laid the roots fora
healthy life and in tern healthy ageing. Paricipants
described how connoctions to their island home, family,
friends, and community, and interactions and support
arigsing from those relationships, kept them strong and
themefore supporied ageing well. Those nebworks spead
ot extensively like the roots of the wongai tree, and like
the wongai tree roots, supported all that grew showve
thenn.

A deep conmection to participant” roots—iheir island
home—was explicit from all the partticipating commu-
nities, Being on traditional lands condribuied to health and
well-heing: “Having a beach day, the beauwtiful view, the
land, and fee sea means so mch to our health up here™
(YC5). Participants wanted 0 grow old in their com-
mumnity and stay in their homes and on their Taditions]
land: *T would rather stay here and get older” (YC% )

Connections to family as part of te Tormes Strait Is-
lander way of life wene central and promoted ageing well.
Being with family was a sounce of joy that kept people
strong and happy: “Ageing well, it"s vory simple, in my
life experience, it's [being with] my family™ (YC100,
Cirandchildren in particular afforded olde people with
motivation i keep going and provided them with a
purpose in life often through the responsibilities and
struchire noeded to raize them Grandchilkdren kept the
older person active and on their feet.

[1] bke i look ol my grendidds and prest grandidds. I'm
‘happy with them, Looking =i them == they re growmy upamd
1o grremwimg alol, they il | ke e hagmy | ged some energy
froan themn; | &m feelny wod show them, (YOU)

Connections to the wider community & part of the
Tormes Strait Klander way of life wene also discussod as
promoting ageing well. Connections to, and contributing
o, the wider community kept participants grounded, gave
them a sense of purpose, were a source of joy, and pro-
vidod participants with feelings of belonging:
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They [older sdubs] sctively engape, they actively laugh, they
actively soctaltee, and that's how | wanl o be when | getio
ther age, stilla par ol e commumily, 261 pull g my wehi
sl makmg e thel commmity hes s fmotion, (Y1)

Community was also a great sounce of suppont both
practically, “We still come together 85 8 commumnity and
help each other ouwt when neod he and share things to-
gether™ (Y3}, and emotionally One participant shared,
“We it and talk [ ] IfT feel dowmn, [ talk to my cousin,
And other people come to me, amd we can @mlk about it"
{YCE}L

Proctidng Torres Strait klander Identity: The Trunk

Tormes Strait Blander identity, practiced through cultural
activites and traditions, provided stremgth and well-
being through the continuum of life and consequently
supported ageing well. This theme iz symbolized by the
tnmk of the tree rising from the gromnd. As the wongai
tree grows, it has s direction and it takes on its shape, just
as the identity of being a Tomres Strait [slander is shaped
through practicing tadition and culture, cnabling
growth, strength, and resilience. The tunk of the tres
must he strong to combat the hash sea winds, and he
resilient against discase to have longevity, Likewisc,
traditions and culture need to remain strong for partic-
ipants to age well.

Participants expressed how paricipation in cwlural
evenis such s island dancing, foasting, and craft activities
facilitated growth, often through the o pportenities to gain
traditional knowledge, which conmributed to ageing well:
“Every time there wasa feasting in our—like a gathenng
or a cultuml setivity—I'm abways  thene, learning
Imowledge™ (YC1).

Participants saw the raditional lifestyle of “days gone
by™ & one of stength and gond health, Participants
reminisoed abowt how the taditomal ways of living
promoted good ageing: “In the olden days there were no
diabetics, no high blosd pressure becawse of the way of
liwing, the way they ate and everything, wallking™ {YC9).
Participants talked about how it was a much simpler life,
but often a hander life, for the older genemtions:

Lilie i3 very sxiy todey 2nd 21 your lngenips. Belon: people
srew upwiltha very hard i, they had to gt our xod amd the
fuel ey oo IL Mow 1% jusd walk m 2 swilchom the swikh ke

wel the lwhi on, the Tood alresdy [prepered] oot (YO9)

Participants described the phyzicality of everyday life
in the past People would do hard physical work in their
evoryday tasks such as collectng firewond for lighting
and cooking, managing their gardens, camying water from
wiells, hunting and gathering food, and rowing boats when

fishing or for transporation. These activities kept them fit
and healthy and contributed & their longevity

I diin’t buy her cocomil cans fom the shop. 1 soreped, 1
cleamed s somped cooomus, [...] 15 only that hlabithand
wirk bt guess what you benefit from 47 ve gl muse les |
maver knew exided from sorapme. (Y1)

Eating wraditional fond and traditional way s of sourcing
food wene soen as sionificant ctors that contributed to
ageing well, and were described as important in the past,
with participants describing how their ancostors Tvod
longer lives:

| emember = = kid my parents we would ahways Hve ol
wamdem Toond bk in the days | seemy prand fsther Bving with
s amel he hed & good =ge. We never had dementia back then.
Mimw we havethe cancer snd chmmc conditions, morne peaple
are dying in the st few years o cancer, (Y C10)

Mot people would garden and eat foeod tat they grew.
That type of food was considered healthier, mwone =afis-
fring, and less expensive than processed siore-bowght
fosoed usod mow! “The food that we have boen grown wp
with would keep us healthy, People used o have gardens
of their oam with banana, cassava, sweet potatn, pumpkin,
amd watermeelon™ (YO9) Ageing well was described as
following the ways of your predecessors and reterning toa
mpre raditional way of living: “If we want to age
healthily, we've got o follow our footsieps from before us
expecially if we want to stay strong and not fall by the
way™ (Y 1).

Living a Healthy Lifestle: The Branches

A healthy lifestyle, which mcluded physical, mental,
cultural, and spiritual domsains, was eritical to ageing well.
Al sspects were connected, and if any one of those was
lacking then it affected the health of & peson. To age well
raguited a halanee across the domains and 2 holistic
approach. A healthy lifestyle for participants is symbal-
irod by the branches of the wongai rec. Branches grow in
all directions and are different sizes, but they must he
bl cod—they don t all gronsr from one <ide o fthe troe, IF
branches are missing, the tree bocomes unstable and more
susceptible to adverse forces:

|zweme well] i's holisie. 1% te whel thng—oculbune,
whether il's spinituzl, healthy estmg, als welbemg, mdi-
il wesllheimr, peycholianical, bl sl socilly = well,
social with people. Interschons. Heving everything, ey all
miertwine and mske s = person. 1 one 5 oul ol balance the rest
ame imbabnosd. Fora healthy periom [thmk everyihmg needs
oy b &ll equel and level (YC10)
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Although living a healthy lifestyle was socn as a ho-
listic concept, participants singled out specific clemenis of
mpsortance: mental healt, physical activity, and diet, that
influenced ageing. These ane represenicd as balanced
branches of the wongal mee.

Mental Heolth & o Bronch Participamts describad how
having srong mental health was imponant to their overall
health and supported longevity and quality of life: 1 think
fhe meental ide of it is really pewerfid, it drives a person.
S0, to he healthy is to look after yowr mental wellbeing™
(Y10} Panicipmnt emphasired the importance of dis-
cussing the significance of mental health with friends and
family, as well as being open showt any issues being faced:

If'we have a prohlem we shane. IF we have 2 hand tome with
g hushemd, boyfriend, then we share. You can werk oul
hamwe Yo going Lo chenwe this [...] Godne Gerough domedic
vinlence for me, | wenl really down, i was hard but thank
o Eyr 1ty st [s4e ]| there, Wewould talk inpether. Menially
for mooe wiis, | was depressed (YOR)

Physical Activiy a5 o Branch. Another lifestyle factor that
was singlod owt a2 & significant influenoe on ageing was
physical activity. Some communities discussed how ac-
five their communities wene, with organizoed sports such as
darts, Australian foothall, mghy, Zumba, and istind
dancing, which encouraged community members o ex-
crcize: “"When the foothall gids do their exencize, the
community joins in too™ (YC5). (thers appreciated how
the natural environment of ther islhnd communities was
an ideal place for ecerncise, “The gym i the hill, the beach,
the reef, the creek™ (YC5), mither than fomal venuwes or
planmed activities. The older genemtions wore socn a8
good cxamples of remaining active and how that helped
with ageing:

There are those elders who were up &l dewn chuckmg a line
ol the reel” herer i caich fsh for thenr children. These alder,
they'ne wring 16 be aoamd G 2 ket oneer. Wiy —because
they &e still physically achive. (Y1)

Déet s o Bronch. Diet was discussed exiensively acooss all
commamities a5 a lifestyle factor that influenced health
and consequently impacted on how one aged: “The way
we cat affects the ageing™ (YCR). Panticipants discussad
hoowr & diet fich in fruit and vegetables and fresh fish, as
well as portion-control, was considered healthier and
contribuied ulimakly © longevity. It was emphasized
that this information needod to be minforced in the
younger generation: *They [younger generation] necd to
know heoow to ook and grow their food [...] we nead
in teach them shout growing food taditionally and trying
o get them off all the fast food” (Y C2).

Displaying Strong Leadership and Role Modeks:
The Leawes

Strong leadership and role maodels within the commum ity
facilitated ageing well. This is symbolized by the leaves of
the wongai tree, The funclion of leaves is to produce
nourishment for the tree. Likewise, strong leadership
provided sustenance to the community and played an
important role in setting a moral compass and providing
S Ere;

We love Lo lesd by exmple. I'm spproschmg my Elklemsbip
i, wie have Lo lesd by example, sl we have o lesd m such
& way that il they [Lhe younger generation | see us heslihy then
they wiill be healthy. 1F they see usmake the chanue, they will
mike the change. (YC1)

The inportance of respect and moral valwes were also
asaociated with leadership. The older patticipants ap-
preciated and valued respect being shown to them, and flt
it conmributed to their owerall well-being when ageing:
“[being an older person] &l of them nephews they listen to
mee when [ ask them to do some things for me, o [ageing
well] can be done if we have respoct™ (YC3).

Passing on Knowledpe, Tradition, and Culwral
Practices: The Fruit

Paszing on knowledge, tradition, and culieral practices
was key to ageing well, This is symbolized by the wongai
fruit. The main function of 2 wongai fneit is to spread the
soeds {the mus) contained in the frwit, 0 ensue contin-
wation of its species, Likewize, the passing on {the
spreading) of knowledge and cultune i fimdamenta] to the
contineation of the Tornes Strait [slander way of life and as
such  influenced the ageing imjectory. Passing on
kmowledge brouwght henefits not only from those that wene
leaming, but also from those that were teaching. For the
older aduli, it gave them pleasume to know they wene
sharing their wisdom and skills: Tt is mportant o me bo
pass on my knowledge and cultune, Today all the hoys say,
‘we should go and =it down with CGirandad and learn. He
will exphlin to us how to make the harpoon.™ {YC3).
Passing on knowledpe ako provided older generations
with a sense of purpose and fulfillment from being able to
pass on skills and language o the young children and
soging their joy in leaming from an Elder;

Themm kids, they say, “nice lo sea you 2ka [wendmaname],”
because ey were hagpy 1o see me beczuse of whet | il
thesn, &nad esplun for them, hle, what's true snd whet's mot

true, sl | flaught] thern dahees and song, snd lodey 1 alk b
oy wrendkchildren, leach them hmo, snd tell themn whad i

right aned whet & wrone (YO4)
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The prscess of teaching kept the older person active
amd conmected to their community: “We try to share this
[raditional ways] in our women's group, this year we ane
Just strbed doing owr wormen”s group. And to share those
kinds of ideas to the younger ones™ {YCE).

Living With Adversity

Dramaging events have resultod in adversity, impacting on
Tomes Strait Klanders” way of life and identity, ability to
live a healthy lifestyle, pass on knowledge, and maintain
leadership moles, This theme describes how the impacts of
colonization, meligion, inequitable access to sovices,
mendem-day challenges such as the influence of social
meedia and technology, and the broader SDoH have af-
focied the ahility to age well This & symbolized by a
damag ing evont to the wongai mee, such as a cyclone, that
breaks off ranches, blows of T leaves and fruit, cawses root
damage, and exposes the internal tnunk, allowing dissase
and mot 0 mke place.

Impacts of Colonizotion & o Domagng Event. Participants
likened colonization &0 a rot that had penctrated their
=ncicty just like the mot of a tree. 111 health was describod as
a consogquence of colonization: “We have a culteral hi-
cramchal struchure and practices which worked, Being
tampered with have dismantled us slowly and surely and
that then contributes to many factors that leads i il
health™ (Y C10), Participants particulady emphasized how
the effoce of histonical ramma wene impacting on te
health of today’s generation, and how intergenerational
trauma was influencing lifestyle docisions that affected
health owtoomes:

We are ltving, 1 28 the thid penersiion, we are Hving
through what happensd i the i penerstion belore .
We're just petting the il end now hemoe dizhetes and ev-
erfhing 15 coming through [...] not only physcal siclnes
bt the menial sckness The mental depression, tose e
sre hindering oar chotoes. They are the tings; they e the
achis] harmiers that sdop us from mek my olesr cledces hecasa
v v o the rewme @ime mothers, (Y1)

The impacts of colonization had a wider significance
fior participants dean just on their health. Social breakdosn
had led to the loss of the traditional hierarchical struchene
within familics and communities and with that, a loss of
the teaching of cultural practices:

Torres Sl [[abenaers] ame culims], rschons] people, 0% only
thed weer dw oo Ewery Boan our s o] culisd by e that
we have ended up in this predicamend, bl when we wes m that
pevlem of governence thel we hl in the comommity, ithe
commmeity was well, everybody wes achive, coniribudmg.

[Meme] w=id i me, “Bala[bavthar] one thing | nodcs, e old
et bk m the days, they T 1ittke, but they actdeved much,
Towl=y we have much, =l we achieve hile ™ (Y5)

Inequitable Access to Semvices o5 o Damoging
Event Participants from all commumities described how
acoess to aged care and health care services, and social,
community, and recreational progmams was, b imes,
problematic makng ageing well a challenge. For par-
ticipants, being able to access appropriate aged care
sprvices and therefore being ahble @ grow old on teir
island commumity was vory important o tem, and for
mist resident the desire to die on island was significant,
Remaining on their island home as they aped allowed
them o remain conmectod & family, friends, commumity,
and their land: “We want an aged care facility here on
[oomammenity name] for our poople, these that are getting ill
and older, =0 they ae ot getiing sent away [to a feility
away from the commumity]™ (Y100

In only two of the communitics did paricipants kave
acoess toa day respite conter, but those able i access this
sarvice spoke ofthe benefits: “Coming here [day respite],
getting wour brain active, mice to share stones with all of
my friends, kaving laughs™ {¥ C%). For fuose in the more
remoiE communities, the necessity to travel off conumu-
nity to access health cane often resulied in participants
cither not accessing care or getting sub-optimal treatment
Mot of the poople don't want to go to their appointment,
they scared of planes, and the weather is chang ng, raining
all the time, they can’t go. Even go for screening, for
hreast scremning, some g0, some say (Y CE)L

Modem-Day Challenges as 0 Damaging Event  The cyclone
alap damages moots, which represents te weak ening o fithe

connections and support between families and commme-
nities, Participants describod hoow the srechure of modern-
day zociety memnt family members ofien had different
prioritics and megponsibilities. For some, this meant
having to leave the community for work and edwcation,
and consequendy notheing available o provide support to
the older person, as this older participant stated : At home
I am by myself as the gandchildren are away working™
{YC9). This breakdowm in trad itional family strwcture hiad
implicatipns for ageing well with regard &0 social &ola-
tion. Forolder participants, the lack of Gamily presence left
them feeling under-stimulaed; T am left st home by
mey=elf Just siting in my bedroom looking at four walls™
(YC9),

Participants acknowlaedged that changes within a
modern-day socicty came with challenpges, The niro-
duction of technology, including phones and TVs and
=pcial modia was seen as negatively infleencing the tra-
ditional practices within the home and impacting on
traditional lifestyles:
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When we didn’t have 2 televiziom, everybody woukd be out
om the reel or the young boys woukl be meking spesrs, the
Eders would be showing the youmg boys how o make
spears, bt bodkey when we have television and ki of social
mediz, the dynamics of the homne have changad now. (YO 5)

Mome genemally, the intoduction of technology was
seen 0 be a deterrent for people being physical active.
Participanis observed that more poople woe stayving at
heome and ot interacting within the commumnity and were
kess inclined to be active when they had acoess to toch-
nmology: It [technology] makes you sit af one place on the
phone insiead of exercising and doing s ff around the
house ... technology slows you down, makes you not
cxercise™ (YCT).

However, there was a realization from some of the
participants that modem-day tochnologics were part of
everpday life and a way to incorporate them ing oday’s
culture was moedod:

Hemw dhoy youn grsh whast was praciiced and what you sim 1o
comimue kb praciice blz our culiore, snd moomporsie the
musdern chamgmy envmonmenl becmse, yes, we have in keep
up with whet 1% chanmng. How do you incomeorste that and
final & halance? (YC10)

Socinl Detervvinants of Health a5 @ Damaging Event. Other
aspects of life that were seon as achallenge of survival can
be understond as the SDoH. Participants described the
challenge of swrvival due to cost of living, lck of
ransport, housing isspes, and environmen @l facioms, The
*high cost of living” {YCI0) incheded costs associated
with food, rocmeation, and transport. Transport hebweon
commmitics was problematc for some of the older
participanis that had to access the main hub of Thusday
sland for health and aged care sorvioes:

| cam't g om the Terry, i 1 losid my balenee [...] 1 jusi cam'i
walk om [...J @ 1F ] need to go b TL [Thursday lsland] my
som has i take the dey ol From work and g0 over in my car
am [the car ey | and thei costs money. And thets why [anly
goonce m a while, (YC4)

Ageing well encompazsed mome tan health for the
participants. They described how issues relating to
housing affected their ahility to age well. This included
tesses aroumd overcrowd ing within omes: *The hoesing
is ovenerow ded as well, Forme and my family we kavesix
in a 2-bedroom house, and it is ot good [...]. The only
way is to relocate somewhere, But [ don't want to leave
the idand™ {YCT), Environmental factrs also impacted
on some panticipmE” decisions o address lifesyle be-
haviors that could influence ageing. Many of the com-
nunites described the bamiers to growing ganden food.

Some of the reasons included crops being eaten by wild
horses, mice, and bush tekeys: “We can't plant the
veg pies. Mainly only the cassava and sweet potato be-
cause the bush mrkey dig it wp™ (Y9,

Demonstrating Strong Sustained Life: Regrowth
Damage may have oocwmed following the devastating
winds; however, the oot of the tree kave not died, and
there i still life in the tree and hope for the future as new
growth sprowts forth, This is symbolic of the sustainoed
srong existence of the Tomes Stmit identity and way of
life atinbuted by the paricipants to resilience, pogitive
attimdes, persemal motvation, and taking responsibility
for one's health, This was alko facilitated by activitics to
sirengthen self-care, such as keeping occupiod, doing the
things that made them happy, and practizing their faith,

Participants reflecied on the Tomes Strait Islander
Peoples being historically resilient:

We should jusd dame ugy aned say, OF, that'senough, =52 nece,
=4 a people. Beceues theis notoar sty le. We'ranol thad soniol
preople, we'ne & resilieml people, we stmnd upand we do things
o ourselves Mayhe we nesd kv go back there, (Y1)

Participants describad kaving to overcome past ad-
versity and take a positive approach i moving forward,
For mamy of the participants, this meant taking respon-
sibility for their own decizions and choices that affected
their health. A change in lifestyle was requined for a long
amad heealthy life: "W have to be sensible and think about
what sort of things that we put inio our bodies™ (Y4

Perzonal motivation encapsulawed the drive o stay
active, fit, amnd healthy and in doing s reman
indepe ndent:

She [okler readeni ] keegn sctive and keeps hersel [ going znd
| com s 2 couprle of other [okler] bl thei do the sme
thimeg. They're keepmy therselves [...] even though they
muight be resincted in ks of things, butin olher ways they'ne
keeping themselves going, motivaied, molivatad (YO

Orverall, patticipants ook a positive asititsde to ageing
well and staying active and independent For many, a
positive attitsde was expreszed as looking forwand to
growing old: “T am lopking forwand o getting older, I'm
always happy™ (YC9). Paszing on this attitude and setting
a pood example to the ned generation was also imporznt,
The benefit of having this positive attitde was i be ahle
to continwe to stay well for their families: “I ®ke a
pleasure in trying to do the right fiing. [ try my best.
That's all I can do, fior my kids, just Ty my best” {(YC1).

Participanis also described how doing activities that
made them happy and provided inner strength ultinmstely
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supporicd ageing well Activitics that mproved theirwell-
heing, avpided foclings of social isolation, and maintained
selfestorm includod interacting with natme, *1 think
ageing well for me is being at the seaside and doing my
own things. Doing the things that [ wsed to do with my

go bush, looking for bush food, and all tem
things” {(YCI0), and staying connected to friends and
family, *[Being] with your grandkids, nephews and nie-
cos, family members, hest friends, [makes me happy]™
(YO0

Faith was seen as away of saying strong and providing
a sense of purpose in life, which contributed to ageing
well. Faith provided pleasure and hrowght joy into poo-
ple's daily livex “1 go to church all the tmowe, Every
Sunday [ go to chunch, All the other Christian poople ane
there, and we sing, it"s nice™ (Y C9), Pacticing fGith also
provided a shared interest o connect with friends and
work colleagues and provided the opporiunity to set good
cxamples and pass on values and lowwledge o e
FOUMGET SeTerations,

(eenerally, participants repored that kecping occupicd
was important for healthy ageing, whether this was
throegh staying connected with friends and commumity
meembers, partcipating in commumnity even s, partaking in
cultural practices, or being active doing houschold chores;
“H wou sit you get lazy and you're poing down™ {YCW),
Participant  discussed how keeping occupied had a
phy=sical focus, either through dedicated exercize or just
through ncident] exercise as part of everyday household
activities: *1 koep strong ... working in the house, doing
dizhes and help my dmghta™ (Y OP). Keeping occupied
was also seen to assist with maintaining ind ependence for
the older participants: “T"'m 79, Twill be B0 next year, =0 1
still do my things, do my washing, my cleaning and things
like thet, [ eewer nely onmy daug hters, or my neig hbours: 1
do my things myself™ (YC2). Keooping occupicd was
azspciatod with personal motivation and attinsde oowand
ageing: “T am 65 vears old. But I =till want to work be-
cause | want o stay it and healthy™ (YC3)

Discussion

This sy aimed to explore what apeing well means for
First Mations Peoples living in the Tomes Sirait and WNPA
Findin g demonstrate that ageingwell & mone complex that
just achieving good physical health or “Healthy™ ageing.
For participants in this siedy, ageing well encompassed a
hroader, maore holistic view that inchsded concepis absent
from Western paradigms of healthy ageing models, bt
instead reflected CDoH. ForFimst Mations Peoples, culture
i fee hasis for health and well-being (Bouwrke et al, 2018;
Finlay et al., 2{20) and the srengths of culture have
contineed 0 evobee and thrive despie twe negative in-
fHuwences {Department of Health, HI21)

The Tormes Strait Klander way of life—throegh con-
noctions and relationships & family, fiends, commaumity,
and island home—was at the heart of the yarns. This
reflects the culral domains of “Connection o Country™
and “Family, kinship, and community™ as described by
Bouwrke et al. (2018) and Finly et al (2020) in feir
definitions of the CDoH. Indigenows Peoples” connections
i their waditional lands provide empowemment (Finlay
ot al., 20M0) and are central to exisience (K ingsley ot al.|
2013). For participants, the ability to age well was em-
bodded in their connections to their idand home or
community (MPA) and disconnection from traditiomsal
lands compromised health and well-being. Thiz finding
aligns with ghohal shafies that describe how connections
in Couniry for Indigenous Peoples influence the ageing
trajectory (Browne & Bram, 2017; Buicher & Breheny,
2016; Pace, 2020; Radiord et al., 2019). Conmections to
family friends and the commumity also had significance
for the participants. Strong tes @ family and commemity
ae a domain of e CDoH, where society is constrectod
aroumd commun ity, kinship, and amily and being pant of
the community may necessitte responsibilities and ob-
ligations {Bourtke et al, 21E Finlay et al, 2020,
Conmoctions were not only to maintain personal con@et
but mvolved connactions i commumity—yiewed as an
cxtenzion of the amiy—aconcept aleo described by Pace
and Grenier { 2017). They reviewed perceptions of ageing
in Morth Amenican Indigenous Pooples and found that
melationships with family and community were finda-
mental o swcoessful ageing.

Tomes Simmit Elander identity alzo aligns with the
domain of the CDioH described as “culiural expression
and comtinuity” (Finlay et al., 2020). Participants placed
great emphasiz on how practicing their cultural activities
and traditions supported ageing well. First Mations Peo-
ples have for millennia asseried that practicing culbere is
fundamental to good healih and well-being. This concept
heas not always boen accepted in Wesiem models of health
care or rescarch (Finlay et al., 2020}, Undersanding the
mle that culture plays iz an important aspect in any
framework that seds to understand the ageing expericnce
for First Nations Peoples living in the Tomres Strait and
NPA, Furthermone, an understanding of the impo amce of
culture as a deerminant of health and well-being needs to
progress amd be recognizsd 3 a significant factor in In-
dig enons health and well-being, if health incguitics ane to
be addressed { Parter et al, 3024

Living a healthy lifestyle symbolized a holistic ap-
proach o ageing well, where mental health, physical
activity, and diet wereall ina postive halance, and health
and ageing Aourished, When any one of those factnrs was
negatively impacted, health and the ability to age well
wore hindered. Findings from this stwdy are consistent
with the lieratue on global Indigenows ageing tat fiomd
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it was a comhination of faciors across mental, physical,
gpiritual, and emotional realms that sup ported a person to
age well (Chuigley et al, 2022, A holistic approach to
ageing well & nocded in the design of effectve policies,
programs, and suppont for the growing cohaort of ageing
First Matipns Peoples in the Tomes Stmait and MPA.

Strong leadership was significant to the participants in
ageing well. This theme aligns with the domain of * Self
determination and leadership™ with the CDoH {Finlay
ot al, 2020). Leadership roles have been seen to
arengthen cultural affiliations, provide a sense of purpose,
clicit foclings of being necded and respectod, and instill a
sense of pride in older Indigenous adulls | Athim et al.,
24 Coombes ot al., J01E; MeCasland ot al, 2023;
Cheigley et al., 20220, Older adults wene generally shown
meapect within their communities, conrary to Westem
perceptions of ageing where older adults are ofien per-
ceived as a burden on society {Dionigi, 2015; Quigley
ot al, 2022) The sociocultumal aspocts of the roles of
keaders in Indigenous communitics suggest differing
values and prionities to ageing well, to those of main-
sream frameworks, and needs to be acknowledged in
policy and service delivery {Yashadhana ot al, 2021}

Passing onknowladge, tradition, and cultual practices
apporied ageing well. This aligns with “Indigemnoes
heliefs and knowlodge™ and * Indli genous bhnguage™ in the
{TroH (Finlay et al., 20200, Passing on traditional values,
langeages, beliefz, wisdom, skills, and knowledge and
how this promoies ageing well has bem described in
prewios literaiure {Coombs etal, 201 &; Pace & Grenier,
2017; Cuigley et al, 2027}, This study extends the Lit-
crature highlighting important deteminants for ageing
well fior Indigenous Peoples are ideological and culorally
sitated rather than hasad on gaining materialistic wealth,
and achieving good health as indicators of ageing well,
aseociated with Westem wiews of sucoessful ageing
(Duigley et al, 21Xy,

These findings evidence element of CDoH that are
sgnificant contributors i ageing well and are protective
factors in that tmjectory. However, challenges to ageing
well were significant for First Mations Popple living in the
Torress Sirait, Parficipants shared how the impacts of
colonization ame widespread, incleding ill health, sub-
stance abuse, and destruction of traditional lifestyles and
practices, which have dilutod Tomes Stmit Peoples® cul-
wre. For some, an internal dilemma arises over how to
integrate modem echnolegies, like smanphones, in away
that aligns with traditional practices. Within Indigenous
communitics, there is a divide between those who view
iechnology and the Intemet a5 opportunitics and those
wha peroeive them as threats to the existence and dignity
of Indigenous Peoples, These perspectives ane influencod
by the bsting effocE of colonialism and the contineous
cifons of Indigenous commmum itics i protect theirculmal

heritage and dignity (Siantur o al, 2023} Impact of
colonization on the health and well-being of First Matons
Peoples in Australia are well documsented { Dudgoon ot al.,
1, Paradies, 2016; Sherwood, 201 3). Findings from
this shedy are consisient with lieraiure exploring ageing
within Aborigmal commumitics in Australia, and how the
ongoing legacy of colonization influences the ahility to
age well { Copmbes et al., 2018; MaCausland et al, 2023;
Radford et al, 2019 Yashadhans et al, 2021). These
impact of colonization interscct with the hroader SDoH
that exacerbat ongoing noguity. In tis shedy, these
incleded housing isswes, enw ronmental challenges, oost
of living, access to transport, foed securnity, amnd acoess to
culturally appropriaie health and aged care sorvices—a
theme consistent with Indigenous Peoples internationally
{Cuigley ot al., 222). However, paricipas” inmer
sirength, evidenced throuwgh resilience, atiinedes, persomal
atiributes, and owtlook on ageing, counerbalanced difh-
cultice facod, memning that ageing well, for many, &
achicvable. These findings resonate within the litematine
on Indigenous ageing globally (Pace & Grenier, 2017,
Chigley et al., NO?: Yachadhans ot al, M21}.

Implications of Findings
Voicing First Mation People s perce ptions of and prionies
for ageing well is an essential clement for te delivery of
peran-ceniered care to address healith inequities {Coombes
ot al, MIE), Asking commumnity “What does ageing well
e b wou ™ has provided insights into the importance of
incorporating the COoH into te design of policies, pro-
grams, and supports to improve the ahility to age well for
regidents of the Tornes Strait region of Australia
Embedding CDoH inin health policy and practice will
megquire systemic change and Indigesous leadership
{Finlay et al, 2020}, At present, the disconmect hetwesn
Indigenous culture and Western health care maodels ad-
versely affects ageing well for many First Wations People
{Coombes et al, 2018). Ageing well programs and sup-
ports must take a culwrally safe, holistic, multitaceted,
and whole-of-community approach (MoCausland ot al.,
23, Cuigley et al, 2022 Wettssinghe et al., 200 and
addm=s inoguities across fee life course, ncluding the
wider SDoH, thatinfluence ageing | Pace & Grenier, 2017;
Cigley et al, 2022, WHOQ, 20135). Hanessing the
srengths of individeals, their resilience, attinedes, and
approaches to life, with tose of community, promaotes a
strenghhs-hased approach to ageing well {Chuigley et al.,
2y,

Yaming circles wene held in throe of the five island
clusters acmas the Tomes Strait, Given the diversity acmss
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the region, findings may not represent perspectives from
other Tomes Strait commumities, althowgh many partici-
pants spoke about family connections to islamd homses not
included in this sudy. Thee may have been other
opinions that the rescarchers did ot capture, as those who
atiended were those who were interested in talking absout
their health and ageing and were proactive in wanting to
neike changes, Participants invobyed wene ako phy=ically
well enoegh to leave their homes to atbend the yams,

Conclusion

These findings hmaden the cwrrent undershnding  of
ageing well i a wider ficld of Indigemous ageing o be
im lusive of Torres StraitIzlander Peoples” kaw wlod ge and
perceptions. The concept of ageing well is dooply moked
in the CDoH, with emphasis on conmections to island
homse, family, and community. Spocifically, factors that
kept people stron g and wlimately led to them being able to
age well incheded: maintaining a srong Torres Strait
identity and Tomes Strait way of life through practicing of
culture, and traditions, including the passing on of
knowledge and wisdom; balancing physical mental,
cultural, and spiritual domains; and having strong com-
munity leadership. By centering First Mations perspec-
tivesin policics and practices aimed at promeoting health in
laier life, we can improve conditions for enhancing te
quality of life for older adulis,
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Appendix B

Yarning on Warraber
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Appendix C
Participant Information Sheet
—— JAMES COOK

wew UNIVERSITY

ALSTRALIA

Rt nmaenl

INFORMATION SHEET FOR YARNING
CIRCLE

Study Title: Developing a Framework for Healthy
Ageing for the Torres Strait

Background

Studies show that people living in remote Aboriginal and Tormes
Strait Islander communities have poorer health outcomes than the
general population. To improve health outcomes, people need to be
able to access senvices that suit their needs. For this to happen,
local communities need to be asked what healthy ageing means to
them and how older pecple can be supported to age well and remain
living at home as long as possible.

Aims of the Study
The aims of this study are:
¥ To find out what people’s health pricrities are and what healthy
ageing means to them
¥ Using this information, we will work with primary health care
centres to look at these priorties and then better support older
people to age well and live at home for as long as possible
¥ Guidelines will be developed that the health cenfres can use
for improving the health of older adults living in the regicn.

Information Sheet Yaming Growps Version 7 057140 Fage 1of 2
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What you will be azked to do

We would like to imvite you to a yaming circle to talk with others.
Thiz will take about an hour and a half of your time. We want to
know what healthy ageing means to you and how you think older
people can be supported through the health care system to age
well and remain healthy.

+ You do not have to take part and you can stop at any time if
you do not want to continue

* The yaming circle will be recorded

+ |nformation is kept confidential and results will be presented
as a group 20 no-one can be identified

Who is running this study?

* This study iz being run by Professor Edwand Sirivens from
Queensland Health and the College of Medicine and
Dentistry, James Cook University in Caims.

* The study is funded through a S-year grant from the Mational
Health and Medical Research Council

+ FEthics approval has been given.

If you have any questions, please contact Professor Edwand
Sirivens at the Caims Hospital on 07 4226 6197

If you would like to speak to an officer of the hospital not involved in the
study, you may contact the Human Research Ethics Committes, on [0T)
4226 5513

information Sheet Yaming Groups Version 1 0511490 Page 2 of 2
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Appendix D

Participant Consent Form

o JAMES C[)Ol{
(Sl waw UNIVERSITY
Queensland AUSTRALIA
(aernment

Consent Form for Yarning Circle
Study Title: Developing a Framework for Healthy Ageing for
the Torres Strait

By signing this consent form, | agree:

# The study has been explained to me and | know what is involved

#+ | have been given time to ask questions about the study

+ | consent to take part in this study

# |understand that taking part in the study is voluntary and | can stop at any
time

# | understand that the yarning will be recorded and is kept confidential

+ Resulis will be presented as a group so nobody can be identified

# Any information collected will be published and shared with the

community, but no names will be used

| have a copy of the information sheet to keep

Signed

Date

| have explained the study to this paricipant, and | believe hefshe understands what is involved.
Signed

Date

If you have any questions, please contact
Professor Edward Strivens, Caims Older Persons Health Services on
on 4226 6197

If you would like to speak to an officer of the hospital not involved in the study, you may
contact the Human Research Ethics Committee, on (07) 4226 5513.

Consent form: Yaming Groups Version 1 0571719 Page 1of 1
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Appendix E
Yarning circle guide

Yarning Circle Guide
Social Yaming

* Introductions from everyone in the room - include some information about
who they are and family, what they do,
# Can include gossip, news, humaour, information

Research Topic Yarning

* |ntroduction to the HART Healthy Ageing research work - a bit of background
around our research in the past as well az clinical work.

*  How we came to be doing this study — i.e. came from feedback recsived
following the dementia prevzlance study.

*#  Tzlk about how we are doing the study i.e. working with some of the Primary
Heazlth Care Centres uzing guality improvement activities to improve service
delivery for older people living in the Torres Strait

* Tao be able to work with the health centres on issues of ageing we need to kmow
what zgeing well means to people living in this community, what their pricrities
are as they age and what are some of the things that aszist them to ags well
and what some of the challenges are to ageing well.

®  This session today is to hear from you 21l on your thoughts of ageing well living
on XHE

After the introductions let the participants know that we will be switching on the
recorders for the next port of the session.

Ageing Well

1. How do you feel about growing older?

Prompts=:
* ‘What are you looking forward to?
*  Are you apprehensive sbout getting old or enjoying ageing?
* What are you concerned ar worried about as you get older?
*  \What is your attitude to getting old?
*  How dovyou view older people?
*  Areyou having to make changes?
* Hawve you noticed people treating vou [or others) differently az you gat
oclder?

2. What does it mean for you to grow older?

Frompts:
*  What are the things that are important te you, as you grow older?
* What iz most important?
* What keeps you healthy, happy and strong?
®*  Think of someone in your community that is ageing well — without using
their name describe why you think they are doing so well.

*  Think of someone you know that isn't doing so good. What problems do
they face? Are there reazons for that?
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Health & mental wellbeing

1.

How does your physical health affect you growing older?

Frompts:
® |z being able to do physical activity important to you? - Why? What do
you dao?

* |z esting the rights foods and having a good dist important to you —
Why? What do you eat? Is traditionzl food important? Why?

How does all your other illnesses you may hawe, affect you growing old well?

Frompts:
*  How doyou make sure you are managing your health?
* Arethere things you think you should be doing to keep healthy as you
age?

How does your mental wellbeing affect you growing older?

Frompts:
* What are some of the problems you may face and how does this affect
you sgeing well?
* What are some of your strengths with managing mental health
CORCErNs?

Community, Family and Friends

1. How important are the people around you, as you grow older?

2. How does your family, friends and community support you to age well?

Frompts:
# [Dovwyou feel connected to your community?
* What activities connect you to community?

Culture

1. '‘What is an clder person's role within the community?

# [pes that change as they age?

2. What role does your culture play in being able to age well?

Frompts:

# Being on Country

&  Being with family and community
* |Language

*  Traditions and cultural activities

3. Are these responsibilities changing in your community?
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Spiritual

1. How do your spiritual beliefs affect your ageing?
2. Do you feel supported in your beliefs? How?

Environmental

1. What is good about living on XXXX Island as you get older? What is not so
good?

2. How does living on the Island support you to age well?

3. Are there difficulties with being on the Island?

*  Housing?

*  Safety and zecurity?
*  Accessto activities?
*  Accessto food?

Service provision for ageing population

1. What services do you need as you grow older?
*  Are those services available on this lsland?
* What's good about the services that are here?
*  What's not s0 good about the services that are here? How could they be
impraved?
*  What other services would be uzeful?

What else would you like to see happen around here to make things better for older
people?

Therapeutic yarming

Opportunities for participants to debrief and reflect on any issues raised during the
yarning circle
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Appendix F

Example of generating themes

Phase 3: Generating initial themes

Initial code Reflections of meaning Connected to

«  What is this person trying to telf me? other codes:
& What is this person doing #

*  What is this saying ?

®  What does it represent?

®  Whatis this an exgmple of 7

®  Whatdo ! see is going on here?

«  Whatis happening?

*  What kind af events are at issue here?
& Whatis trying to be conveyed?

Access to aged care services CYCLONE

This code dezcribes how participants see having access to aged
care services impacts on their ability to age well. It explores
their thowghts on having to enter 2 RACF. It also describes
their experiences of community aged care services such as day
respite. Itincludes the positives of engaging with services but
also how the system iz failing with lack of services. [t describes
equity / inequity of service access and the implications for
persom 2nd community if they have to leave home to access
Care.

.
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Ithink o ploce here, like this [respite centre] make it bigger 50 we
cowld all stay here instead of going o Star af the Sea.

# Comfort at being close to home and being with
friends

# Fear of having to mave away to go to 505

# Importance of remaining in their community

impaortance of connactions
to family friends and
COommunity

Being on island

when we need to cotch the ferry and that cost money. One [RALF]
con be here. { wouwld rother stay here like this ploce [respite centre]
make it big, when we get older. 2o, we con stay here

# Cost implications of living away from community

® Lzes “we" as opposed to 1" indicates other
participants/clizants are 3 family funit wanting to
stay together, connected

cost
importance of connactions
to family friends and

Community

Being an island

Iwould rother stay here [in this community] and get alder.

# Growing older in familiar surrcundings — the
security of familiar faces when entering a period of
wour life when ather changes are happening —

keeps some stability?

importance of connactions
to family friends and
Community

Being an island

Make this ploce [day respite centre] big so we ali con stoy here.

# The notion of “we” again that unit/importance of
connaction

impartance of connactions
to family friends and
Community

Being om island
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We really want that thing [RACF] to come into community. Our
people are owver it here. We need our .. .whats that thing 7. like the
Stor of the 5eq [RACF]

#» Community is disgruntled they don't have equal
sCrCess to senvices.

#Wanting a RACF closer to home

#Yoicing an unmet neead

importance of connections
to family frisnds and
Community

Being on island

Because people here they con't gfford to go up and down, if its
TRACF] In Coirns or over on T ong we like to do it here for us.

#Wanting egual access to 8 RACF- examples of
insguity

# Mot wanting to mows

# Az3in, use of word “us” indicates frisnds Sunit and
connections

® Cost

cost
importance of connections
to family frisnds and

Community

Being on island

we wiant an aged cores focility here on the Ne4 for our peogle, those
that are getting ill ong oider, but not getting sent oway becouse it is
out aof reach

# Concept of being punishad or banished a5 growing
older bacause there iz no local RACF

#We and “our” indicates strong feeling of
Community

importance of connections
to family frisnds and
Community

Being on island

Mg, we want to stay here. No way. This is our home; we don’t want
to leowe our home [to go into @ RACF off isiand].

# Baing forced off island due to inequity of s=rvices
# Importance of being homs
# Agzain using “we" signifies the commumnity unit

importance of connections
to family friz=nds and
community

Being on island
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We got one old man ot Star of Seq now, but the elders want him to
come back home. He says he wants to come back home.

# Thiz is an example of how even when someone has
left the izland to go into 3 RACF they are still
wanting to return to their home —and the
community wants their Elder back — the
COMm MmUnity are depri'.remheir Elder and zll the
kmowledge they hold, and the Elder is saying it's
not home where he is

# Broken relationships. Felt across the community.
Disruption to the community cohssivenass due to
loz= of one member

importance of connections
to family friends and
community

Being an island

we do hove o masterpian for refurbishment ond extension of the
Bamagao hospital which includes oged care. 3o, some of the things
that we want like there are a lot of things around like toking oway
Jfrom country gnd whatnot, we want to moke sure that those that do
reguire those senvices are kept here on site.

# Providing eguitable access means staying closer to
home when cars is needad

# implies being on Country is both important to the
person themselves but also sgain important to the
community that their valued “resource” is not
remaowved.

importance of connections
to family friznds 2nd
Community

Being on island

We don't get from the community, but we get from HACC. We get
more help from HACC. When we want to go, we [et them know and
they come ond pick us up. Take us shopping, going to lunch or
fishing or to the hospitol.

# Agad care services support older residents to
continue to do the things that make them happy
» aged care services help them agz in place

Doing the things that make
you happy

They look forward to coming to the [HACC] program. And when one
doesn't come, they all say, “where is she

® Community looks out for 2ach other
# HACC gives them a sense of purpose and
connection/oohesiveness?

importance of connections
to family friends and
Community

A lot of help from HACC, they provide (ike our meals and gove us
everything that we want and take us to fish ond sometimes when it's
not raining, we do a fot of octivities down the beach with them.

* providing clder people with necessities to stay
home

* providing cpportunities for them to do what they
Enjoy

kKeep busy
Doing the things that make

you happy
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® Keaping them busy

When we finish eanly here, they [HACC] take us for a ride. They toks
vs right down to qirport and ground community.

® HACC provide that socizl requirement — this is
sppreciated

Keeping busy
Doing the things that make
you happy

the HACE program with [XXx] and they ususlly howve the Elders group
on Friday, ong ! usually help assist, and they hove activities, or they
just sit there and yarn, ond they play kinge, bingo is the most
popwlor game of the moment.

* Keeping physically and meantally active

® Baing with friends iz important 1o be able to just
sit and yarn

* The enjoyment of social inclusion and being part of
2 Eroup

Social interactions
Phiysical activities
mental wellbeing

they [HACC] hove o variety of octivities for them to do. i remember X
JHCP cogrdinator] had, she browght in her exercise stujf.

® HACC keeps them busy and promaotes physical
sctivity

Phiysical activity

they dio damcing and exercise gotivities [ot HACC]

® Opportunity to practice cultural traditions
* Opportunity for physical activity

Cultural practices
Fhysical activities

Auntie was saying over ot RACC they haowve an iPad, and they play
games on them

® Opportunity for socizl engagemsnt
® Keeping the mind busy
® provide 3 link to technology [younger generation)

Social interaction?

that's like with Uncle [nome] as well, throvgh [nome] ond the HACC
progranm he learnt how to wse the iPad, now he's using it to watch
boxzing or whatever he does. ¥eh that's one thing thot's been good

agbowt the program, it's getting up with the IT

® Jpportunity to leam new skills
* providing pleasure

Doing the things that make
you happy
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they [HACC] do hove something like thot where they browght in
school kids, so they do things like that with Elders

® Connecting generations

Idon't know if there's, like HACC, { don't what HACC Is doing in the
community, if they're still relevant here

® | z2ck of HACC s=rvices on this island — community
not happy with lack of service

that [HACC] service is not benefitting the need, the amount of Elders
here compared to the amount of HACC workers here there (s an
imbalfonce, thot needs more workers in thot sense.

® | ack of HACC s=rvices on this island — community
nat happy with lack of service

* nmet need

Jwe need] peaple who con come and like shop for us, like door dash,
come and go to the shop or come and toke us.

® Mead for aged care supports in the community

it wouwld be nice to have o care ploce, because you gsk the Elders,
they N say they don't want to go to T, they'd rother stay home here,
s if we could have a facility where we core for our own people, our
Elders. We hove carers here, but it would be good to have o fociiity
where the community con look after everybody, afl the Elders.

*The community want to keep the Elders &t homs
gnd not split up the community unit. Community
wants to fulfil their responsibilities by caring for
the older generation. By leaving the island the
community do not get chance to practice their
cultural responsibilities

® Eldars want to stay on their island home

#ywording — our people — s2nse of community

Being on island

Cultural practices

not gn oid people’s home, but o core centre, o place where we can
core for Elders, becawvse they, youw know, they miss themssives too,
they alwoys tolked to each other, and we noticed thot lotely they
don't talk, becouse they grew up with each other. Az an example,
putting them, like Auntie [Name of older resident] she’s by herself
there. Just @ focility we can care for owr Elders.

*#potentizl for social isolation

® & day respite centre provides opportunity for the
older residents to socialize together

Social isolation

Id rother see something 5o when we get old there's o ploce for us so
we can get connected.

* Looking into the future residents want to grow old
tagether and stay connected with their family and
friends

Maintaining connections
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they [older residents] want to come home, like thot [Falligtive core]
facility, that can cater for them instead of [moving away].

# They see other services and want the same for
gged care - importance of keeping the clder
residents at home and on island.

* |mportance of dying onisland

Baing on island

mWaintaining connections

There's o lot we don’t hove up here.

® | zck of equity to 2g=d care services

Na [oged care services]. Nothing on Warrgber.

® Lzck of equity to aged care ssrvices

Imarticipant’s nome] lives by himself. He's hod heolth complications
whers we hod to medivec him down to Cairns gnd when he comes
bock there's no one here to gssist him. Mo core. That need is very
much.

® | ack of support services for those needing
gssistance

other community [aged core] services, zilch, and V'm speaking from
experience, becguse | was running d lot of those things, ond now
becowse 1 gm retired.

* Mo one taking the helm to carry on running aged
cars support services in the community

Lack of commumnity
leadership

with the support system, with the older people, 've got, elderly
people gre on their own a lot, o fot, and s you sgid, there's not
much here for, for the people and pow con’t rely on your fomily.. well
mostly you can, with some people are lucky with their fomilies, thot
theyve got here, but to hove that zort of system with the community
and the families, you nesd, even if it's one doy o wesk, pou know o
get together, 50 people just grent on their own all the time.

® potential for social isalation if an older person
doesn't have family support because there ara no
community services

® |mportance of social interactions

social isolation

5o, we need to howve somebody who's compassionate about that, the
Job and to be actively invalved, because the [oged care] services are
thers, but its only on T), or out on the outer islands, becouse | know
they trovel to the outer islonas they hove to come through here. But
why ore we . whot's wrong with Rorn Islond? what hove we done to
desenee to be put on the bock shelf?

® Maeding somecone in the community to lead the
service localhy

® Dizappointment that visiting specialist s=rvices
don't provide a service to Horn even though they
have to pass through to go to the airport

Lack of commumnity
leadership

338



SUMMARY

Staying on island is wvery important as you are growing clder. it iz important to the older parson as it
allowes them to remain connacted to family, friends, community and being on Ilsland. For this reason,
older people want aged care sarvices closar to home with a RACF locally. The wider community also
weant the older people to stay in their community bacause they sas the valus in having that parson
there to be able to practice cultural traditions and pass on knowladge. Sending an older person away
to access agaed care breaks up that community unit for all involved. It savers the relationships
betwsaan community members. The community hold a responsibility to care for their elders and by
sanding the older person away takes away the opportunity for community to fulfil their
ragponsibiliies. By leaving the island the community do not gst chance to practice their cultural
responsibilitiss and community cohesivenass is disrupted. Thare is also the addad cost for
individuals and family if an oldar person is admitted into a RACF off island. For the older person there
is faar of moving and loss of thair stability and comforts. Older people want to grow old togethar with
that familiarity around. There is the concept of being punishad or banished from community if having
to leave to accass a RACF. For most residents the desire to die on island is significant.

Having aged cara community supports is also of importance. Thay provide opportunity for older
adults to keep doing the things that keap them happy including physical activitias and things for
mantal wellbeing. It providas opportunities for social interactions including sitting and having a yarn,
connecting with other generations, practicing cultural traditions and keaps them busy. This provides
rasidents with 8 sense of purpose and provide opportunitias for community cohesiveness.
Community services can keap 8 person independant and living at home fulfilling the desire to agein
place. In some cases, it also provides opportunities for learming mewy skilla. However, thers is an
acknowledgement that for some communities there is a lack of community leadership that could
contimua to run HACT sendices.

Where general services ars lacking thera is a sanse of ineguity across the region with particular
cammunities fealing as though they are baing disadvantagad by not being provided with services.
Providing equitable access means providing those sarvices that allow older residents to stay closer
to home whan cara is needed. Denying an older person, the opportunity to engage socially has the
potential toincrease social isolation, espeacially where thera is a lack of family support.

*importance
af
connections
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friends and
cormmunity

*Baing on
islamd

*Cost

*Daing the
things that
rmake you
happy

* Kaeping busy

®Sacial
interactions
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Appendix G
Lay version of yarning circle findings

Growing old good way

In the Torres Strait

H : e
: Aucialion Gaersmeni — JAMES COOK
RTQI Patinsal Fealil sad wiw WV ERSITY

LS Ry e

Medical Bosrarch Comcil
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This project was funded by a four-pear NHMRC Targeted Reseanch Grant
{GMNT 1170353). This publication reflects the views of the authors and not necessarily
the views of the Australian Government.

= College of Medicine and Dentistry, James Cook University

Thiis work is copyright. You may download, display, print and reproduce this material in
unazltered form only |netzining this notice] for your personal, non-oommercial use or
use within your organisation. &part from any use as permitted urder the Copyright Act
1968, all other rights are reserved. Requests and ingquiries conceming reproduction
and rights should be addressed to lames Cook University
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Formword

This booklet was written following owr yarns with several Torres Strait and Morthen
Peninsula Area commaunities. We yarned with community members on Mgurupai, Wog,
Warraber znd Kirriri. We also held two yarns in the Northern Peninsula Arez in Bamaga
and New Mapoon where community members from all five communities sttended. In
these yarns we ashed people what ageing well meant to them. We wanted to bnow what
things helped them to age well so others could leam from them. We slso yamed about
some of the challenges people faced to ageing well in their communities. Results reflect
the wvoices of people living in these communities and how they view ageing well

These stores were brought together and pres=nted here as parts of 3 wongzi tree. The
words in the speech bubbles zre the actuzl words that were said to us by the people that
toak part.

These findings, along with work we have been doing with the Primary Health Care
Centres, will be used to develop an Apeing Well Fremework o support people to age
well in the Torres Strait and NPA region.

This research project is run by the HEALTHY AGEING RESEARCH TEAN [HART).

Mary thanks for tzking time to read this booklet

Eso
Hunty Betty Sagigi Chenoa Wapau
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Living a Torres Strait Islander way of life: the roots

The roots of the wongsi tree are

strong and keep the tree healthy.
Just like the Torres Strait Islander
way of life, with strong
relztionships and connections
which help people to grow old
well

Connections to isond home Beeg
peopls wall ond Faaltfy:

People want to grow old in “Hmving a beack day, the

their own homes within their beautiful view, the land, and
island communities. They don’t the sea means 5o much o
want to leave their homes to our health up heve. We ve

alvays got that place where
wego.

acoess health cane or sged cane

SErvices.

Connections to family i= an important part
of 2 Torres Strait Islander way of life. Being
with family makes people happy and keeps
them strong. Being with pramdchildren

keeps older people active and on their

famt.
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“The older adults actively
engage, thay ectively laugh, they
actively socialize, and thart 5 how

I'want to be when I gai to their

age, sl & pari of the
commnminy. il prliing my
weight and making surs thar
commurty has a function. ™

Being social and joining in community events makes people feel good. Sodel

Gererslly, peole look
forward to growing ok
with thair family and
friends by their side
and doing sl the
things they enjoy
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Practicing Torres Strait Islander ldentity: the trunk

The trunk of the wongai tree is Srong
amd shapes the tree 2= it grows,
holding it together. Just like the Torres
Strait Islander identity is shaped
through tradition and culture.

The trunk of the tree must be strong to
survive agzinst the harsh winds, to be
resilient agminst disease and to fve for
many years. Treditions and culture also
need to be strong for people to sz

"What does it look Iike o be apeing well® The cultural
practices come with respect, ackmowledgemeant, and

contributes o the social and emotional wellbeing for
individuals, families and commmorities. The culnmral

hisrarchal structure, within the commmumity, within the
family, there is that acknowledgement of the processes,
the wizdom and knowledge that comes with ageing and
all that sigff. That iz pood ageing. ™

[Each year that passes adds more height and width to the tree trunk, but it is the base of
the tree trunk, the oldest part from years gone by, that is the strongest. Thisis the same
for the ways of [iving in the old days. Back in the day, fving = traditional lifestyle helpad
peopie ape well znd they were strong. The traditional way of life supported ageing well
because of 3 healthier diet and people being more physically active.
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¥ In the old days people would do 2 lot of hard
fﬁﬂﬂi’ plviieic.al i i b chloes oty
Rk b 3z collecting firewood for lighting and
becouss of the way qf cooking, managing their gardens, carrying
living, the way they afe water from wells, going out hunting and
and walking. ~ gathering food, and rowing bosts. These
activities keot peogle fit, active and healthy.

In days gone by, the traditional ways of living sudch as living off the island, community
activities, and practicing cultural activities kept people strong and helped them to e
long lives free from chronic disezse. People say they hawve to follow the examples set by
the older generation.

Ifwe vwant fo aga healthily,
W Ve Eof 1o ShT o follow our

Jooisteps from those before us,

axpecially [ we want fo stqy
sivong and wot fall by the way ™
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Living a healthy lifestyle: the branches

& wongzi tree has many branches, which
shows it is growing well. Likewise, there are
marny parts to wellbeing that help people
age well A healthy lifestyle includes
physical, mental, cultwral, and spiritual
wellbeing. &ll these aspects are cormected
and need o be balanced.

“Ageing well iz holistic. It: the whels thing —
wallbaing, individuwal wellbaing, psychelogical,
but alse socially as well, social with people.
mtertwine and makes a person. [Fone & out of
balance the rest are umbalanced. For a healdhy
person I think sveryithing neads fe be all agual
and leveal. ™

A tree branch that is mental health

Having strong ments! health supports ageing Tﬁa m;rahfdg af
: : E it is real l_p.:;l-n.-

well, People find it helps to share worries with R R

family and friends. Using mental hezith SrJ, Fﬂ'bﬂ'jlﬂﬂ'ﬁﬁ}'ism

services is also good, but more services aoross look qﬁﬂ'_}m

the region would be helpful. mental wellbeing ™
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Atres branch that is physical activity:

A tres branch that is diet:

Most people know that
the way we eat affects

how we age.

A diet rich in fruit and
wepetables znd  fresh
fish, as well as portion-

oortrol is healthier snd

helps people aze well.

The younger generation
need to be shown how to

grow and oook healthy food.

People know that doing physical activity is
good for you and helps you to age well. The
ratural ermvironment 5 & good place to

exprcise. People that remain active sre living

longer healthier lives.

"The younger generation nesd
o kmow how fo cook and grow
and learming about how things
used to be dene, we nesd fo
traditionally and frying fo gei
them off all the fast food ™.

The brandhes of the wongai tree provide strength and support the canopy of leaves and

fruit. Likewise, mood lifestyle factors provide strength and support sgeing well.
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Displaying strong leadership and role models: the leaves

The leaves of the wongai tree are like
leadership within 2 community. The
leaves provide nourishment to the tres.
Strong lesdership and good role models
provide support to the community.

Where old leaves die, new leaves grow
and t=ke their place and so when
leaders pass, mew leaders take their

pl=o=.

“TFe have 1o lsad by example. T'm approachine sy
Eldarzhip now, but we heove to lead by example, amd

we hervve to lead in such a way that §f the younger
penaration see nx healthy than theay will be haaltp: [f
they zea s make the changs, thay will make the
chamnge whether it © culturs, whether it s aducation,
whether it 5 picking un something and halping
others.

Strong leaders in the commaunity play 2n important role in sgeing well by being pood role
models to the younger generation.

People said that those in
leadership roles can fadilitate
change within their
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And that people of any age an

be 3 good role model by showing “Wa have a parden club. We go

respect and displaying cultural round to people = homes and dig

up and plant cazzava or arything

they want. (her president and
vice president, they e all young
boys, twenties, thirties. They e
loving it! And at that age, good
role modals. ”

wvalues.

Oider people feel appreciated and
valued when they are shown respect,

and this heldps them to age well.

Keeping the traditional
wvalues that WETE
harded down as
children, keeps people
strong and helps them

o age well.
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Passing on knowledge, tradition, and cultural practices: The fruit

on my knowledee and culiure.
Neww: today all the boyr sy,
"We should g0 and sit down
with Grandad and learm. He
will explain o us how to maks
the harpoon ™.~

Passing on knowledpe, traditions
and cufture is like the fruit of the
wongai tree. New fruit and their
nuts @re passed on bo create new
trees. The passing on of knowledge,
tradition and culture is central to the
continuation of a Tormes Strait
Islander way of life and identity and
supports people to age well.

Pazsing on  knowledge
brimgs benefits not only
from those that are
learning, but also  from
those that are teaching. For
edders, it pgwes them
pleasure to know they are
sharing their wisdom and
=kills.

fulfillment from being able to pass on
skills and language to the young
children and s=eing their joy in
learning from eiders

For those being tmught, they have
gratitude for all that they leam.
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Experiencing challenges: Damaging events

Damaging events have interrupted Torres
Strait Islanders’ way of life and identity
ability to fve a hesithy lifestyle. pass on
knowledze and maintzin leadership rodes.
This is like 3 cydone passing through that
brezks off branches, blows off l=aves and
fruit, causes root damage and exposes the
inside of the trunk allowing disezse to t=he
hold.

Imipacts of colonisation as a damaging event

Colonisation is like a deczy
that has caused il health.
Dizseases are being passed
onto the YOUNZET
generations. People said that
some turmed o substance
abuse to lessen the pain and

negative emotions.

"We hirve a cultural hierarchal
struchure and praciices wiich
worked Being tomperad with
have dizmantied us slowly and
surely amd that then contributes
o many factors that leads fo il
health”.

Some people fesl that connections to
oulture have been weakened and the
structures  within  families  and
ommmunities has changed. Others feel
that where there is 2 lack of lezdership
and good role models, commaunities are
affected.

im

353



Ineguitable access to services a5 3 damaging svent

Being sble to aoccess health care, aged
wmre and recrestion programs sOross
the region iz a chalenge for some
people, especially those on the outer
islands. Local apged e homes and
respite services for older adults are
needed.

“Maost of the peopls
dem §want o go o thefr
appoiniment, they
scared of planes, and

the weather i changing,

raming all the time, they
car't g,

More affordable sports wenues, more activity programs and more child day care services

are nesded,

it @n be difficult getung to
specizlist appointments that zre
based on Thursday Island or in
Caims, petting to see a denfist,
seeing = regular GF. and acosssing
mental health services.
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hodern-day challenges a5 3 damaging event

The cyclone damages the roots of the tree, and some

people feel that modern day Bving, like 3 cpclone, has
weakened the connections and relationships

amongst families and community members.

In some ses, family members have to leave the

island 1o socess employment, education or housing.

“When we didn t have a television,
everybody would be out on the regf
or the young boys would be making

spears, the Elders would be
showing the young boyvs how o
make spears, but today when we
have television and a lot of social
media, the dynamics gf the home
have chamnged now. ™

The influence of phones,
social media and other
technology & negetively
affecting traditional practices
and the traditional lifestyle.

“TWe have lost the ability 1o
commnmicats effectively. The children
with mobile phones. When you talk, itz

like you are not there. That 5 how

dizcommected we are. Jn genaration
mhﬁﬁmnm
ﬁu-hnurml’qmﬁrhim

it and talk swymore. That = a very
importan factor i life. younesdiobe
able to commumicats with each other: ~

i2
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The cost of living, lack of housing and environmeantal factors as a damaging
gvent

The high cost of food makes it hard to feed
large families on a healthy diet.

Other high costs that make it hard to e
a healthy §ife are, access to sporting
venues, airfares, snd fuel.

The high cost of living is putting & strainon
families.

More public transport is meeded. For
older adults, lack of transport makes it
difficult to get out to the shops and

around in the community.

Lack of housing and owercrowding makes
ageing well difficult. People zlso hawe to
wait 2 long time to get their houses fixned.

The environment n make it hand to fee 3 hezithy lifestyle. Growing garden food is
difficult because of the bush turkeys, mice, dogs and horses that dig up the food.

Increzsing temperatures due to global warming, and the wild dogs and horses makes

ewercising outdoors dificult in some communities.

i3
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Demonstrating strong sustained life: Regrowth

The oyclone may have damapged
the tree but there is stll fife in
the tree and new growth
AppEErs.

This is like the strong sustained
2 of T Strait Istarad
people.

"I 1wt fo be able fo
play with my
grandchildren, I've got
to look qfter ma™

People stay strong becuse they are
resilient and in see the need for change.

"Whan I talk abour ealtdhy age, we
have to charge the way we think
you v ol fo look gifer yowrzaff and
don T be sick . [fwe lock qfter
orrzefves, we e going o be healtin:

Ifwe e poimg o drink aal we re 30
e re not going o be healtin: [fwe're
soing fo hake drugs, we re nol foing fo
b haalthy. Ive been through all this.
Tve baen theough thar fjfe. T've seen

poopls dis im_front of me. 5o, T have fo
maks choices. ™
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Hawing 2 positive attitude and being
motivated helps people grow old well.

“I'm not going to be old. We

People want to =&y actve and ﬁﬂ;ﬂq ;

independent in their own homes and Hﬂilﬂ r'“! J’l-' j . thar
on their island home. pmﬂ'num;um
om, and you get there and just
Doing things that make you happy and Iw . H. : _-. I hq’
keeps you busy improves well-being JMMHH#
and helps you to sge well. Mﬁlm?gm;uu
et

This may be being with family and
friends, practicing your faith, being
socially active in the community,
working, or just being busy in the
house.

Keeping busy is good both for
wour physica] health and for your
mentzl health. Being with family
and friends helps you to have
eood socizl and emotionzs] well-

being. All thess things help us

ape well

"If you sit you get lazy
and you re going

dovwn ™

13
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Appendix H

Healthy Ageing Audit Tool

Confidential
Heaithy Ageing Audfit Too!

Page 1

Healthy Ageing Audit V 2

Record 1D
SECTION 1
DEMOGRAPHICS
Auditor
Audit date
Age
Sex C} Male
) Fermale
(C» Not specified
Indigenous status (") Torres Strait Islander
() Aboriginal
)y Bath
(» Neither
() Not specified
Marital status ) Single
» Married
() De Facto
() Widowed
y Divorced
¥ Not specilied
Emplayment Status (_» Employed {FT BT

3y Wolunteer

) Unemployed

() Retired

) Disability pension
) Carer pension

) Home duties

(y Mot specified

() Other
Other employment - comments
Current employment details
U=wal fiving arrangements ) Lives alone

() Lives with partner or family
) Homeless

(3 Not specified

() Other

03-06-2027 12:49 projectiedtap.ang ﬂEDCﬂ p'
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Confidential
Page 2

Comments on living arrangements

Is overcrowding an issue for this client in their ) Yes
place of residence? O No
() Not specified

Is the client at risk of being homeless? O Yes
) Ne
() Mot specified

Additional comments on demographics

SECTION 2

ATTENDAMNCE AT HEALTH SERVICE

Have any of the following MBS item numbers been [ 715 (Health Assessment)

claimed in the last 12 months? 1 721 (GP Management Plan / Care Plan)

[ 723 (TCA - Team Care Arrangement)

[ 732 (Care Plan review)

[ 900 [ DMMR/MMR Medication review)

[1 935-958 {Care Team meeting / Case conferencing)
[ 2700-2717 (GP mental Health Plan)

[ 10987-1098% [AHW/P or nurse)

[ 8200-82215 [Nurse Practitioner)

] 81300 (AHW/F)

[J 10951-10970, A1315- 81360 (Allied Health)
[1 81305 (Diabetes educator)

[ 81310 iAudiology service)

[ Other relevant claims

[ Mo claims
Other relevant claims - details
I there evidence that a 715 been completed in the ) Yes
last 12 months? () Partial completion f draft
2 No
Has this 715 been claimed? ) Yes
) No
SECTION 3
DIAGNOSIS INFORMATION AND MEDICATIONS
03-06-2022 12:49 projectredcap.ong f{E DCap‘
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Page 3

Documented history of

[ Diabetes

[ Coronary Heart Disease | Ischaemic Heart Disease /
Coronary Artery Disease [ Cardiovascular Disease

[J RHD

O Chronic Heart Failure

[ Chronic Kidney Disease

[ Arrial Fibrillation [AF)

[ Hypertension

[ Asthra/COPD

[ Dyslipidaemia

[] Depression

[ History of delirium

[ Hearing impairmeant

[ Vision impairment

O Cognitive impairment

O Dementia

[ Obesity

[ Epitepsy

[ Mental health

[ History of head trauma

[ History of childhood psychological trauma

[ Osteoarthritis

[ Sexually Transmitted Infection / Disease (STYSTD)

[ Osteoporosis

[ Gastro-Oesophageal Reflux Disease (GORD)

O COVID [current or past diagnosis)

[ Other iliness

O WIL

Diabetes type

[ Pre-diabetes

O Type 1

O Type 2

[ Gestational Diabetes
O Retincpathy

[ Neuropathy

[ Foot Ulcer

[ Amputation

Coronary Heart Disease | Ischaemic Heart disease |
Coronary Artery Disease

[ can

O D

[ Angina

[ Arrhythmia

[ Myocardial Infarction

[ Heart valve Disease,

O Cardiomyopathy

[ Cerebro Vascular Accident

[ Coronary Artery Bypass Graft
OTia

[ Percutaneous Coronary Intenvention
[ Mot specified

Mental health - more informaticn

Head trauma - more information

Chitdhood trauma - more information

03-06-2022 12:49

projectredcap.ong ’QEDCEP‘

361



Confidential

Page 4

ST1/ STD - more infarmation

Other illness - details

Is the client pregnant or within 12 months postpartum? () Yes
() Mo
() unknown

MEDICATIONS

Polypharmacy ) Yes
) Mo

List medications or NIL

Evidence of medication review (7 Yes
() No
) NIA

SECTION 4

RISK FACTORS, MANAGEMENT AND REVIEW

SMOKING

Current smoker? ) Yes
) Mo

() Not documented

Evidence of health service response to smoking

[] Advised to quit

[] Referred to smoking cessation program
[ Prescribed medication

[ Other

[ Mo evidence of response

Comments for other

ALCOHOL

Evidence of alcohol consumption above recommended
guidelines or deemed high risk?

() Yes
) Mo

() Mot documented

Evidence of health service response

[ Advised to reduce intake and discussion on healthy
limits ete

[] Referred to ATODS or other program

[] Prescribed medication

[ Other

] Mo evidence of response

Comments for other

03-06-2022 12:49
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Confidential

Paga §

DRUGS

Evidence of illicit drug use?

D Yes
O No
(O Not documentad

Evidence of health service response?

[ Advice

[ Referral

[ Other

[ Mo evidence of response

Comments for other

ABSOLUTE CARDIOVASCULAR RISK ASSESSMENT

Is there a record of Absolute Cardiac Risk assessment
in the last 2 years?

) Yes
) No

Which standard tool is used to calculate absolute
cardiovascular risk [CVR) assessment?

(") Heart foundation
() Framingham

() New Zealand

) WHO

(O Other specify

() Mot specified

Other - comments

If assessed, what is the recorded absolute O =5%

cardiovascular risk (%7 C 5-9%
O 10-15%
2 16-19%
O 20-24%
(3 25-29%
O =30%
(3 Mot specified

Is there evidence of a health service response to a (2 Yes

CVR of =10%7 ) Ne

Comments on Health Service response

OBESITY

Is there a recorded helght In the whole record ) Yes

{regardiess of date) O No

What is their height in cm?

I there a recorded weight within the last 12 months? ) Yes
) No

What is their last recorded weight in kg?

03-06-2022 12:43
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Confidential

Page &
Is there a record of Body Mass Index (BMI) in the last ) Yes

12 months? (3 No

What is the BMI recording?

Have concerns been raised about obesity/over weight in ) Yes

the last 12 months? Ty No

Evidence of health service response?

[] Advice on diet or exercise or healthy eating or
heakthy lifestyle

[] Medications

[ Referral to dieticlan

[] Beferral to exercise physiologist

[ referral to specialist

[] Weight management plan

[] Other (please specify below)

Comments on Health Service response

NUTRITION

Is there evidence of any concems raised with ) Yes
nutrition? 2 No
Evidence of health service response to issues with [ Advice

nutrition

[ supplements! medications
[ Screening tool

[] Referral to dietician

[ Other (please specify below)
[ Mo evidence of response

Comments relating to Health Service response to
concems about nutrition | other

Is there record of any ksues with access to food? ) Yes
(O No

Food access - more information

PHYSICAL ACTIVITY

Is there documentation and/or assessment of physical O Yes

activity? () No

Are there concerns about the level of activity OR O ves

does the assessment / documentation indicate low O No

exercise levels | inactivity?

Comments

03-06-2022 12:49
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Page T

Health Service response to physical activity levels [ Advice

[ Referral

[ Other
Mare information of the referral
Comments for ather
SECTION 5
CLINICAL MEASUREMENTS AND INVESTIGATIONS
BLOOD PRESSURE
Is there evidence of BP measurements n the last 12 ) Yes
maonths? () No
What is the latest BP recorded?
Is the BP reading higher than 130/807 ) Yes

O No
Is there a documented management plan re the high BP? ) Yes

() No
Comments re management plan
Is there evidence that blood pressure medication was ) Yes
reviewod? O Mo

O WA
Comments re BP and BP medication
URINANALYSIS AND KIDNEY FUNCTION
Is there evidence of urine dipstick in the last 12 ) Yes
maonths? () No
Is there evidence of urine analysis in the last 12 ) Yes
manths? ) No
Is the most recent dipstick test/urine analysis ) Yes
positive to protein {1+ or more)? ) No

() Mot specified
Evidence of Health Service Response to raised ) Yes
proteins? ) Mo
Comments regarding Health Service Response
03-06-2022 12:43 projectredeap.ong ﬂE DCa P°
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Page &

Is there a record of ACR within the last 12 months? ) Yes
O No

Mast recent ACR (Alb/CRE ratio) result? In g/mmaol

Was the ACR > 2.5 (male) or >3.5 (famale)? (O Yes
) No

Is there evidence of Health service response to high ) Yes

ACR ) No

Comments regarding Health Service response

I there a record of @GFR in the last 12 months? O Yes
3 No

Mast recent eGFR range (" =60
) 30-59
y14-29
<18
(3 Mot specified

Is there evidence of a Health Service response to low Ty Yes

eGFR O No

Health Service response - comments

BLOOD GLUCOSE LEVELS

Evidence of blood glucose test (HbALc) in the last 12 () Yes

months ¥ (O No

What was the most recent HbALC reading in mmol?

What was the most recent HbALC reading as a % 7

Is the maost recent blood glucose test (HDALC) result o Yes

=53 mmol or >7% ? O Mo

If HbALC is =53mmol oF >7% i there evidence of a () Yas

Health Service response? {7 Mo

Comments around Health Service respense to high HbALC

LIPID PROFILE

Is there evidence of a lipid profile test in the last "y Yes

12 months? O No

03-06-2022 12:49
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Page 8
Is LDL-C =2.5 mmol? ) Yes
) Mo
Is HDL-C < 1.0 mmol? ) Yes
() No
Is Triglycerides > 1.5 mmal? () Yes
O Mo
Is there a record of a Total Choblestersl/HDL ratic O Yes
within the last 12 months? (O No
What was the maost recent cholesterol/HOL ratio?
Was the ratio above 4. 5mmal/L? O Yes
) Ko
Is there evidence of health service response to ) Yes
abrormal lipid findings? 2 Mo
Response provided [] Adwice by GP

[] Medication (commenced [ changed)
[] Referral to diabetes educator
[] Referral to dietician

[ Other
Comments - ather
OSTEOPOROSIS
Is there evidence of an osteoporosis screen for ) Yes
eligible clients {postmencpausal women (regardless of {2 Mo
age) and men aver 50 years of age)? 1 NfA

() Unsure of menopausal status of female

Is the client deemed high risk? ) Yes

) No
For those screened at high or moderate risk, is there ) Yes
evidence of further investigations been carred out? (2 Mo
Has osteoporosis been diagnosed? " Yes

O No

) Mot specified
If ostecporosis has been diagnosed has ) Yes
nan-pharmacological advice & Interventions been ) No
provided? () Mot specified
If osteoporosis has been diagnosed has ) Yes
chemo-prophylaxis commenced? O No

() Mot specified

03-06-2022 12:49
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Page 10

Comments

SECTION 5

SYSTEMS EXAMINATION

FOOT CHECK

Is there evidence of a foot check? ) Yes
O Mo

Comments regarding foot check

ORAL HEALTH

Is there evidence that client has had a dental check () Yes

in last 12 months? ) No

Includes: examination of teath, gums, oral care e.g

teeth cleaning, toothache or bleeding gums

Comments regarding dental check

COMNTINENCE

Is there evidence of continence screen within the last O Yes

12 months? () No

Are there any concems with continence? ) Yes
O No

What are the concerns?

Is there evidence of referral for further ) Yes

assessment/intervention? O Mo

What was the intervention?

EYE EXAMINATION

Is there evidence of eye condition screening within
the last 12 months?

[ visual Acuity

[ Eye dilation check

[] Trichiasis

O Glaucama

[ Macular degeneration
[ Cataracts

[ Other (specify below)
[ Mo record

Comments

03-06-2022 12:43
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Page 11

Have concerns been ralsed with evyef vision? Oy Yes
(1 No

Has actlon has been taken to address concerns? ) Yes
() No

Comments on action taken to address concemns

HEARING

Has a hearing test been conducted within the last 12 r Yes

maonths? ) No

Have concerns been ralsed with hearing? T Yes
) No

Have actions bean taken to address concarms? ) Yas
(1 Mo

Comments on actions

SKIN CHECK

Is thare evidence of a skin check? ) Yes
) No

Have concarns been ralsed regarding skin? ) Yes
(1 Mo

Have actions bean taken with concerns raised ) Yes
Cr No

Comments regarding actions for skin concerns

Comments regarding system checks

SECTION 7

SCHEDULED SERVICES

IMMUNISATION STATUS

Is there evidence of Influenza vaccination within the ) Yes

last 12 months? 1 No

Is there evidence of current Pneumococcal O Yes

vaccinations? ) No

Is there evidence of COVID-19 vaccination? ) Yes
) No
() Partial coverage

03-06-2022 12:49 projectredcap.org ﬂEDEap‘
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Page 12

OTHER TESTS

Is there decumentation of pulse rate and rhiythm in the O Yes

last 12 months? (O No

Is there decumentation of cervical screening test ) Yes

(HPV)? 0 No
O N

Is there evidence of mammography? ) Yes
{0 No
O NfA

Is thare evidence of discussion around sexual | ) Yes

reproductive health? ) No

SECTION 8

EMOTIONAL WELLEBEING

Is there record of screening for emotional wellbeing ) Yes

using a standard tool in the last 12 months? ) No

What tool was used?

What was the score?

Is there any documented questions (not a tool) ) Yes

regarding emational welibeing in the last 12 months? (O No

Have any concerns been raised about emotional O Yes

wellbeing as a result of questions or tools used? O Ho

(O N/A {no questions asked or tools used)

Is there evidence of a Health Service response to
concems ralsed?

[ Refarral to a mental health service
[ Medications

[ Referral to SEWB service

[ Other

[ Mo actions recorded

Other - more information

If there are recommendations from an external service
have they been Implemented?

) Yes
) MNo

() Mo recommendations documented

What is the implementation - more details

FAMILY RELATIONSHIPS

03-06-2022 12:43
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Page 13
Is there evidence of risk within the last 12 months, ) Yes
that requires client to be linked in with soclal ) No
services?
Comments around social services
SOCIAL
Evidence of sockal interactions [ Church
[ Family

[ Community celebrations [ groups
O Cultural celebrations fconnections
[ HCP/CHSP - group activity

[ Seclal organisations or club

[ Sporting organisation or club

[ School clubs

[ Othar

[ il evidence

Other - please spacify

Comments re social interactions

SECTION 9

COGMITIVE FUNCTION

Since the client tumed 45 years of age, have concems
about memory, confusion or thinking problems been
ralsed?

() Yes
O No
) MJA {under 45)

Who rased the concern?

[ Client

[ Family member or carer

[ Health Professicnal (unspecifled)

[ Health Waorker

[ Murse

OGe

[ Allied Health

[] Mental Health Practitioner {psychologist, social
worker, therapist, ATODs worker]

] Mot specified

O Other

Other - more detail

B T B S

Since the client turmed 45 years of age, Is there
evidence of assessment of cognition?

03-06-2022 12:49

[ ves - specific questions on memory, cognition or
thinking asked by the GP during a consultation

[ Yes - reutine guestions on memory in the 715

[] Yes - a cognitive assessment screening tool

[ Mo

[ M/A {under 45}

projectredcap.ang 'ﬁE DCa P‘
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Page 14
Which cognitive assessment tool was used? [] MmsE
O kica
[ Clock Test
[ GP-Cag
[ Mini-cog
O RUDAS
[ MoCA
O ACE-HI
[0 Other
other - specify
What was the test score?
Qutcome of cognitive assessment - comments
Has a diagnosis been documented? [ Dementia

[1 Mild Cognitive Impairment

[ Nermal cognition

[ Mood disarder

[ Delirium

[] Medication-related

[ Head trauma / Acquired Brain Injury (ABI)
[ Chranic Traumatic Encephalopathy (CTE)
O Other

[1 Mo diagnosis documented

O nia
Other - more infermation
Date of diagnosis
For those clients where concermns have been raised or ) Yes
assessment of cognition has been performed is there O No
evidence of investigations related ta Cl eg. CT-Brain, O N/A
MRI-Erain, lab investigations?
What investigations were done?
Is there documentation of any BPSD (Behaviour and ™ Yes
Psychological Symptoms of Dementia) such as wandering, ) No

aggression, dsinhibition?

() N/A {no diagnosis)

What was the behavigur?

Has the client been referred to a specialist?

03-06-2022 12:49

O Yes

() No

() N/A {under 45 or no concerns raised to warrant
referral)

projecredap.org

REDCap
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Confidential

Page 15

What specialist?

(O Gerlatrician
() Psychiatrist

() Other
Other - more detalls
Is there evidence they have seen a specialist ? ) Yes
() No
Date seen by spacialist
If referred to a specialist, Is there a record of a ) Yes
repart from the specialist? ) No
Did the speclalist make recommendations? ) Yes
() No
What recommendations were made?
If recommendations are made by the specialist is there ) Yes
evidence they have been actioned? ) No
Is there evidence of assessment of decision-making ) Yas
capacity? ) No

() N/A {no dementia /CI diagnosis)

Decisicn-making capacity - mare information

Is there evidence that a proxy decision-maker or EPOA
{Enduring Power of Attorney) been appointed or
discussed?

Comments around EPOA

Is there avidence of discussions around the following?

O EOL tend of life)

[] ACP {Advance Care Planning)
[ ACD (Advance Care Directive)
[] Mo evidence

T

Comments

03-06-2022 12:49

projectredcap.ong ’ﬁE DCa p\.
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Page 16
SECTION 10
SUPPORT SERVICES
Has a referral to My Aged Care been made? ) Yes
O Mo
(O NJ/A {under 45)
) Unknown
Date of referral
Has the client had a RAS assessment? ) Yes
) No
(O NJ/A {under 45)
O Unknown
Date of RAS
Has the client had an ACAT assessment? ) Yes
O No
(O NJ/A {under 45)
) Unknown
Date of ACAT
Does the client recelve aged care services? ) Yes
) No
() N/A (under 45 )
() Unknown
What are the servicesy () CHSP
) HCP
) Unknown
(O Other
Other - specify
Does the client receive other support services? ) Yas
O No
) Unknown
If ves specify other service {disability etc)
03-06-2022 12:49 prejectredcag.org f{EDCa P"
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Page 17

What support services are in place?

[] Personal care {showering dressing)
[ Domestic assistance

[ Shopping assistance

[ Transport assistance

[ Meal provision

[ Cocking assistance

[ Day respite

[ Ovemight respite

[] Residential respite

[ Medication assistance

[ Secial assistance

[ Other

] Mo services in place

[ MiA (not reguiring support)

[ Unknown
Other - more detail
SECTION 11
ALLIED HEALTH INVOLVEMENT
Is there evidence of allied health involvement? ) Yes
O Mo

Type of Allied Health involvement

[] Physiatherapist

[ Occupational Therapist
[] Dietitian/Mutritionist
[ Diabetic Educator

[ Podiatrist

[ Psychologist

[ Exercise physiologist
[] Speech pathoblogist
[ Social Worker

[] Pharmacist

[ Other

Other - more detail

Type of intervention

[ Welght management

[ Pain management

[ Activity program

[] Medication management

[ Psychological support

[ Counsalling

[ Centrelink access support

[ Horme visit assessment, mods and eguipment
[ Pravision of mability aids

[ Foot care

[] Diabetes education/management
[ Other

Other - more detail

03-06-2022 12:49

projectredcap.ong *EDEEP‘

375



Configdential

Page 18
SECTION 12
FUNCTIONAL ASSESSMENT
Is there evidence that a functional assessment has ) Yes
been carried out? ) No
Is It part of the 715? ) Yes
O No
Is It an independent assessment? ) Yes
T No
Whio |5 the assessment by? () Health Worker
O GF
Ty Allied Health
) Murse
3 Other
Other - more detalls
Is there evidence of the following components being [] Personal Alls
assessed? [ Instrumental ADLs
[ Pain
[ Falls
[] Financial capacity
[ Driving
] Other
Other - more detall
Have concerns regarding function been raised? ) Yes
) No
Is there a Health Service response to CONCerns raised? ) Yes
) No
Health Service response - more details
03-06-2022 13:49 projectredcap.ang ﬂE DCa p"
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Appendix |

HAAT guide
Healthy Ageing
Guide for Audit Data Collection

About this guide

It is essential for all researchers undertaking data collection for the Healthy Ageing project to
do so consistently and systematically, ensuring the data collected is reliable and valid. This
guide sets out the procedures for collecting audit data.

Ethical practice

Before moving on to data collection for this project, it is essential to understand our intentions
for ethical conduct in this research.

In this project, researchers will have access to personal and sensitive information about real
people. It is essential to be mindful of this. We suggest the following principles to guide
conduct:

e Hold information respectfully

e Respect privacy and confidentiality

e Respect difference and values

Data collection and the clinical audits

Who is going to be audited?

The number of health service patients to be audited will vary according to the health service.
All patients that meet the inclusion criteria will be audited.
To be included in the audits, patients need to meet the following criteria:
1. Beoverthe age of 18 yrs.
2. Be resident of the community where the audit is being conducted
3. Have attended the health service for a face-to-face appointment or telehealth
appointment within the last 12 months (this doesn’t include a script or documentation
being printed for the patient)

Preparing the Confidential Patient List

Access the electronic list of patients to be audited, from Rachel Quigley. This list includes the
client’s name, health service no., gender, DOB and age of the patient.

On creating a REDCap entry, you will create a unique study ID for each patient, this REDCap ID
needs adding to the patient list.
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For privacy and confidentiality reasons, this list will be saved in the appropriate JCU password
protected file.

It is essential to maintain patient confidentiality and privacy while conducting audits. The
confidential patient list must NOT be saved or copied onto any personal or work device or
computer. When finished with each auditing session, you must first delete the patient list file
from your computer (usually in a ‘download’ folder) and, secondly, delete the file from the
‘recycle bin’ on your computer desktop. In this way, the confidentiality of health service
patients can be appropriately respected and protected.

Conducting the audit

The research team will spend some time at the beginning of the audits showing you how to
navigate around the software. The software that is used within the PHCCs is Best Practice

Once you have your list of patients, you are ready to start the audits.

The table below provides detailed instructions on where to find the information required for
each question in the audit tool and where appropriate clarification of what the question is
asking.

Some required demographics can be found in 3 places in the record:

1. Atthe top of the open record is a band of some demographics that remains in view.
(Often in Blue text) This has fields of name, DOB, gender, marital status, occupation,
smoking status, and alcohol status. However, the fields are not always completed.

2. Under the left-hand side menu there is a tab titled ‘Family/Social history’ If you click
on that tab a box will open that has some of the same demographic fields in it.
However, you may find that not all fields have been completed.

3. Some of this information may also be found in the clinical progress notes from the
clinicians but it requires finding it as you read through the notes.

Another useful place to start searching for some of the fields from across the audit is in an
Adult Health Assessment (billed as a 715) completed in the last 12 months.
The results of the health check are documented in 2 places:
1. Inthe clinical notes
2. Under the tab Enhanced Primary Care there is a secondary field Health Assessments
this will have any completed health assessments filed there.
Clinical notes are found under the tab ‘Past Visits’

Record ID - Automatically Generated

SECTION 1

Demographics

Field Location in Chart Comments

Auditor Insert your initials

Audit date Insert date of audit (if you click
on the ‘Today’ box it will
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automatically populate with
today’s date.

Age

At the top of the Open
Chart in the demographic
band under ‘Age’

Sex

At the top of the Open
Chart in the demographic
band under ‘Birth Sex’

Indigenous status

At the top of the Open
Chart in the demographic
band. Recorded under
‘Ethnicity’

Marital status

In the ‘Family/Social
history’ tab

Employment Status

At the top of the Open
Chart in the demographic
band under ‘Occupation’
OR

In the ‘Family/Social
history’ tab

OR

In the clinical notes

Usual Living Arrangements

In the ‘Family/Social
history’ tab

OR

In the clinical notes

Is overcrowding an issue for
this client in their place of
residence

In the clinical notes

Is the client at risk of being
homeless

In the clinical notes

SECTION 2

Attendance at health service

Have any of the following
MBS Item numbers been
claimed in past 12 months
(1st Audit only) or since the
previous audit?

In the open chart click on
the top tab labelled
‘Open’ then click on
‘Billing History’ A new
window will open that has
the billing history —you
are looking for any of the
listed numbers under the

There are often several billing
items, but we are only looking

for the ones that are listed
here. However, if you see a
billing that is relevant such as

relating to chronic disease, case

management, allied health,

nursing etc., list it under Other

MBS item relevant claims
Is there evidence that a 715 715 are located in 2
been completed in the last places:

12 months?

Just as clinical note
entries, in Clinical notes
but also under the tab
‘Enhanced Primary Care’
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—expand to see the tab
‘Health assessment’

Has this 715 been claimed

In the open chart click on
the top tab labelled
‘Open’ then click on
‘Billing History’ A new
window will open that has
the billing history —you
are looking for a billing for
item number 715

Within the last 12 months.

SECTION 3

DIAGNOSIS INFORMATION, COMPLICATIONS AND PROCEDURES

Documented history of
conditions

Open up the ‘Past History’
tab. There is a list of
‘Active’ and ‘Inactive’
conditions. Check both

Polypharmacy

Open up the ‘Current Rx’
tab

Polypharmacy is when there
are 5> medications prescribed.
List medication name, dose,
frequency etc

List of medications

In clinical notes

OR

MBS number 900 is a
medication review so go
to the clinical notes of the
date that item was billed
for more information.

SECTION 4

Risk Factors, Management and Review

Smoking

Current smoker

At the top of the Open
Chart in the demographic
band under ‘Tobacco’

OR

In the ‘Family/Social
history’

OR

In the clinical notes

(if yes) Evidence of health
service response

In clinical notes

OR

In ‘Correspondence out’
tab which may include a
referral
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Comments Free text to provide more
information if available on the
health service response

Alcohol

Evidence of alcohol
consumption above
recommended guidelines or
deemed high risk?

At the top of the Open
Chart in the demographic
band under ‘Alcohol’

OR

In the ‘Family/Social
history’ tab

OR

In the clinical notes

Recommend guidelines are:
healthy men and women
should drink no more than 10
standard drinks a week and no
more than 4 standard drinks on
any one day.

(if yes) Evidence of health
service response

In clinical notes

OR

In ‘Correspondence out’
tab which may include a
referral

Comments Free text to provide more
information if available on the
health service response

Drugs

Evidence of illicit drug use?

In the ‘Family/Social
history’ tab

OR

In the clinical notes

(if yes) Evidence of health
service response

In clinical notes

OR

In ‘Correspondence out’
tab which may include a
referral

Comments

Free text to provide more
information if available on the
health service response

ABSOLUTE CARDIOVASCULAR

RISK ASSESSMENT

Is there a record of Absolute
Cardiac Risk assessment in
the last 2 years?

In the ‘lipid Chemistry’
report under the
‘Investigations reports’
tab

OR

In the clinical notes

OR

In the ‘Observations’
table under CV risk

The CVD risk is sometimes (but
not always) calculated and
documented on the pathology
report.

The tool used is the NVDPA
assessment of absolute
cardiovascular disease

(if yes) Which standard tool
is used to calculate absolute
cardiovascular risk (CVR)
assessment?

See above
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If assessed, what is the
recorded absolute
cardiovascular risk (%)

In the ‘lipid Chemistry’
report under the
‘Investigations reports’
tab

OR

In the clinical notes

Is there evidence of a health
service response to a CVR of
>10%?

In the clinical notes or
correspondence section

Obesity

Is there a recorded height in
the whole record (regardless
of date)

In the ‘Observations’ tab

For this value any recording
irrelevant of date can be used

(if yes) What is their height
incm?

In the ‘Observations’ tab

Is there a recorded weight
within the last 12 months?

In the ‘Observations’ tab

Only within the last 12 months

(if yes) What is their last
recorded weight in kg?

In the ‘Observations’ tab

Is there a record of Body
Mass Index (BMI) in the last
12 months?

In the ‘Observations’ tab

(if yes) What is the BMI
recording?

In the ‘Observations’ tab

Only within the last 12 months

Have concerns been raised
about obesity/overweight in
the last 12 months?

In the clinical notes

(if yes) Evidence of health
service response?

In clinical notes

OR

In ‘Correspondence out’
tab which may include a
referral

Comments Free text to provide more
information if available on the
health service response

Nutrition

Is there evidence of any
concerns raised with
nutrition?

In clinical notes

This refers to inadequate
nutrition, underweight,
malnutrition or poor diet that is
not related to being overweight
or obese.

(if yes) Evidence of health
service response to issues
with nutrition?

In clinical notes

OR

In ‘Correspondence out’
tab which may include a
referral
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Comments

Free text to provide more
information if available on the
health service response

Is there record of any issues
with access to food?

In clinical notes

Food access problem - more
information

Free text to provide details

Physical Activity

Is there documentation
and/or assessment of
physical activity?

In clinical notes

(if yes) Are there concerns
about the level of activity?

In clinical notes

(if yes) Evidence of health
service response to concerns
regarding physical activity
levels?

In clinical notes

OR

In ‘Correspondence out
tab which may include a
referral

)

Comments Free text to provide more
information if available on the
health service response

SECTION 5

Clinical Measurements/Investigations

Blood Pressure

Is there evidence of BP
measurements in the last 12
months?

In the ‘Observations’ tab
OR
In the clinical notes

(if yes) What is the BP
recorded?

In the ‘Observations’ tab
OR
In the clinical notes

Is the BP reading higher than
140/90°?

In the ‘Observations’ tab
OR
In the clinical notes

(if yes) Is there a
documented management
plan?

In the clinical notes

OR

In the GP management
plan that can be found in
the ‘Enhanced Primary
Care’ tab

Comments re management
plan

Free text

Is there evidence that blood
pressure medication was
reviewed?

In the clinical notes -
under Actions or Plan

N/A relates to cases where
either BP was not taken, or BP
was within normal limits (equal
to or below 140/90
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Urinalysis/Kidney function

Evidence of urine dipstick
test in the last 12 months?

In clinical notes

Evidence of urine analysis in
the last 12 months?

In clinical notes

OR

Under the ‘Investigations’
tab look for a report that
is titled Urine Proteins

Is the most recent dipstick
test/urine analysis positive
to protein (1+ or more)?

In clinical notes

OR

Under the ‘Investigations’
tab look for a report that
is titled Urine Proteins

Normally results of a dipstick
are recorded in the clinical
notes whereas results of urine
analysis are recorded in the
Pathology results under the
Investigations tab in a Urine
Proteins report

Is there a record of ACR
within the last 12 months?

Under the ‘Investigations’
tab look for a report that
is titled Urine Proteins

ACR stands for Albumin to
Creatinine Ratio

Normal range is

<2.5 (Male)

<3.5 (Female)

Was the ACR > 2.5 (male) or
>3.5 (female)?

Is there evidence of Health
service response to high
ACR?

In clinical notes

Comments regarding Health
Service response

Is there a record of eGFR in
the last 12 months?

Under the ‘Investigations’
tab look for a report that
is titled General

Stands for estimated
Glomerular Filtration Rate
Normal is above 90 but in this

chemistry case not necessarily looking for
a health service response if the
>60 box is ticked.
Most recent eGFR range a/a
Is there evidence of a health | In the clinical notes
service response to low eGFR | OR

In the GP management
plan that can be found in
the ‘Enhanced Primary
Care’

OR

In correspondence out via
an appropriate referral

Health Service response -
comments

Blood Glucose level

Evidence of blood glucose
test (HbA1c) in the last 12
months?

Under the Investigations
tab look for a report
named Diabetes
monitoring
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(if yes) What was the most
recent HbA1C reading in
mmol?

Under the Investigations
tab look for a report
named Diabetes
monitoring

(if yes) What was the most
recent HbA1C reading as a
%?

Under the Investigations
tab look for a report
named Diabetes
monitoring

Is the most recent blood
glucose test (HbA1C) result
>53 mmol or >7% ?

Under the Investigations
tab look for a report
named Diabetes

monitoring
(if yes) Is there a In the clinical notes May include referral to
documented management OR dietician, or diabetes educator,

plan relating to abnormal
HbA1C?

In the GP management
plan that can be found in
the ‘Enhanced Primary
Care’

OR

In correspondence out via
an appropriate referral

or specialist.

Lipid profile

Is there evidence of a lipid
profile test in the last 12
months?

Under the Investigations
tab look for a report
named Lipid Chemistry

(if yes) Is LDL-C >2.5 mmol?

Under the Investigations
tab look for a report
named Lipid Chemistry

A yes answer is an abnormal
result. Abnormal results are
recorded in red on the
pathology report

(if yes) Is HDL-C < 1.0 mmol?

Under the Investigations
tab look for a report
named Lipid Chemistry

A yes answer is an abnormal
result.

Abnormal results are recorded
in red on the pathology report

(if yes) Is Triglycerides > 1.5
mmol?

Under the Investigations
tab look for a report
named Lipid Chemistry

A yes answer is an abnormal
result.

Abnormal results are recorded
in red on the pathology report

Is there a record of a Total
Cholesterol/HDL ratio within
the last 12 months?

Under the Investigations
tab look for a report
named Lipid Chemistry

(if yes) What was the most
recent cholesterol/HDL
ratio?

Under the Investigations
tab look for a report
named Lipid Chemistry

Was the ratio above
4.5mmol/L?

A ratio greater than 4.5 is
considered a high risk for
coronary heart disease. So, a
result above this is an abnormal
result. Abnormal results are
recorded in red on the
pathology report

(If yes to any of the above)

In the clinical notes
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Evidence of health service
response to abnormal lipid
findings?

OR

In the GP management
plan that can be found in
the ‘Enhanced Primary
Care’

OR

In correspondence out via
an appropriate referral

(If yes) Response provided

Comments

Free text to provide more
information if available on the
health service response

Osteoporosis

Is there evidence of an
osteoporosis screen for
eligible clients
(postmenopausal women
(regardless of age) and men
over 50years of age)?

In the clinical notes

OR

In the Investigations tab
OR

In ‘Correspondence In’ in
the form of a report

(if yes) Is the client deemed
high risk?

In the clinical notes

For those screened at high or
moderate risk, is there
evidence of further
investigations been carried
out?

In the clinical notes

OR

In ‘Correspondence out’
in the form of a referral
OR

In the Investigations tab

Has osteoporosis been
diagnosed?

In the clinical notes
OR
Past History- active

If osteoporosis has been
diagnosed has non-
pharmacological advice &
interventions been provided?

In the clinical notes

If osteoporosis has been

In the clinical notes

diagnosed has OR
chemoprophylaxis In the medications —
commenced? ‘Current RX’
SECTION 6

Systems Examinations

Foot Check

Is there evidence of a foot
check?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

In the last 12 months

(if yes) Comments

Free text to provide more
information

Oral health
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Evidence that client has had
a dental check in last 12
months

Includes: examination of
teeth, gums, oral care e.qg.
teeth cleaning, toothache or
bleeding gums

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

(if yes) Dental check - more
information of findings

Free text to provide more
information

Continence

Is there evidence of
continence screen within the
last 12 months?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

(if yes) Are there any
concerns with continence?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

(if yes) What are the
concerns?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

Free text to provide more
information

Is there evidence of referral
for further
assessment/intervention?

In the clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

(if yes) What was the
intervention?

Free text to provide more
information

Eye Examination

Evidence of eye condition
screening within the last 12
months?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’ in
the form of an assessment
report
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Comments

Free text to provide more
information

Have concerns been raised
with eye/ vision?

In the clinical notes

(if yes) has action been taken
to address concerns?

In the clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’ in
the form of an assessment
report

More information on action
taken

Free text to provide more
information

Hearing

Has a hearing test been
conducted within the last 12
months?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Have concerns been raised
with hearing?

In the clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

(if yes) Have actions been
taken to address concerns?

In the clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report
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Comments on actions

Skin check

Is there evidence of a skin
check?

In the clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

In the last 12 months

Have concerns been raised
regarding skin?

In the clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

(If yes) have actions been
taken with concerns raised?

In the clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

y

Comments

Free text

Section 7

Scheduled services

Immunisation Status

Evidence of Influenza
vaccination within the last
12 months?

In the Immunisations tab

Evidence of current
Pneumococcal vaccinations?

In the Immunisations tab

Pneumococcal is current if

received as a child then have a
booster when >50 years of age

OR
2 doses after the age of 50

Evidence of COVID-19
vaccination?

In the Immunisations tab

Partial if only had 1 or 2 doses.

Other tests

Documentation of pulse rate
& rhythm in the last 12
months?

In the ‘Observations’ tab
under the ‘Pulse’ field
OR

In the clinical notes

Documentation of cervical
screening test (HPV)?

In the Cervical screening
tab

Women aged 25 to 74 years of

age should have a screening
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test every 5 years. Check the
date of the last test.

Documentation of
mammography?

In the clinical notes

OR

In the ‘Investigations’ tab
see report titled
mammogram or Xray
report

OR

In ‘Correspondence in’ in
the form of a report

Recommended every 2 years
over the age of 50yrs

Documentation of sexual &
reproductive health
discussion?

In the clinical notes

In the last 12 months

Section 8

Emotional wellbeing care

Is there record of screening
for emotional wellbeing
using a standard tool in the
last 12 months?

In the Clinical notes
OR
In the ‘Observations’ tab

Tools listed in the Observation
tab may include the DASS21 for
depression, Anxiety, Stress or
the K10. Look in the
corresponding clinical notes for
comments on test results.

What tool was used?

In the Clinical notes
OR
In the ‘Observations’ tab

What was the score?

In the Clinical notes
OR
In the ‘Observations’ tab

Is there any documented
questions (not a tool)
regarding emotional
wellbeing in the last 12
months?

In the Clinical notes

If no tool was used were there
discussion with someone and
guestions asked?

Have any concerns been
raised about emotional
wellbeing as aresult of
questions or tools used?

In the Clinical notes

(if yes) Is there evidence of a
Health Service response to
concerns raised?

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Other - more information

Free text
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If there are
recommendations from an
external service have they
been implemented?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

What is the implementation
- more details

Free text

Family Relationships

Is there evidence of risk
within the last 12 months
that requires client to be

linked in with social services?

In the Clinical notes

Comments Free text to provide more
information

Social

Evidence of social In the Clinical notes

interactions

Section 9

Cognitive Function

Since the client turned 45
years of age, have concerns

about memory, confusion, or

thinking problems been
raised?

In the Clinical notes

This question is only relevant
for those that are aged 45 years
and above. For those younger
tick N/A

Who raised the concern?

In the Clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

(if other) Comments?

Document who raised concerns
if they are not listed in the tick
box option

Since the client turned 45
years of age, is there
evidence of assessment of
cognition?

In the Clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

OR

In the ‘Observation’ tab —
MMSE

This may be just free notes in
the clinical notes following
guestions by the GP or Health
worker, or allied health
clinician, or memory questions
asked in the health assessment,
or a tool used and recorded in
the observations tab.

N/A would be for clients under
45 yrs

Which cognitive assessment

tool was used?

In the Clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab
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OR
In the ‘Observation’ tab —
MMSE

What was the test score?

In the Clinical notes

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

OR

In the ‘Observation’ tab —
MMSE

Outcome of cognitive
assessment - comments

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Has a diagnosis been
documented?

In the Clinical notes
OR
In the ‘Past History’ tab

For those clients where
concerns have been raised or
assessment of cognition has
been performed, is there
evidence of investigations
related to Cl e.g. CT-Brain,
MRI-Brain, lab investigations

In the Clinical notes
OR

In the ‘Investigation
Reports’ tab

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

The reason for having the test
must specify that it relates to
concerns with memory or
confusion etc

What investigation was
done?

In the Clinical notes
OR

In the ‘Investigation
Reports’ tab

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Is there documentation of
any BPSD (wandering,
aggression, disinhibition?

In the Clinical notes

This only relates to someone
where memory problems or a
dementia diagnosis has been
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documented - otherwise it is
N/A

What was the behaviour?

In the Clinical notes

Free text to document findings

Has the client been referred
to a specialist?

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

This only relates to someone

where memory problems or a
dementia diagnosis has been

documented — otherwise it is
N/A

What specialist?

In the Clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

OR

In ‘Correspondence in
tab in the form of an
assessment report

)

’

Is there evidence they have
seen a specialist?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

Date seen by specialist

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

If referred to a specialist is
there a record of a report
from the specialist?

’

In ‘Correspondence in
tab in the form of an
assessment report

Did the specialist make

In the Clinical notes

recommendations? OR
In ‘Correspondence in’
tab in the form of an
assessment report
What recommendations In the Clinical notes
were made? OR

In ‘Correspondence in’
tab in the form of an
assessment report

If recommendations are
made by the specialist is

In the Clinical notes
OR
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there evidence they have
been actioned?

In ‘Correspondence in’
tab in the form of an
assessment report

Is there evidence of
assessment of decision-
making capacity?

In the Clinical notes

Decision-making capacity -
more information

In the Clinical notes

Free text

Is there evidence that a
proxy decision-maker or
EPOA (Enduring Power of
Attorney) been appointed or
discussed?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

The social workers can assist
with completing these
documents so may have
uploaded documentation

Is there evidence of
discussions around [EOL etc.]

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

The social workers can assist
with completing these
documents so may have
uploaded documentation

N/A can be ticked for clients
younger than 40 years

Section 10

Support Services

Has a referral to My Aged
Care been made?

In the Clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

y

Looking for evidence of the
referral so

Yes — referral documented
No — discussions but
documented that no referral
made

N/A — client under 45 years
Unknown — client in
appropriate age range but no
evidence in the chart around
discussions or referrals

Date of the referral

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Has the client had a RAS
assessment?

In the Clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

OR

y

Looking for evidence of the
referral so

Yes — referral documented
No — discussions but
documented that no referral
made
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In ‘Correspondence in’
tab in the form of an
assessment report

N/A — client under 45 years
Unknown — client in
appropriate age range but no
evidence in the chart around
discussions or referrals

Date of the referral

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Has the client had an ACAT
assessment?

In the Clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

y

Looking for evidence of the
referral so

Yes — referral documented
No — discussions but
documented that no referral
made

N/A — client under 45 years
Unknown — client in
appropriate age range but no
evidence in the chart around
discussions or referrals

Date of the referral

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Does the client receive aged
care services?

In the Clinical notes

What, are the services?

In the Clinical notes

Does the client receive other
support services?

In the Clinical notes

(if yes) specify

In the Clinical notes

Free text to document services
being received

What support services are in

In the Clinical notes

place?

other In the Clinical notes Free text to document services
being received

Section 11

Allied Health Support
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Is there evidence of allied
health involvement?

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Type of allied health
involvement

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Type of intervention

In the Clinical notes

OR

In ‘Correspondence out’
tab in the form of a
referral

OR

In ‘Correspondence in’
tab in the form of an
assessment report

Section 12

Functional Assessment

Is there evidence that a
functional assessment has
been carried out?

In the Clinical notes

OR

In ‘Correspondence in’
tab in the form of an
assessment report

OR

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

In the last 12 months

Is it part of the 715?

In the ‘Adult Health
Assessment’ found in the
‘Enhanced Primary Care’
tab

The 715 is the adult Health
Assessment
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Is it an independent
assessment?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

Looking for clinical note entry
by Allied Health, nursing or
health worker

Who is the assessment by

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

Is there evidence of the
following components being
assessed?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

Looking for clinical note entry
by Allied Health, nursing or
health worker

Other

Free text to describe other

Have concerns regarding
function been raised?

In the Clinical notes
OR

In ‘Correspondence in’
tab in the form of an
assessment report

Is there a Health Service
response to concerns raised?

In the Clinical notes

OR

In ‘Correspondence in’
tab in the form of an
assessment report

OR

In ‘Correspondence out’
tab in the form of a
referral

Health Service response -
more details

In the Clinical notes

OR

In ‘Correspondence out
tab in the form of a
referral

J

Form Status

Complete?

Use drop down box to select
complete once audit completed
Then save and exit form
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Appendix J
Public Health Act—Waiver of consent

This administrative form
has been removed
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This administrative form
has been removed
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Appendix K

Data summary—example

Hammond Island

RESULTS FROM BASELINE AUDITS AND YARNING
CIRCLES

HARTE)

158 Charts in Best Practice were audited during April = May 2022

Included all Hammond residents that:

= Aged 18yrs and over
» Had a face to face for telehealth appointment within the last 12 months
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RESULTS: HART@

Torres Sirak kla

Gender
® Aborkgral
Boih|
Nama
Mol speciied
148%) (52%)

All records complete for gender

All records complete for Ethnicity

Male (76, 48.1%), Female (82, 51.9%)

Torres Strait Islander (136, 86.1%), Aboriginal (0, 0.0%), Both (15, 9.5%), Neither (7, 4.4%),

HARTE)

Marital Status: Mainly not recorded in the chart Employment status documented:

Empiyes 7

Singla
Vo]

Married
-

DeFacto
R

Widowed Docabily gz

Diorced G pnilen
Horme cfes

Mok spaciied
Mot spectied

ora

Marital status missing for 55% Of clients
Employment not specified in 32% of clients

We also looked at living situation (who client lived with, their risk of overcrowding in the
home and the risk of homelessness)

Liues siore

Livas wih partna
Hamsiees|
Net speckicd|

Cihe|

76% charts did not document who the client lived with in the social demographic section
and over 90% charts made no reference to whether the client had a safe place to reside.
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Adult Health Check HART@

O TYTTTTYYTIITTTTYITRRTY)
pedpisetaetetaeteeieee
LRI LI IR LIRSS SLEL]
tetbeiteettetaeetieeieg
I EEEEZIELERL]

Only 26 people out of 158 had had a completed AHC in
the last 12 months

Figures above shown as a percentage:

Yes (26, 16.5%),
Partial completion [ draft (6, 3.8%),
No (126, 79.7%)

Recorded diagnosis H ART IV ll -"!

2 3 3 & 3 g = ] § &
< 4 2 4z 20 F 3 N

F 1l 5 oI % Iz H
i 5 & 22 LAl | H 4 2 38 § 8

i 4

) ¥ ] -8 g : 4 2 & § i - 4
H i 8

:
;

£

Biggest disease is diabetes with 59 people (37%) However 24% (37 people) had no disease
diagnosis

HARTE)

Polypharmacy Evidence of a medication review in the last 12 months

YES 16 (10%)

NO 142 (90%)

£

a
'} 2
x S

Medication review: Yes (34, 21.5%), No (105, 66.5%), N/A (19, 12.0%)

N/A applied to those that had no diagnosis and were on no medications
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SMOKING

“%

| Not recorded for 24 people (15%) |

Mol veumartsd

Yes (58, 36.7%), No (76, 48.1%), Not documented (24, 15.2%)

HARTE)

SMOKING

Health Service Response to those 58 people that are smokers

Abviaed 1o qui

Rsferrest to ok

In 40% of those that
e smoke there was no
evidence of any
action been taken

Ot

o Bestenc o 1

Advised to quit (25, 43.1%), Referred to smoking cessation program (1,
1.7%), Prescribed medication (15, 25.9%), Other (1, 1.7%), No evidence of
response (23, 39.7%)

Alcohol consumption above g HART@

recommended guidelines or deemed
high risk

INot recorded for 55 people (35%) |

Wt documesiag)

Yes (14, 8.9%), No (89, 56.3%), Not documented (55, 34.8%)
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Alcohol consumption above
recommended guidelines or
deemed high risk

Aued o raduc

Refarred 1 ATO

Health Service response to those
14 people that drank above the Prescbs i
recommended limits

Othe

No evidence of ¢

In 43% of those that drank . : ‘ ¢ ‘
above the guidelines there
was no evidence of any
action been taken

Advised to reduce intake and discussion on healthy limits etc (8, 57.1%),
Referred to ATODS or other program (0, 0.0%),

Prescribed medication (0, 0.0%),

Other (0, 0.0%),

No evidence of response (6, 42.9%)

Cardiovascular risk assessment HART : 4

.....

11v@ tedtbirateetetetttieee

4 tettttrtenttttiteeetee
Phadbiritiititiiittiid
tetebinttees

Only 7 people (4.5%) had had a CVR assessment
within the last 2 years

Yes (7, 4.4%),
No (151, 95.6%)

Recorded height in the chart

HARTE)

" Yes 123

No 35

Yes (123, 77.8%),
No (35, 22.2%)

404



Recorded weight in the chart
within the last 12 months =

Yes 96

No 62

Ve
o

Yes (96, 60.8%),
No (62, 39.2%)

120

B[}[l'f MASS INI]E)( =

Q ' Yes 39
No 119

B EA
5y 30 - 3

Yes (39, 24.7%),

No (119, 75.3%)

Recorded BMI in the last 12 months HART \

Have concerned been raised
about obesity / overweight in the 8
last 12 months?

Yes 19

p No 139

s
o

Yes (19, 12.0%),
No (139, 88.0%)

Although at a later stage we will be able to calculate the BMIs based on height and
weight to see if they are in the Obese range and compare to see if any Health service
response to those that are
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Evidence of Health
Service response to the
19 people where

Alvics on et o

concerns have bEEn M!dluncr:i-
raised Raforai o e -
Rteerl 1o caard)
Retunal i sped

ieight manage

Otfar (plaasa 3p

|

I

Advice on diet or exercise or healthy eating or healthy lifestyle (19, 100.0%),

Medications (3, 15.8%),

Referral to dietician (6, 31.6%),

Referral to exercise physiologist (0, 0.0%),
Referral to specialist (0, 0.0%),

Weight management plan (2, 10.5%),
Other (please specify below) (7, 36.8%)

Is there any evidence of any
concerns raised with nutrition
in the last 12 months?

Yes 9

No 149

Yes (9, 5.7%),

No (149, 94.3%)

Evidence of a health

service response to the 9

people where concerns
had been raised about
their nutrition

Suppismants/ m.

Scraaring tuo

Feafarral 1 diotic

ther {plense =5,

Advice (3, 33.3%),

Supplements/ medications (2, 22.2%),
Screening tool (1, 11.1%),

Referral to dietician (3, 33.3%),

Other (please specify below) (6, 66.7%),
No evidence of response (0, 0.0%)
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We also looked for
documented about issues
with access to food

Yes (1, 0.6%),
No (157, 99.4%)

Is there documentation B
and/or assessment of
physical activity? ]

Yes 31

No 127

Yes (31, 19.6%),

No (127, 80.4%)

In the 31 people where . HART@

there was an assessment
done we looked to see if
there were concerns

about the level of ) Yes 11
activity Or if the '
assessment / No 20

documentation indicated
low exercise levels /
inactivity T

Yes (11, 35.5%),
No (20, 64.5%)
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Inthe 11 ®

people where

concerns had "

been raised
we looked at .

the Health

service

response

Advice (11, 100.0%),
Referral (1, 9.1%),

N
BP We asked if there was a HART@

record of BP being taken
within the last 12
months and also we
recorded the BPs

----------------------

Yes 122 FERRRRRRRERNRRORONARAY

--------------

No 36 S RIS RREEL
.|

Yes (122, 77.2%),

No (36, 22.8%)

We looked to see if the BP was HART )
higher than 130/80 RS
Yes 41 v
] Then, was
No 81 ' there a Yes 9
documented 7
" management No 32

plan for the 41 .
people whose
BP was high?

BP higher than 130/807  Yes (41, 33.6%), No (81, 66.4%)
Documented management plan?  Yes (9, 22.0%), No (32, 78.0%)

We also asked if BP medication had been reviewed? Yes (14, 8.9%), No (36, 22.8%), N/A
(108, 68.4%)= didn’t have high BP
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Kidney function HART@

1o

Yes 24
Evidence of a No 134
urine dipstick in .
the last 12
months

Yes (24, 15.2%), No (134, 84.8%)

Kidney function

00

Yes 63

5

Evidence of a No 95

urine analysis in
the last 12
months

Yes (63, 39.9%), No (95, 60.1%)

| HART)
We looked to see either v -

test was positive to
proteins and if positive was Health Service Response
there a Health Service .
response Yes 9
— . No 12
Positive to proteins N
in 22 people
"

Positive to proteins Yes (22, 34.4%), No (42, 65.6%), Not specified (0, 0.0%)

Health service response Yes (9, 42.9%), No (12, 57.1%)
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We also looked to see if an ACR had been taken in HART@

the last 12 months and where results were high was
there a Health service response?

ACR taken in last Was the ACR > 2.5 Is there evidence of Health

12 months? (male) or >3.5 service response to high
(female)? ACR?

Yes 53 Yes 14 Yes 5

No 105 No 39 No 9

Is there a record of ACR within the last 12 months? Yes (53, 33.5%), No (105, 66.5%)

Was the ACR > 2.5 (male) or >3.5 (female)? Yes (14, 26.4%), No (39, 73.6%)

Is there evidence of Health service response to high ACR? Yes (5, 35.7%), No (9, 64.3%)

We also looked to see if an eGFR had been taken in the HART j
last 12 months and where results were abnormalwas
there a Health service response?

Is there a record Is there evidence of a
of eGFR? Health Service response to
8 people had results low eGFR? (<60)
Yes 82 of 60 or less
Yes 3
No 76
No 5

Is there a record of eGFR in the last 12 months? Yes (82, 51.9%), No (76, 48.1%)
Most recent eGFR range >60 (74, 90.2%), 30-59 (7, 8.5%), 14-29 (1, 1.2%), < 15 (0, 0.0%),

Is there evidence of a Health Service response to low eGFR? Yes (3, 37.5%), No (5, 62.5%)

Blood Glucose levels HART )

Yes 67

No 91

Evidence of blood glucose
test (HbA1c) in the last 12 2
months?

Evidence of blood glucose test (HbA1c) in the last 12 months? Yes (67, 42.4%), No (91,
57.6%)

410



Blood Glucose levels HART "
We looked at © Inthe 67
the most people In those 12 people there
recent HbA1C ¢ thathada was a Health Service
readings in test, response to 7 of the cases
mmol and as a _ levels
% and looked " were
to see if the higher
levels were “  than
>53mmol or normal in
>7% .12 people

F] 2

Is the most recent blood glucose test (HbA1C) result >53 mmol or >7% ? Yes (12, 17.9%),
No (55, 82.1%)

If HbA1C is >53mmol or >7% is there evidence of a Health Service response? Yes (7, 58.3%),
No (5, 41.7%)

Lipid profile HART@

Lipid Profile 5
High sk We looked to see if

* LDL-C > 2.5mmol

* HDL-C <1.0mmol

* Triglycerides were >1.5mmol
* Total Cholesterol/HDL ratio

Is there evidence of Yes 68
a lipid profile test in
the last 12 months? No S0

Is there evidence of a lipid profile test in the last 12 months? Yes (68, 43.0%), No
(90, 57.0%)

Is LDL-C >2.5 mmol? Yes (41, 60.3%), No (27, 39.7%)
Is HDL-C < 1.0 mmol? Yes (12, 17.6%), No (56, 82.4%)
Is Triglycerides > 1.5 mmol? Yes (29, 43.3%), No (38, 56.7%)

Is there a record of a Total Cholesterol/HDL ratio within the last 12 months? Yes
(68, 43.0%), No (90, 57.0%)

Was the ratio above 4.5mmol/L? Yes (20, 29.4%), No (48, 70.6%)

Lipid profile

Of the 57 people with

abnormal findings we Rekdpmy o2
asked if there was a

health service

Magicatse {com

response Retenattn st
T ——
Yes 25
No 32 ° : W ow o

Is there evidence of health service response to abnormal lipid findings? Yes (25, 43.9%), No
(32, 56.1%)

Response: Advice by GP (21, 84.0%),
Medication (commenced / changed) (6, 24.0%),
Referral to diabetes educator (1, 4.0%),

Referral to dietician (4, 16.0%),

Other (4, 16.0%)
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Osteoporosis screen for eligible clients?

Ui s mans

] £ 0 o ] Healthy bone Ostooporosis

INo evidence that any eligible client had had a screen I

Is there evidence of an osteoporosis screen for eligible clients (postmenopausal women
(regardless of age) and men over 50 years of age)? Yes (0, 0.0%), No (42, 26.6%), N/A (110,
69.6%), Unsure of menopausal status of female (6, 3.8%)

HART{

Foot check

Is there evidence of a foot check?

Yes 15

No 143

Is there evidence of a foot check? Yes (15, 9.5%), No (143, 90.5%)

Is there evidence that client has had a dental check
in last 12 months?

Yes 6

No 152

Is there evidence that client has had a dental check in last 12 months? Includes:
examination of teeth, gums, oral care e.g teeth cleaning, toothache or bleeding gums? Yes
(6, 3.8%), No (152)

412



Continence

Is there evidence of
continence screen
within the last 12
months?

Yes 14

No 144

Is there evidence of continence screen within the last 12 months? Yes (14, 8.9%), No (144,

91.1%)

In the 14 screens, were
any concerns with
continence?

Is there evidence of
referral for further
assessment/intervention?

Are there any concerns with continence? Yes (1, 7.1%), No (13, 92.9%)

Is there evidence of referral for further assessment/intervention? Yes (0, 0.0%), No (1,

100.0%)

Yes 1

No 13

"

cm N a0 s o

=3

Eye checks Is there evidence of eye condition screening HAR
within the last 12 months?

w

Eye dision ek

Is there evidence of eye condition screening within the last 12 months? visual Acuity (32,

20.4%),

Eye dilation check (1, 0.6%),
Trichiasis (0, 0.0%),

Glaucoma (0, 0.0%),

Macular degeneration (0, 0.0%),
Cataracts (0, 0.0%),

Other (specify below) (4, 2.5%),
No record (124, 79.0%)

Also asked if any concerns raised Yes (1, 0.6%), No (157, 99.4%) and if action taken Yes (1,

100.0%), No (0, 0.0%)

Tichiess|
Cataracs|

Glaueoma|

Ot 55y s

He e

Hearing assessment

within the last 12 months?
Yes 10

No 148

Has a hearing test been conducted within the last 12 months? Yes (10, 6.3%), No (148,

93.7%)

Has a hearing test been conducted

HARTE)

cases

Concern raised
in 4 people with
the Health
Service taking
actionin all 4

Have concerns been raised with hearing? Yes (4, 40.0%), No (6, 60.0%)
Have actions been taken to address concerns? Yes (4, 100.0%), No (0, 0.0%)
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skin check HART@

Is there evidence of a skin check? Yes 20 No 138

Have actions been taken
with concerns raised?
Yes6 NoO

Have concerns been
raised regarding skin in
those 20 people?

Yes 6 No 14

Is there evidence of a skin check? Yes (20, 12.7%), No (138, 87.3%)
Have concerns been raised regarding skin? Yes (6, 30.0%), No (14, 70.0%)

Have actions been taken with concerns raised Yes (6, 100.0%), No (0, 0.0%)

Immunisations y 7' HART@

Influenza i

Pneumococcal covip-19

"

Fartal coverage|

=
Ho
e

Is there evidence of Influenza vaccination within the last 12 months? Yes (35, 22.2%), No
(123, 77.8%)

Is there evidence of current Pneumococcal vaccinations? Yes (50, 31.6%), No (108, 68.4%)
Is there evidence of COVID-19 vaccination? Yes (95, 60.1%), No (11, 7.0%), Partial coverage
(52, 32.9%)

Pulse rate & .
Kt cervical
ry screening test
(HPV)? mammography
Yes 122
No 36 Yes 33 Yes 9
Mo 48 No 18
N/A 77 N/A 131

Is there documentation of pulse rate and rhythm in the last 12 months? Yes (122, 77.2%),
No (36, 22.8%)

Is there documentation of cervical screening test (HPV)? Yes (33, 20.9%), No (48, 30.4%),
N/A (77, 48.7%)

Is there evidence of mammography? Yes (9, 5.7%), No (18, 11.4%), N/A (131, 82.9%)
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Is there evidence of discussion
around sexual / reproductive
health?

Yes 42

No 116

Is there evidence of discussion around sexual / reproductive health? Yes (42, 26.6%), No
(116, 73.4%)

HART{§

Is there record of screening for emotional wellbeing using a
standard tool in the last 12 months? Yes 22 No 136

Is there any documented questions (not a tool) regarding
emotional wellbeing in the last 12 months? Yes 9 No 148

Have any concerns been raised about emotional wellbeing as a result of
questions or tools used? Yes 9 No 18

Is there evidence of a Health Service response to concerns raised?
Referral to a mental health service 6

Medications 1

Referral to a SEWB service 5

Other 5

Is there record of screening for emotional wellbeing using a standard tool in the last 12
months? Yes (22, 13.9%), No (136, 86.1%)

Is there any documented questions (not a tool) regarding emotional wellbeing in the last 12
months? Yes (9, 5.7%), No (148, 94.3%)

Hawve any concerns been raised ahout emotional wellbeing as a result of questions or tools
used? Yes (9, 5.7%), No (18, 11.4%), N/A (no questions asked or tools used) (131, 82.9%)

Is there evidence of a Health Service response to concerns raised? Referral to a mental
health service (6, 66.7%), Medications (1, 11.1%), Referral to SEWB service (5, 55.6%),
Other (5, 55.6%), No actions recorded (0, 0.0%)

Evidence of social interactions HART 3

o)
Famiy
cokebra,
School oubs
[
1o sumene|

Sportng orgn..| I

Socalcrpansat

Commuiy cel
Cura
HEPILHEP-

Evidence of social interactions

Church (2, 1.3%),

Family (1, 0.6%),

Community celebrations / groups (0, 0.0%),
Cultural celebrations /connections (0, 0.0%),
HCP/CHSP - group activity (0, 0.0%),

Social organisations or club (0, 0.0%),
Sporting organisation or club (5, 3.2%),
School clubs (1, 0.6%),

Other (1, 0.6%),

Nil evidence (151, 95.6%)
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Cognition and memory

Since the client turned 45 years of age, have concerns
about memory, confusion or thinking problems been
raised? Yes 3 No 64

Since the client turned 45 years of age, is there evidence of assessment of

cognition?

* Yes - specific questions on memory, cognition or thinking asked by the GP
during a consultation 1

* Yes - routine questions on memory in the 715 1

* Yes - a cognitive assessment screening tool 5

* No 61

* N/A 91

Since the client turned 45 years of age, have concerns about memory, confusion or
thinking problems been raised? Yes (3, 1.9%), No (64, 40.5%), N/A (under 45) (91, 57.6%)
Since the client turned 45 years of age, is there evidence of assessment of cognition?

Yes - specific questions on memaory, cognition or thinking asked by the GP during a
consultation (1, 0.6%),

Yes - routine questions on memory in the 715 (1, 0.6%),

Yes - a cognitive assessment screening tool (5, 3.2%),

No (61, 38.6%),

N/A (under 45) (91, 57.6%)

Which cognitive assessment tool was used? MMSE (2, 40.0%), KICA (2, 40.0%), Clock Test
(0, 0.0%), GP-Cog (0, 0.0%), Mini-cog (0, 0.0%), RUDAS (0, 0.0%), MoCA (0, 0.0%), ACE-IIl (0,
0.0%), Other (2, 40.0%)

For those clients where concerns have been raised or assessment of cognition has been
performed is there evidence of investigations related to Cl eg. CT-Brain, MRI-Brain, lab
investigations? Yes (1, 14.3%), No (5, 71.4%), N/A (1, 14.3%)

Has the client been referred to a specialist? Yes (3, 1.9%), No (1, 0.6%), N/A (under 45 or
no concerns raised to warrant referral) (154, 97.5%)

What specialist? : Geriatrician (3, 100.0%), Psychiatrist (0, 0.0%), Other (0, 0.0%)

Is there evidence they have seen a specialist ? Yes (3, 100.0%), No (0, 0.0%)

If referred to a specialist, is there a record of a report from the specialist? Yes (3, 100.0%),
No (0, 0.0%)

Did the specialist make recommendations? Yes (3, 100.0%), No (0, 0.0%)

If recommendations are made by the specialist is there evidence they have been actioned?
Yes (2, 66.7%), No (1, 33.3%)

Is there evidence of assessment of decision-making capacity? Yes (1, 0.6%), No (4, 2.5%),
N/A (no dementia /Cl diagnosis) (153, 96.8%)

Is there evidence that a proxy decision-
maker or EPOA (Enduring Power of Yes 3
Attorney) been appointed or discussed?
No 155

EOL (end of fe)

AP {Adrance ©

Is there evidence of
discussions around the 450 Rvance © |

following?

Is there evidence that a proxy decision-maker or EPOA (Enduring Power of Attorney) been
appointed or discussed? Yes (3, 1.9%), No (155, 98.1%),

Is there evidence of discussions around the following? EOL (end of life) (0, 0.0%), ACP
(Advance Care Planning) (4, 2.5%), ACD (Advance Care Directive) (5, 3.2%), No evidence
(150, 94.9%),
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Support services

Has a referral to My Aged Care been made? Yes-2 No-3 Unknown-62 (N/A-91)
Has the client had a RAS assessment? Yes- 0 No-3 Unknown- 64 (N/A -91)
Has the client had an ACAT assessment? Yes-2 No-3 Unknown-62 (N/A-91)

Does the client receive aged care services? Yes-0 No-6 Unknown-62 (N/A-91)

Does the client receive other support services? Yes- 0 No-23 Unknown-135

Allied Health involvement HART ‘_
Is there evidence of allied health involvement? Yes 35 No 123

Type of Allied Health involvement:

Pyskmerapst]
Podansi]
Psyhoiogh
TSR phySic
Sockal ol
Fhamach
Dife

Sptech gamO. I

Ocoupanions| T
Do

Exe

Type of Allied Health involvement
Physiotherapist (11, 31.4%),
Occupational Therapist (7, 20.0%),
Dietitian/Nutritionist (11, 31.4%),
Diabetic Educator (9, 25.7%),
Podiatrist (15, 42.9%),

Psychologist (0, 0.0%),

Exercise physiologist (0, 0.0%),

Speech pathologist (1, 2.9%),

Sacial Worker (0, 0.0%),

Pharmacist (0, 0.0%),

Other (0, 0.0%

Type of intervention

Weight management (6, 17.1%),

Pain management (13, 37.1%),

Activity program (0, 0.0%),
Medication management (0, 0.0%),

Psychological support (0, 0.0%),
Counselling (0, 0.0%),

Centrelink access support (0, 0.0%),
Home visit assessment, mods and equipment (4, 11.4%),
Provision of mobility aids (0, 0.0%),
Foot care (12, 34.3%),

Diabetes education/management (11, 31.4%),
Other (3, 8.6%)
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Functional assessment
¢ Isit part of the 7157

Is there Yes—0
evidence that a . No-3
functional Have concerns regarding function been raised?|
assessment
b « Yes2
has been ' NG

carried out? )
Is there a Health Service response to

Yes 3 concerns raised?
Yes- 2
No 155 T s - NoO

Is it an independent assessment? Yes (3, 100.0%), No (0, 0.0%)

Who is the assessment by? Health Worker (0, 0.0%), GP (0, 0.0%), Allied Health (3, 100.0%),
Nurse (0, 0.0%), Other (0, 0.0%)

Is there evidence of the following components being assessed?

Personal ADLs (3, 100.0%),

Instrumental ADLs (3, 100.0%),

Pain (0, 0.0%), Falls (2, 66.7%),

Financial capacity (0, 0.0%),

Driving (0, 0.0%),

Other (1, 33.3%)

Yarning Circle
findings

Chronic disease

CD has made it more challenging to grow old well

“V’'m dealing with chronic
disease, and I've never had
those issues before. But all

of a sudden, I'm dealing
with health issues.”
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Lack of services on Hammond

Mativation to keep active and fit HART‘

Passing on knowledge and wisdom

Motivation to keep active and fit

Passing on knowledge and wisdom

Cultural practices
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Taking responsibility for change in health status

Holistic Health

Taking responsibility for change in health status HART

Taking responsibility for change in health status HART‘

Social interaction .
Dementia

Solutions
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Appendix L

Ethics approvals

This administrative form
has been removed
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This administrative form
has been removed
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FNQ HREC extension approval

This administrative form
has been removed
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This administrative form
has been removed
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JCU HREC

This administrative form
has been removed
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JCU HREC extension approval

This administrative form
has been removed
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Appendix M

Site-specific assessment approval

This administrative form
has been removed
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This administrative form
has been removed
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This administrative form
has been removed
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Site-specific assessment extension approval

This administrative form
has been removed
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