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Acknowledgment to Country

We would like to acknowledge Aboriginal and Torres Strait Islander
Peoples as the traditional owners and pay respect to their spiritual
and physical connections to land, seas, and waterways where cultural
practices are strong and thriving today as always.




About us

Janet Kelly

* Grew up on Kangaroo Island, German/British/Dutch
ancestors, community health nurse, collaborative
health research with Aboriginal people to improve
health care, course coordinator.

Amy Graham

* Grew up in Adelaide, Kaurna, Narungga
woman, Aboriginal Health Practitioner, AMIC
Worker, Coordinate AKction Project.




What is the AKction2 Project?

e Aboriginal Kidney Care Together-
Improving outcomes now

* Aims to improve kidney care for and with
First Nations Peoples in South Australia
and beyond

* Based at the University of Adelaide
Nursing School

e NHMRC Ideas Grant Funding



ART- The AKction Reference Team

Ten Aboriginal people with lived experience of CKD
Personal, family & carer experiences

Haemodialysis, peritoneal dialysis, transplantation
Metropolitan, rural, regional, remote
Guide the research project

ARG: Shared with permission of individuals and their families




AKction 1 extended into AKction 2
melationships &b

AKction

HTSA/ MRFF funding
2019-2022

e Community Consultations
e Patient journey mapping
e Stakeholder workshops
e Networking - local, NT, international
e New national clinical guidelines

e Researchers o

e Yarning e Dadirri

e Aboriginal patients & families e Kidney health professionals

Health services, systems, managers, &
decision makers
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AKction

Reference

Methods

Decolonising research, working together in a

Brave Space

(deep listening) ® Ganma (knowledge

sharing) e participatory action research ¢ Restructuring
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Methodology: Decolonised PAR

Co creation & codesign

* AKction applies decolonised methods .
What should happen in healthcare & research :

and a participatory action research
(PAR) approach \

Aboriginal patients, Healthcare staff and

* Look & listen, think & discuss, take family. & community Two way services

L ) conversations - .
Sharing important Willing to listen, engage,

aCtiOn together information and and respectfully respond

personal preferences

* Prioritises First Peoples knowledge,
ways of being, knowing and doing

* Acknowledges people as experts of their

own lives and experiences Hedlthcare staff and
. . . J . . services direct the way care
* Flips typical colonial hierarchies on their happens
heads e.g. community members as chief K
investigators S
Aboriginal patients, family, & Oo ®
communities often feel that they o
have little control over their own [
healthcare .. .. °



Health/nfonet Review of Kidney Health

* A comprehensive review of key information on kidney health among Aboriginal
and Torres Strait Islander people in Australia

* There are many improvements that can be implemented to ensure effective
treatment and care are provided for Aboriginal and Torres Strait Islander
Australians such as:

* Providing holistic care that addresses social and cultural wellbeing needs

* Ensuring programs are led by, or work in
L4 . 0 . . l' d- l hB [[ = )
collaboration, with Aboriginal and Torres Strait e oo HealthBulletin
Islander families, communities, health professionals

and services. g

Australian Indigenous

' Review of kidney health among Aboriginal
and Torres Strait Islander people
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Schwartzkopff KM Kelly J' and Potter C2 (2020)

1 The University of Adelaide
2 Australian Indigenous HealthinfoNet

Suggested citation
Schwartzkopff K.M., Kelly, J., Potter, C. (2020). Review of kidney health among Aboriginal and Torres Strait Islander people. Australian
Indigenous HealthBulletin 20(4).

https://healthinfonet.ecu.edu.au/healthinfonet/getContent.php?linkid=651687&title=Review+of +kidney+heal i e e
th+among+Aboriginal+and+Torres+Strait+lslander+people&contentid=41278 1
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Cultural Bias Report

* Developed with the Lowitja Institute for NIKTT
(National Indigenous Kidney Transplantation
Taskforce)

* ldentifies 14 recommendations for improving
kidney care & services for First Nations Peoples

* Policy document now informing
Transplantation Units & kidney care

https://www.lowitja.org.au/page/services/resources/health-services-and-workforce/cultural-
safety/cultural-biasindigenous-kidney-care-and-kidney-transplantation-report

DOMAIN 1

Inclusion of Aboriginal and
Torres Strait Islander people

CULTURALLY
SAFE AND
EQUITABLE

CARE

DOMAIN 4

Structures and policies

DOMAIN 3

Service
delivery
approach
and models
of care




Community Consultations- KHA Cari
Guidelines

INDIGENOUS GUIDELINES

MANAGEMENT OF CHRONI

To respond to disparities in CKD outcomes for -

First peoples

AKction helped conduct community
consultations to develop KHA Cari Guidelines

Aim is to improve cultural safety, responsive
care, detection, management and outcomes

. . . . : Driven by the community
Guidelines currently being reviewed by - = © @ s ncommio
community for sign off Coam,

o s s @cariguidelines Outcome driven

& Focused on improving health care
services

4C’s increased community conto
. . from public awareness to health

= Community voice 7

®»  Cultural considerations Combat bias

Formal evaluation of racism and
educating clinicians

®»  (Clinical evidence

Increased services

= COStS - indiViduaI & health System ) Morekidneyser\.’icesinthe



Croakey Health Media

* 3 Sponsored articles on AKction research project
* 1 opinion piece on developing Health Journey Mapping (HJM) Resource
e Hosted Twitter account @WePublicHealth

Spoord cdntent, i Sponsored content Sponsored content

More than a patient: cultural and Dreaming big: building a Holding that space: game-
clinical knowledge on a healing movement in Aboriginal kidney changing kidney project has
journey healthcare _ ~ ‘research activism at its core’

-~

Sharing vibrant, productive and Health Journey Mapping: having a
creative journeys to improve yarn about health
kidney care for First Peoples

https://www.croakey.org/category/croakey-professional-services/kidneycaretogether/




Health Journey Mapping -HIM

* Funded by the Lowitja Institute
e 3 tools with different purposes, to be used in healthcare settings

* To map health journeys, identify strengths and gaps in care, plan, strategise,
continuous quality and improvement (CQl), support cultural safety

* Resources follow principles safety, equity and partnership

* These are achieved through co-design, two way communication, and applying a
strength based approach to mapping

sign
‘.
Equity,
Safety
([ Y @
Communication ' Strengths based
o]
&

Partnership

HJM Tools HJM Principles

https://www.lowitja.org.au/page/services/tools/health-journey-mapping




Managing Two Worlds Together

Hot summer

2 days drive

Royal Flying
Doctor Service

}

Kyho

§

Nicolo

RFDS role in supporting
the deteriorating
patient from Port
Augusta:

Aboriginal people at
the end of kidney care
returning to family and
country (MTWT 2015)




RFDS - current challenges - ramping

Journeys into hospital for acute illness and injury used to
be smooth and lead to rapid admission

Now, due to ramping, there are significant delays.

This is impacting patients, families, RFDS, health services.

Could mapping

* identify different perspectives, gaps & responsive
strategies

 egrural hospitals preparing patients for lengthy delays
rather than rapid admission

 strengthen RFDS messaging about the impacts




Clinical tool

Whose Mrs Brown **
Journey?

Whao is doing Karen (MUM) and

the Rose [peer
mapping/role? navigator)
Date: 16/06/2021
Location: Regional Dialysis

Peer navigator will spend time with Mrs

Brown. Karen to follow up with NUM at RAH admission to city hospital

Mrs Brown has an appointment and possible

Mrs Brown prefers same
gendered care. Mrs Brown is a
respected Elder and prefers
people to call her "Mrs Brown".
English is Mrs Brown's third
language. Interpreters needed for
consent. Mrs Brown has not been
to the city hospital before and is
concerned about communication
and support during
appointments, investigations,
hospital care, when discussing
treatment options and providing
informed consent. If
personalfcultural needs are not
met, Mrs Brown may disengage or
leave the hospital.

Peer navigators could meet Mrs
Brown prior (face to face or via
Tablet), accompany her at the
city hospital, and advocate for
interpreter use when required.
Mrs Brown's niece lives in a
suburb nearby and could
accompany her to
appointments, and assist with

Action plan: What strategies will be put in place
and who will implement them?

Organise peer navigators to work with Mrs
Brown.

Book a female interpreter.

Contact family when admission date is
known.

Did it work, and from whose perspective?

Putting "Mrs Brown" above the bed
prompted most but not all staff to use|
her preferred name. Mrs Brown liked
having her niece support her in the
hospital. The peer navigator &
interpreter helped with informed
consent.

personal care. Ensure city staff
are aware of her name
preferences.

Actions taken: What strategies have been
achieved, and by whom?

Female interpreter booked, and attended
treatment option meeting. Niece involved in
care during admission.

What else needs changing?

Better visual resources to help with
explaining complex procedures (from
Mr= Brown & peer navigators)

What have you learned for next time?

Linking patients with peer navigator
via video conferencing, prior to going
to the city, works well.




8@ LOWITJA

@B INSTITUTE

Ausstralia’s National institute fior Aboriginal and
Torres Strait islander Health Research

Detailed Mapping Tool

Whose lourney: Mrs Brown *%

Pr= Brown has recently moved to regional dialysis,
lafter being in the city. She is arignially from a remote
community. She has been missing dialysis, and has
lan upcoming admission to a city hospital.

s Brown was referred to the peer navigator to
dizcuszs her comprehensive health and wellbeing
needs.

dialysis. [date]

First language: [ ]
Second language: [ ]
Third language: English

Who is doing mapping:

To have ayarn with Mrs Brown and her daughter over a cuppa befare

Rose, Mrs Brown, Bonnie (Mrs Brown's daugher)

Iapping with Mr= Brown and her daughter Bonnie in her First
language ko ensure she is active in the conversation.

Ileet in meeting room near dialysis, but not during dialysis [privacy)
Focus an how sibuation can be improved to best support Mrs

Erown.

Consider and dizcuss who this informaiton will be shared with [Karen)

and how,

Date:

Cultural zafety
Aooess

Food security

Financial

Phuszical and biclogical

LA o B N o 5 B L I i B

Camphrensive health & wellbeing needs

Cultural safety Riespected Elder, If Mrz Brown does not receive culturally

prefers bieing called Mrs | safe care she may disengage or leave
Erown Standard 2: partnering with consumers:
Prefers same gender - creating a person-centred health
care system
- including patients in shared decision
making
- BnEUring patients are partners in their
oW Care

Fespectiully call her Mrs Brown
Same gendered care

write note in case notes, and

inzlude clinical map with immediate

care needs to notify staff at city
ho=pital.

Hawe notifications of Mrs Brown's

preferences

Motification has been put in
s Erown's notes regarding
her preferences and her
preferred name was writken
abowe her bied while she wasin
the city hospital

Mot staff members at the hospital
refered ta her as "Mrs Brown” as
promited by the name written abowe
her bied

‘when available Mrs Brown had same
gendered care, but this was not
always an option with specialists

Staff [niece] need bo be
reminded of Mrs Brown's
preferences and resepect her
wishes.

Family to be notified of
specific appaintments 5o
that they can also attend

Feedback on whether staff are
following naotifications or nok

Bocess Currently relying on
Family b drive her o
Appointments,

Uszes a wheelie walker

s Brown has been missing dialysis
appointments when Family are unable o
drive her, limited regiconal transpart,
limited mobility

Communicating for safety:

- systemns and strategies

Limited aceess bo transport, and
decreased mobility

Flan Mrs Erown's appointments
whien Family are available to drive

her

Organize dialysiz bus pick up and

drop aff

Tati wouchers for late dialyszis finish

s BErown's Family have
organised to arrange Family
members b help as=sist driving
her ko appointments

Iz BErown is now attending all
dialysis se=zzions

Check which Family member to
contact when appointment times
change

Add family member contact
details when boaking
Appointments

Monitar situation bo ensure
Family can maintain driving
= BErown to appointments

Check with all patients who
are missing dialysis &
appointments whether they
are having transport andfor
COMMURication issues
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