Yadav etal. Health Research Policy
Health Research Policy and Systems (2025) 23:70

https://doi.org/10.1186/512961-025-01325-9 and Systems

REVIEW Open Access

: : : ®
What influences the implementation sl

of health checks in the prevention and early
detection of chronic diseases among Aboriginal
and Torres Strait Islander people in Australian
primary health care? Findings from an evidence
mapping review

Uday Narayan Yadav'??", Stefan Thottunkal®, Jason Agostino'”, Victoria Sinka?, Rosemary Wyber'”,
Belinda Hammond®, Danielle C. Butler®’, Mary Belfrage®, Kate Freeman®, Megan Passey®'®, Emma Walke'®,
Matthew Smith!", Benjamin Jones'?, Raymond Lovett' and Kirsty A. Douglas'’

Abstract

Background Chronic disease is the leading cause of morbidity and mortality among Aboriginal and Torres Strait
Islander peoples in Australia. A comprehensive health assessment is available as an annual health check (HC) to Abo-
riginal and Torres Strait Islander peoples through the Medicare Benefits Schedule in primary health care settings. This
review aims to systematically identify contextual and mechanistic factors that contribute to the success or failure

of implementing effective HCs in the prevention and early detection of chronic diseases among Aboriginal and Torres
Strait Islander people in Australian primary health care (PHC).

Methods We systematically searched for peer-reviewed and grey literature, including policy reports, theses,

and guidelines, between 1 November 1999 and 30 June 2023, using a combination of keywords and subject head-
ings related to “health checks’, ‘chronic disease’, and “Aboriginal and Torres Islander peoples”in seven databases. The
extracted data were summarized using a content analysis approach, applying strength-based approaches.

Results In total, 16 peer-reviewed articles and five grey literature that met the inclusion criteria were used for evi-
dence synthesis that identified several contextual and mechanistic factors that influenced the implementation

of HCs. Barriers included resource constraints driven by complexities in administrative, workforce and policy domains
that significantly impeded the implementation of HCs. Within PHC, physical space constraints, competing demands
and a focus on acute care over preventive measures hindered HC implementation. In addition, inconsistent identifica-
tion of Aboriginal and Torres Strait Islander status, negative attitudes of PHC staff towards HC efficacy and patients'fear
of stigma or confidentiality breaches were barriers. Patients reported HCs as failing to address holistic health needs.

*Correspondence:

Uday Narayan Yadav

uday.yadav@anu.edu.au

Jason Agostino

Jason.Agostino@anu.edu.a

Full list of author information is available at the end of the article

©The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if

you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or
parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To
view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12961-025-01325-9&domain=pdf

Yadav et al. Health Research Policy and Systems (2025) 23:70

Page 2 of 23

To improve HC implementation, enablers included strong clinical leadership, recruitment of culturally competent
non-Indigenous and Aboriginal and Torres Strait Islander staff, Indigenous partnership and community engagement
and incentives for participation. Effective electronic records, transport provision and flexible scheduling also increased

accessibility.

Conclusions Our findings suggest that future implementation research must adopt a more comprehensive

and holistic approach across different models of PHC, with clearly identified contextual and mechanistic factors linked
to people-reported and service outcomes, to guide the implementation and evaluation of HCs. While undertaking
future research, it is crucial to implement policy and practice reforms as identified in this review to create a cultur-

ally safe service at the PHC level required to drive the uptake of quality HCs that aligns with community priorities

and aspirations for the prevention and early detection of chronic diseases.

Keywords Aboriginal and Torres Strait Islander people, Chronic disease, Early detection, Primary health care, Policy

and practice, Preventive health

Background

Health disparities and chronic disease among Abo-
riginal and Torres Strait Islander people: In Australia,
Aboriginal and Torres Strait Islander people face sig-
nificant differences in health and wellbeing outcomes
compared with non-Indigenous people. These differ-
ences are driven by the ongoing impact of colonization,
experiences of intergenerational trauma, systemic rac-
ism, unequal opportunities in housing, employment,
income and systemic exclusion from appropriate health
and social care services [1, 2]. These all are recognized
determinants in the early development and progression
of chronic disease. Data indicate some improvement in
disparities related to some conditions (diabetes, car-
diovascular and kidney disease) since 2006. However,
overall, the Australian healthcare system has failed
to address the fact that Aboriginal and Torres Strait
Islander people continue to experience the early onset
of chronic, non-communicable disease at a younger age
and greater morbidity and poorer quality of life com-
pared with non-Indigenous people [3].

HCs and. their role in PHC: Development of Aboriginal
and Torres Strait Island Health Assessments (commonly
called “health checks” [HCs]) was led by the community
controlled sector as a mechanism to address chronic
disease [4]. HC and follow-up item numbers have been
progressively introduced under Australia’s universal
health insurance scheme, the Medicare Benefits Sched-
ule (MBS), since 1999 [4].This initiative aims to provide a
systematic and comprehensive assessment of health and
wellbeing needs and to proactively identify opportunities
for health promotion, early detection of conditions and
support chronic disease management in primary health
care (PHC) settings [5]. In addition, upon completion of
HCs, clinicians can refer patients for MBS-subsidized
follow-up services with Aboriginal and Torres Strait
Islander health practitioners/health workers (A&TSIHP/
Ws), primary care nurses and allied health services,

including physiotherapists, diabetes educators, podia-
trists, psychologists and dieticians [6].

Effectiveness of HCs: Available evidence on the effec-
tiveness of HCs indicates mixed health outcomes.
International evidence focusing on non-Indigenous com-
munities demonstrates that HCs increase the diagnosis of
new risk factors and chronic diseases. When conducted
in PHC settings, they are associated with improved
immediate health outcomes, such as body mass index,
total cholesterol and blood pressure, with small ben-
eficial effects on self-reported health [7, 8]. Emerging
research from Australia supports these findings, suggest-
ing that HCs can help in identifying risk factors, diagnos-
ing chronic conditions and promoting healthy behaviour
change among Aboriginal and Torres Strait Islander peo-
ple [9-12].

Implementation of HCs in Australia: Update of HCs
varies over time and among different demographic
groups. In 2019, 29% of Aboriginal and Torres Strait
Islander people had completed a HC, update dipped
during the coronavirus disease 2019 (COVID-19)
response and has now neared a return to baseline, with
28% of eligible people claiming HC item numbers in
2023 [4]. Uptake is higher among older people (42% of
people > 65 years received a HC) and women. However,
relatively low overall utilization suggests that potential
benefits of HC may not have been fully realized, given
the range of implementation barriers. These include low
motivation and negative attitudes regarding the effi-
cacy of HCs among staff, competing acute care priori-
ties, unclear roles of practice staff, inadequate response
to health issues identified in the HCs (follow-up), insuf-
ficient cultural safety training (the issue of the content/
quality of training) and a lack of patient-centered care
within PHC [9, 13, 14]. A recent scoping review [12]
found community barriers included perceived shame
among individuals, short consultation time, culturally
insensitive/intrusive questions and lack of accessible



Yadav et al. Health Research Policy and Systems (2025) 23:70

health services. The limitations of the previous review
[12] were: (i) the use of limited search terms, (ii) not pri-
marily focusing on chronic disease or primary health
care, and (iii) the framework was not applied to thor-
oughly understand the contextual and mechanistic fac-
tors for the implementation of HCs. Hence, gaining a
deeper understanding of the factors contributing to the
implementation of HCs at the PHC level is imperative.

Methodology shift and rationale for the current review
approach: In this context, we initially planned a realist
review to explore the causal mechanisms influencing HC
implementation using the context—-mechanism—outcome
framework [15]. However, the included studies lacked
the necessary detail to identify context, mechanism, and
outcome configurations to complete a realist evaluation,
which rendered the realist methodology unsuitable. Con-
sequently, we aligned our research question and meth-
odology with an evidence mapping review, a systematic
approach well-suited to explore the implementation of
HCs through PHC as it clarifies settings, contexts and
mechanisms and identifies evidence gaps with rigour
and transparency [16]. This review aims to systematically
identify contextual and mechanistic factors that contrib-
ute to the success or failure of implementing effective
HCs in the prevention and early detection of chronic dis-
eases among Aboriginal and Torres Strait Islander people
in Australian PHC.

Operational definitions: Table 1 presents operational
definitions of key terminologies used in this paper.
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Methods

This evidence mapping review followed the reporting
guidelines and criteria outlined in the Preferred Report-
ing Items for Systematic Review and Meta-Analyses
(PRISMA) and PRISMA extension for Scoping Reviews
(PRISMA-SCR) checklist [17]. The review involved the
following phases: (i) Engagement and research govern-
ance, (ii) Development of a search strategy, (iii) Screen-
ing of studies and appraisal, and (iv) Data extraction and
evidence synthesis.

Phase 1: Engagement and research governance

Key knowledge holders were consulted at the outset
of this project and invited to join the authorship team.
This includes representatives from peak bodies, includ-
ing the Royal Australian College of General Practition-
ers (RACGP) Aboriginal and Torres Strait Islander
Health Faculty, the National Aboriginal Community
Controlled Health Organisation (NACCHO) and several
Australian academic institutions. An initiation discus-
sion was hosted by Yardhura Walani, the National Cen-
tre for Aboriginal and Torres Strait Islander Wellbeing
Research, at the Australian National University (ANU).
Aboriginal and Torres Strait Islander researchers, along
with the Thiitu Tharrmay Aboriginal and Torres Strait
Islander Reference Group (referred to hereafter as the
Thiitu Tharrmay Reference Group) at ANU, provided
guidance throughout the review process, with a commit-
ment to valuing Indigenous viewpoints.

Table 1 Operational definitions of the key terminology used in this research work

Health checks

A health check is defined as the systematic and comprehensive assessment of an individual’s physical, psychological and social

wellbeing with an aim to identify undiagnosed conditions and risk factors in the PHC setting.

This aligns with a definition from the Medicare Benefits Schedule for MBS item 715 and the preamble of the Aboriginal and Torres
Strait Islander Health Check templates developed by the National Aboriginal Community Controlled Health Organisation (NAC-
CHO) and Royal Australian College of General Practitioners (RACGP). These checks included the use of standardized assessment
tools, such as the Australian Diabetes Risk Assessment Tool or the Australian Cardiovascular Risk Assessment Calculator. Isolated
screening programmes (i.e. blood pressure measurements or echocardiography screening for rheumatic heart disease) are
excluded, as those were not connected to the primary care setting (such as isolated school-based programmes, community

health assessments or occupational assessments).
Chronic disease

Australian Institute of Health and Welfare reports 10 chronic condition groups (arthritis, mental health conditions, asthma, cancer,

cardiovascular disease, chronic obstructive pulmonary disease, diabetes, chronic kidney disease, back pain and osteoporosis). In
addition to these, our chronic diseases also included conditions such as liver disease, chronic otitis media and rheumatic heart
disease, which disproportionately affect Aboriginal and Torres Strait Islander people.

Mechanistic factors

Mechanistic factors are any specified intervention strategies, rather than the logic of an intervention, but are linked to the col-

laboration, participation, partnership or service delivery management processes of/between subjects involved in the delivery

of HCs at the PHC level.
Contextual factors

Constellation of setting-related or external unique factors influencing HCs implementation at the PHC level.
In this context, primary care is delivered by a range of providers, including Aboriginal Community Controlled Health Organisa-

Enablers are any external or internal factors that promote/facilitate or enable the uptake of HC across PHC contexts, as recognized

PHC delivery
tions, which are governed by a local board, Aboriginal Medical Services run by state and territory governments, and private
primary care services (sometimes referred to as mainstream providers).

Enablers
by consumers or other stakeholders with provided theoretical explanations.

Barriers

Barriers are any internal or external factors that impede the delivery or uptake of HCs across PHC contexts identified by consum-
ers or other stakeholders under consideration
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Stakeholder engagement was at the heart of this review
and is reflected in authorship by key knowledge holders,
including Aboriginal and Torres Strait Islander individu-
als (n=5), researchers (n=14), policy influencers n=4)
and PHC professionals (n=5), where some have over-
lapping roles, to provide context-specific input, validate
interpretations and incorporate their lived experiences
into the synthesized evidence. Throughout the review

Step 1: Setting up research priorities

i Discussion/ Brainstorm sessions with policymakers,
researchers, and stakeholders working for Aboriginal and
Torres Strait Islander communities. High priority was
given to the experiences of those working for
NACCHO/with lived experience (some sort of statement
to show we weighted experience more from Aboriginal
and Torres Strait Islander health side)

ii. Health checks for the prevention and management of
chronic disease were identified as a nrioritv.

Step 2: Setting up the research team and developing protocol.

i. Input from key subject experts on the research
objectives.
il. Academics and policymakers were invited to join the
research team.
iil. Development and iteration of program theory
iv. Changes made by meeting participants were

considered, and appropriate changes were made in the
study protocol.

N
/

Step 3: Presentation of the study protocol
i. Thiitu Tharrmay Aboriginal and Torres Strait Islander
Reference Group
ii. NACCHO- RACGP meetings
iii. Conferences ( GP22, Royal Australian College of
General Practitioners & AAAPC 2022 Annual
Research Conference)

Step 4: Evidence search
i Search for evidence in databases, organization
websites, and also professional networks were used to
collect grey literature.

il. Screening of scientific and grey literature for
eligibility.
iii. Six meetings with team members to validate the

included and excluded evidence.

Step 5: The methodology was revised.

i. Included studies did not provide sufficient detail on
methodologies and enough analysis of program
theory to support realist analysis.

ii. A team meeting was held and agreed to change the
methodology from a realist review approach to
evidence mapping method.

Step 6: Evidence Synthesis and development of policy

recommendations
i. Evidence synthesis reported, prepared, and reviewed
by the study team.
ii. Five meetings were held to develop policy
recommendations.
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process, both in-person and online consultations were
conducted. Figure 1 depicts the steps for the engagement
of sector stakeholders and academics.

Phase 2: Development of a search strategy

In this phase, a comprehensive literature review of exist-
ing published articles and grey literature, including policy
reports and briefs, student theses and guidelines, was

Dissemination
of findings

Collective comments were addressed to improve the study
protocol concerning methodology and analysis of findings
to best embody strength-based approaches.

!

Study protocol published as a realist review protocol.

Findings were disseminated at the Evidence and
Implementation Summit, Melbourne-2023, Thiitu
Tharrmay Aboriginal and Torres Strait Islander Reference
Group, Australian National University and NAACHO

}

Development of full manuscript and one-page plain
summary for wider dissemination

Fig. 1 Steps for the engagement of sector stakeholders and academics during the review process
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conducted to develop a programme theory with context—
mechanism—outcomes (CMOs) hypotheses, in line with
our original intention of conducting a realist review [15].
The programme theory underwent iterations with input
from the Thiitu Tharrmay Reference Group and research
team members, including the peak body representatives.
This refined programme theory guided the development
of the search strategy and key search terms, which were
later reviewed by the librarian and research team mem-
bers. The search covered multiple databases, includ-
ing PubMed/MEDLINE, Web of Science, CINAHL,
EMBASE, the Australian Analysis and Policy Observa-
tory database, Trove and Australia’s National Institute for
Aboriginal and Torres Strait Islander Health Research,
which were chosen on the basis of convenience.

We sought studies published between 1 November
1999 and 30 June 2023, aligning with the introduction of
Medicare-funded Indigenous-specific HCs in November
1999. Although we were seeking studies from 1 Novem-
ber 1999 to 30 June 2023, no studies before 2005 or after
2019 met our criteria. The search was performed using
a combination of keywords and subject headings related
to “health checks’, “chronic disease’, and “Aboriginal and
Torres Islander peoples’;, along with Boolean operators
“OR” and “AND”. The complete list of keywords/subject
headings used for the search in different databases is
published elsewhere [15].

Phase 3: Screening of studies and appraisal

All search results were imported into the citation man-
ager, EndNote 20, subsequently uploaded to the Covi-
dence platform for duplicate removal and underwent
independent title, abstract and full-text screening by
two team members (UN.Y. and M.S.). Table 2 provides
a comprehensive overview of the inclusion and exclu-
sion criteria applied during the screening process. For
validation, 10% of the included and excluded articles
underwent independent assessment by three team mem-
bers (UN.Y,, J.A. and R.W.). Three team members inde-
pendently evaluated full-text articles meeting inclusion
criteria (UN.Y.,, M.S. and S.T.), and any discrepancies
were resolved through team discussions to reach a con-
sensus. The quality appraisal for the included studies
was conducted using the 14-item Aboriginal and Torres
Strait Islander Quality Appraisal Tool [18], which pri-
oritizes the epistemology (knowing), ontology (being),
axiology (doing) and ethical research governance of
Aboriginal and Torres Strait Islander peoples. This tool
is primarily designed to appraise the quality of studies
in a systematic review process that involves Aboriginal
and Torres Strait Islander peoples, families and commu-
nities as research participants in Australia. Two Indige-
nous researchers (with one Aboriginal and Torres Strait

Page 5 of 23

Table 2 Inclusion and exclusion criteria

Inclusion criteria  Relevant studies (no restriction on study design)

v/ Reports the uptake or implementation of health
checks at PHC settings

v/ Reports the barriers and enablers for implementa-
tion of health checks

v/ Reports activities and initiatives started by practi-
tioners or healthcare workers to improve utilization
of health checks

v Relates to perspectives of practitioners, people
or managers with regard to opportunities and chal-
lenges in the implementation of health checks

v Relates to the description of people’s experience
of interacting with practitioners or healthcare work-
ers for health checks

v Describes the implementation of practices

or practitioner-initiated initiatives to promote utiliza-
tion of health checks

v Describes people-centered health outcomes
about health check implementation for early detec-
tion and prevention of chronic disease

v Describes opportunities created to engage peo-
ple in utilization (including follow-up and referrals)
of health checks

v Describes quality improvement, shared decision-
making and relationships with practitioners/health-
care workers with regard to health checks

Exclusion v Studies that focused solely on chronic disease
management

v Studies focused on describing patients,
healthcare providers and managers experi-

ence with chronic disease management rather

than implementing health checks

v Studies that do not report strategies and initia-
tives targeted towards health check implementation
v/ Studies that are not focused on primary health
care settings

Islander researcher experienced in conducting Aborigi-
nal and Torres Strait Islander health research) and one
non-Indigenous researcher appraised the quality of the
included articles and answered with an answer “yes’,
“partially’, “no’, or “unsure”

Phase 4: Data extraction and evidence synthesis

A Microsoft Excel sheet for data extraction was devel-
oped following a literature review, input from team
members and guidance from the Reference Group.
The data extraction sheet included study character-
istics and study findings (contextual and mechanistic
enablers and barriers; Appendix I and II). We omitted
the extracted data for the phenomena of data inter-
pretation on policy and practice action taken over the
period . The data extracted from peer-reviewed articles
and grey literature were triangulated and summarized
using a conventional content analysis approach [19,
20], which allowed key themes and sub-themes to be
identified from the data, and applying strength-based
approaches [21]. In this context, content analysis was
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chosen to link the results to the context of their use in
which they were produced, for making replicable and
valid inferences from texts (or other meaningful mat-
ter) [22]. This research applied manifest analysis as
the choice of analysis method where the researchers
described the phenomenon in the way the literature
has reported, stayed very close to the text, and used
the words themselves [23].

The data analysis process involved four stages [23]:
(i) decontextualization: involves open coding and
explaining code (UN.Y., S.T., V.S. and M.S.); (ii) recon-
textualization: involves rereading the original text
alongside the final list of codes (U.N.Y,, S.T., J.A., V.S.
and K.A.D.); (iii) categorization: involves the arrange-
ment of homogeneous codes into sub-themes and
themes with critical discussion and agreement from
co-investigators (U.N.Y., S.T.,, J.A., RW., B.H., M.B,,
K.F. and K.A.D.); and (iv) compilation: involves the
presentation of sub-themes and themes, and cross-
checking by co-investigators if interpretation makes
sense, if new findings correspond to the literature and
whether or not the result is reasonable and logical (all
investigators). This systematic approach helped reduce
researchers’ introduced bias in the data analysis phase,
ultimately generating trustworthy findings.
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Results

Study selection and characteristics

The details of the search process and study screening
are presented in the PRISMA diagram (Fig. 2). Briefly,
the literature search yielded 16 peer-reviewed articles
and five sources of grey literature that met the inclusion
criteria and were included. The peer-reviewed articles
included clinical audits, cluster randomized controlled
trials, and cross-sectional and qualitative studies. Grey
literature included reports from peak bodies, such as
NACCHO and RACGP, and student reports. The ser-
vice delivery models of included studies encompassed
Aboriginal Community Controlled Health Organisations
(ACCHOs), government-run Aboriginal Medical Ser-
vices and private general practices. Most studies reported
on the direct experiences of Aboriginal and Torres Strait
Islander people, and several reported experiences of ser-
vice providers.

Quality appraisal results: The articles included var-
ied quality, as measured by the 14-item Aboriginal and
Torres Strait Islander Quality Appraisal tool (Appendix
III). Overall, 10 included studies met the priority deter-
mined by the community (criterion 1), and 9 met crite-
ria addressing community consultation and engagement
(criterion 2). While most studies (n=9) reported Indig-
enous leadership within the research team (criterion 3),

[ Identification of new studies via databases and registers ] { Identification of new studies/grey literatures }
—
E Records identified from*: Records removed before the Records identified from:
§ Databases (n =3037) o Websites (n = 3)
= P~ N _ Organisations (n = 2)
] Duplicate records removed (n =351) Citation searching (n =3)
§ etc.
— |
— 1
Records screened Records excluded
(n=2686) (n=2663)
Reports not retrieved
o Reports sought for retrieval (n=0) Reports sought for retrieval Reports not retrieved
g (n=23) (n=8) (n=0)
@
g . Reports excluded: l
n ¢ n=3(Chronic disease self-
management)
e TR n=2 (Cardiovascular risk Reports assessed for eligibility >
Rezuzn; assessed for eligibility ) (n=8) Reports excluded:
@ ) ‘ n=2 (focus on settings other than n=2(children checks)
3 PHC) n=3(not focused on Australia)
n=3 (No focus on chronic discase
Studies included in the review health checks)
_— (n=13) n= 3(Child health checks)
Studies included from other
sources= (n =3) Grey literature obtained from
Reports of new included studies the government bodies, thesis
(n=5) ) and website visits (n =5)
°
3 v
=
‘_é Total studies included in review
(n=16)
Reports of total included studies
(n=5)
—

Fig. 2 PRISMA 2020 flow diagram
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only a few studies demonstrated Aboriginal and Torres
Strait Islander governance in research (criterion 4), met
the criteria for community protocols (criterion 5), and
showed Aboriginal and Torres Strait Islander people
had control over collection and management of research
materials (criterion 8). None of the studies addressed
existing intellectual and cultural property (criteria 6
and 7). Half of the included studies used an Indigenous
research paradigm (criterion 9) and used strength-based
approaches and acknowledging practices that have
harmed Aboriginal and Torres Strait Islander communi-
ties (criterion 10). While all studies applied translation
of findings into sustainable changes (criterion 11), only
four demonstrated capacity strengthening for Aboriginal
and Torres Strait Islander people (criterion 13). Overall,
over half of the studies met the following criteria: ben-
efiting the participants and Aboriginal and Torres Strait
Islander communities (criterion 12), and giving research-
ers opportunities to learn from each other (criterion 14)
and from the Aboriginal and Torres Strait Islander Qual-
ity Appraisal Tool. Overall, the quality of the included
studies was not satisfactory.

Synthesized evidence

Synthesized evidence from the included studies is pre-
sented under two major themes: contextual and mecha-
nistic factors related to the success and failure of the
implementation of HCs, with subsequent sub-themes
based on the CMO framework developed by our team for

Primary health care capacity

Patient and community ways

ofacute HCs uptake

Torres Strait Islander
leadership improves
HCdelivery

X
Potential benefits of cultural training of
health workforce

T

Supportive clinical leadership drive HCs into
routine practice
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a realist review. Figure 3 presents contextual and mech-
anistic factors to the success or failure of implementing
HCs in PHC in the form of a fishbone (Ishikawa) dia-
gram. The fishbone diagram effectively displays factors
related to the effect, i.e. HC implementation. Fishbone
diagrams have been applied in Aboriginal and Torres
Strait Islander health research as an intuitive approach
that has some resonance with Indigenous worldviews
[24].

Contextual factors related to the success and failure
of implementation of HCs

A. Policy and health system

(i) Adequate primary health care infrastructure
to deliver HCs: Several studies emphasize the
importance of adequate resources, including
staff, supplies, physical space (including non-
clinical areas for community-based staff) and
dedicated funding, as enabling factors for PHC
service providers to deliver HCs [25-31]. For
instance, DiGiacomo et al. noted that a large
multipurpose room with partitions to desig-
nate clinical stations and planning within a
government-funded Aboriginal Medical Ser-
vice (AMS) facilitated provision of HCs [26].
An illustrative example is dedicated funding
to support a partnership between government

Contextual practice level

| Inadequate financial resources to
perform HCs

| MBS requirements impede the uptake of HCs |

Incentives encourage il ion in

HCs

Value of community
engagement

Optimal scope of primary health care and skill

mixof health workforce team | | Adequate primary care infrastructure |

X
Effective electronic clinical record capacity for
HCs

| Mechanistic factors

Contextual factors

/

diseases

Value of Aboriginal and Torres Strait

Potential benefits of !
d Islander staffrecruitment

collaborative b

of Aborigi

| ifi Land Torres
Strait Islander status

prevention and early
detection of chronic

Apprehension about
HCs

HCs implementation in the

care |

/

Factors that contribute to improve
follow-up attendance

People-centred reforms enables utility of
HCs at primary care

Enablers of |
culturally safe care

I Staff negative attitudes to HCs efficacy and need |

Experiences of racism
and discrimination

in securing and

Chal
workforce

the health |

Inadequate consultation time as a barrier to HCs
delivery

Inadequate understanding and

Culturally sensitive or superficial contents of

addressing holistic needs impede
HCs

HCs delivery

other services

Structural process

Building therapeutic alliance

| Barriers to follow up attendance and referrals to

Patient and community

Primary health care staff

O Enablers
O Barriers

Fig.3. Contextual and mechanistic enablers and barriers to the success or failure of
implementing HCs in PHC

Fig. 3 Contextual and mechanistic enablers and barriers to the success or failure of implementing HCs in PHC
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health services (hospitals), community health
services and a community-controlled health
service [29]. This collaboration significantly
enhanced the capacity of PHC services to con-
duct HCs, leading to a substantial increase in
HC uptake among the eligible population from
13% to 61% [29] over a 6-year period.
Inadequate financial resources to perform HCs:
Insufficient financial resources and incen-
tives for staff were identified as a barrier to
completing HCs [26, 31, 32]. At the systems
level, one study [28] reported challenges in
developing staff performance tools to incen-
tivize staff to increase the delivery of HCs in
different contexts and others reflected on the
dynamic changes in MBS rebates for HCs [29].
It was also noted that the role of Aboriginal
and Torres Strait Islander health practitioners
and workers in delivering HCs has not been
properly recognized and adequately remuner-
ated [33]. Another study highlighted shortfalls
in the strategy of increasing MBS rebates to
incentivize the provision of HCs, as it would
not specifically benefit individual practitioners
who were salaried in remote Indigenous health
services [32]. Although it was noted that some
PHC services focused on health assessment
targets for financial reasons rather than poten-
tial health benefits [31].

MBS requirements impede uptake of HCs:
Three studies emphasized the need to simplify
the MBS billing process to enhance HC uptake
[34-36]. One study highlighted that general
practitioners (GPs) found the MBS 715 item
number descriptor “complicated and labori-
ous’, leading to a reluctance to bill for HCs
[36]. Another study revealed a misconception
among practice staff, including doctors, about
HC Medicare requirements — for example,
believing that HCs could only be completed
after reviewing blood test results. This miscon-
ception impacted HC initiation and comple-
tion [37]. In some settings, Aboriginal health
workers were ineligible to bill for relevant MBS
follow-up services [31]. It was also reported
that follow-up items were frequently billed as
standard consultations instead of Indigenous-
specific MBS items, obscuring the monitor-
ing of follow-up using MBS items [31]. Liaw
et al’s intervention in private general practice
settings, focusing on upskilling practices and
enhanced staff awareness of MBS items, ulti-
mately increased the capacity of PHC staff to
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support Aboriginal and Torres Strait Islander
patients that resulted in an increased number
of HCs [34].

B. Primary health care environment

(i)

(i)

Contextual practice level challenges to deliver
HCs: The studies identified various barriers,
including space constraints, medical equip-
ment shortages, competing clinical demands
and the remoteness of some PHC [26, 28, 29,
37]. Some primary health care settings were
also noted to lack client-centered services (in
terms of cultural safety and value of services)
crucial for completing HCs [25, 35, 37]. Over-
all, addressing preventive health activities,
such as HCs, was perceived as a lower priority
compared with acute care and chronic disease
management of established conditions [28, 30,
32, 34, 38]. A study by Jennings et al. reported
the lack of a system-wide approach in AMS
for delivering HCs, emphasizing the need for
clinic-specific systems to embed HCs for rou-
tine practice [37].

Optimal scope of primary health care and skill
mix of health workforce team: Implement-
ing visual identification on charts for clients
awaiting HCs and specifying each staff mem-
ber’s responsibilities for particular components
of the health check was proposed as a solu-
tion to prevent missed opportunities [37]. For
example, in this study, it was reported that the
clients who presented to PHC for HCs were
neither identified nor had any communication
with clinical staff members during the wait-
ing period for HCs. Suggested improvements
included a “one-stop shop” website summariz-
ing Aboriginal and Torres Strait Islander health
intervention information relevant for GPs,
workshops focused on HCs implementation
and more direct support, such as providing
one-to-one practice visits [33]. Service-level
strategies, such as reinforcing the adminis-
tration workforce, reviewing workflows and
implementing policy changes to support team-
work through clarified roles and expanded
scope of practice, have facilitated collaborative
team care essential for completing HCs [28].
In addition, developing training programmes,
workshops or tools with a practical focus on
applied changes in clinical practice was a sug-
gested mechanism to enhance practice-level
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capacity from the perspectives of clinicians
[35].

C. Primary health care staft

(i)

(i)

(i)

Challenges with securing and retaining the
health workforce to deliver HCs: Recruitment
and retention of healthcare staff and staff
turnover were reported as significant barriers
to HC delivery [28, 31, 35, 38—40]. However,
studies in this review provided few explana-
tions for the underlying reasons for workforce
turnover.

Inconsistent identification of Aboriginal and
Torres Strait Islander status: Many studies con-
ducted in mainstream practices reported low
rates of routine identification of Aboriginal
and Torres Strait Islander status [30, 34—-37],
which was linked to workforce apprehension
about the fear of offending by asking the iden-
tifying question and a lack of understanding of
the benefits of identifying an Indigenous sta-
tus [30, 34—36]. There was a widespread gap
in asking and recording Aboriginal and Torres
Strait Islander status in primary care, creating
a barrier to offering HCs to eligible people.
Staff negative attitudes to HC efficacy and
need: Several studies identified staff support
and attitudes within mainstream practices
and AMS as key barriers to the implementa-
tion of HCs [34, 35, 37]. Some mainstream
practitioners believed in treating everyone the
same, not supporting an Indigenous-specific
approach to delivering HCs [34]. Many main-
stream practice staff were unaware of the
impacts of colonization on health behaviour
and trust in mainstream services [34]. Kehoe’s
study revealed that some GPs and practice
staff thought HCs were driven by a bureau-
cratic desire for MBS items, questioning their
clinical benefit to patients [35]. ACCHO GPs
felt constrained by the MBS item descriptor
and believed they could not adjust them to fit
patient priorities [37]. Similar concerns were
raised in the NACCHO RACGP roundtable,
where one point of feedback characterized the
risk of HCs becoming tick-box exercises done
“to” patients with no benefit, although mecha-
nisms for these issues were not expounded
[33]. A few studies also highlighted limited
information on HC benefits among practice
staff [36, 41].

Page 9 of 23

D. Patient and community

(i) Apprehension about HCs: Fear of stigmatiza-

tion and confidentiality breaches hindered
people from seeking HCs [30, 37], including
the concern of government departments hav-
ing unnecessary access to personal information
[37]. As an example, a community member
expressed these fears, stating, “I felt like it was
[Department of Communities] ... asking some
of those questions, ‘how many people living in
your house?... that’s not too bad, it’s starting
to get a little bit invasive but, ‘does the mother
drink, does the father drink?, ‘how much do
they drink?... What're we trying to achieve?”
This highlights the enduring impact of coloni-
zation and racism as barriers to trust in ser-
vices and information sharing. Harris et al.
documented that negative health service feed-
back on social media, such as Facebook, had
a detrimental impact on the uptake of HCs at
the PHC level [41]. Strategies identified in the
literature to help mitigate this apprehension
included empowering Aboriginal and Torres
Strait Islander individuals to seek information
about the purpose and benefits of HCs, devel-
oping an understanding of the process and
ensuring the availability of services through
follow-up appointments, and avenues for
addressing questions afterwards [30, 41, 42].
Some studies reported individual perceptions
of visiting PHC only when sick [30, 37, 42] and
highlighted feelings of shame associated with
visiting a doctor [30, 42].

(ii) Experiences of racism and discrimination in

uptake of HCs: Two studies explored how
experiences of racism and discrimination, par-
ticularly with police and social services, affect
people’s trust in PHC generally, which may also
impact the uptake of HCs [30, 42]. Two stud-
ies noted instances of racist attitudes among
health service staff, which were associated with
behaviours such as rudeness, misinterpretation
and a failure to address community priorities
[31, 43]. An Australian Department of Health
report identified past traumatic experiences,
discrimination and stereotyping based on eth-
nicity in PHC settings as barriers to HC uptake
among Aboriginal and Torres Strait Islander
communities [30]. In addition, one study
reported that a healthcare practice displayed
intolerance towards the behaviour of Aborigi-
nal and Torres Strait Islander children, under-
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scoring systemic racism in health services,
which may also act as a barrier to utilizing HCs
[25].

Mechanistic factors related to success and failure
of implementation of HCs

A. Primary health care capacity

(i) Potential benefits of cultural training of health work-

(ii

=

force to deliver HCs: Many studies demonstrate that
cultural training programmes aid non-Indigenous
health providers in expanding their knowledge of
Aboriginal and Torres Strait Islander history and
culture, reflecting on unconscious biases, under-
standing the importance of families and their
guardianship roles, and discussing ways to be more
culturally aware in consultations [25, 26, 29, 30, 34,
35, 37, 39]. ACCHOs staff reported a lack of con-
fidence in discussing lifestyle behaviours and social
issues, and in particular, female Aboriginal health
workers (AHWSs) were hesitant to address smoking
and alcohol issues with males and Elders from other
Indigenous cultural groups [37]. The programme
“Ways of Thinking, Ways of Doing” yielded mixed
results, with pilot findings of enhanced cultural
competence resulted in patients feeling more com-
fortable attending HCs and sharing sensitive health
information [34], while the 5-year intervention
revealed no increase in the cultural quotient levels
of staff [39].

Supportive clinical leadership drives HCs into rou-
tine practice: The need for strong clinical leadership
to drive increased uptake of HCs was emphasized
in three studies [31, 32, 37]. According to Jennings
et al. [22], effective local clinical leadership, coupled
with good communication, was crucial for devel-
oping clinic-specific systems that integrate HCs
into routine practice (within busy workplaces) and
addressing low staff motivation to complete HCs
[37]. In this study, a nurse highlighted the signifi-
cant challenges in conducting HCs, stating, “... that
no one’s got together, and we don't have a system”
[37]. In a quality improvement intervention in com-
munity health centres in the Northern Territory,
good clinical leadership played a key role in enhanc-
ing preventive care, including HCs, and securing
new resources for its delivery [32].

(iii) Incentives encourage individual participation in

HCs: Multiple studies have recommended offer-
ing incentives for people receiving HCs, such as
shirts, providing vouchers for grocery hampers
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with healthy foods, and raffling bikes, as an effec-
tive strategy to encourage people to undergo HCs
[31, 32, 44]. However, contrasting findings from the
2019 NACCHO RACGP roundtable documented
that patient incentives may increase the number
of HCs but cannot be linked to any impact on the
quality of HCs [33].

(iv) Presentation of acute problems impeding HCs

uptake: People often prioritize acute problems
when seeking primary care, making it challeng-
ing to opportunistically engage in HCs owing to
the busy clinical schedule for GPs and competing
patient priorities [26, 31]. Jennings et al. observed
variations in how clinics address this, with some
preferring to address the presenting complaint/
acute problem initially and defer the HCs to a fol-
low-up appointment [37]. Others heavily relied
on walk-in consultations, conducting opportunis-
tic HCs, as planned long appointments were often
poorly attended [37]. Bailie et al. attributed a lack
of HC appointments to a shortage of service pro-
viders, including GPs, practice nurses, allied health
professionals and A&TSIHP/Ws [31].

(v) Effective electronic clinical record capacity for HCs:

Electronic clinical record systems, though not
extensively studied in peer-reviewed literature,
played a central role in the grey literature, highlight-
ing the advantages of computerized HC systems
[34, 35, 40]. One 2013 study identified the clinical
limitations of paper-based HCs, such as legibility
issues, non-standardized responses, extra adminis-
trative work linked to manual scanning of HCs into
patients’ medical records and paper consumption
[40]. In contrast, digital comprehensive electronic
HC templates exhibited higher completion rates
for HCs [45] and enhanced patient involvement in
shared decision-making, and patient-centred man-
agement of conditions [46]. Spurling et al. noted
that the benefits of the computerized template,
such as constrained answers and a self-populating
problem list, outweighed the challenges of imple-
menting a new IT system [40]. These early find-
ings emphasized the importance of digital HC, but
in the current context, its use is widespread and of
limited relevance for current-day implementation.

B. Structural process

(i) Value of Aboriginal and Torres Strait Islander
staff recruitment in HCs delivery: Several stud-
ies emphasized the importance of Aboriginal
and Torres Strait Islander staff in clinical and
non-clinical roles for effective delivery of HCs
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[25, 29, 31]. Recruitment of A&TSIHP/Ws
with clear roles and responsibilities improves
clinical decision-making at PHC in relation to
HC delivery [25, 26, 29, 37, 41]. Aboriginal and
Torres Strait Islander people described higher
care satisfaction when support was provided
by A&TSIHP/Ws [30]. Accessing health ser-
vices (and hence the opportunity to participate
in HCs) is often influenced by the availability of
community-controlled services and/or of Abo-
riginal and Torres Strait Islander staff in PHC
[30]. In addition, the presence of A&TSIHP/
Ws in services builds community trust in HCs
[41].

Potential benefits of collaborative team-based
care for HCs delivery: Two studies have under-
scored the effectiveness of collaborative team-
based care as a potential solution for deliver-
ing HCs [30, 39]. DiGiacomo et al. proposed
several strategies to address time constraints,
such as having AHWSs and nurses initiate HCs
using a health station model, designating spe-
cific days for completion, and assigning one
GP to focus on patients without a regular GP
[26]. Schutze et al. emphasized the pivotal
role of nurses in HCs, highlighting that nurse
initiation of the HCs in mainstream practices
reduces GP perception of required time [36].
Some studies advocate for conducting high-
quality HCs through a team-based approach,
which includes the active participation of Abo-
riginal and Torres Strait Islander individuals
and their families [26, 33, 41, 42]. In addition,
fostering a supportive team culture within
PHC is crucial for retaining the healthcare
workforce to deliver HCs [28, 29].

Inadequate consultation time as a barrier to
HCs delivery: Multiple studies highlight the
time it takes to complete HCs as a significant
barrier [26, 31, 37, 41, 42]. In one study [37],
an Aboriginal nurse stated that “with Indig-
enous people...you don't keep them for a long
time...otherwise they’ll just get up and go
out...” This time barrier is magnified for clients
with complex health needs or after a lengthy
waiting room period [37]. Staff suggested an
ideal health check timeframe of approximately
30 min with AHWSs and another 30 min with
the doctor [37]. Discussions in the NACCHO
RACGP roundtable highlighted that adequate
time is crucial and the components of a HC
may span multiple consultations [33]. The
time-intensive nature often hinders main-

(iv)

(v)
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stream services from offering HCs unless pre-
booked and confirmed [26]. In addition, three
studies identified GP time constraints as a bar-
rier to collaborative team-based care, crucial
for the effective uptake of HCs [26, 30, 39].
Culturally insensitive or superficial contents
of HCs impede HCs utilization: Two studies
noted that certain sections of HC templates
were problematic, potentially harming the
patient—provider therapeutic alliance [37, 46].
Another study highlighted that HCs did not
adequately cover the view of health and the
social world of Aboriginal and Torres Strait
Islander people, perceiving HCs as measur-
ing health in a compartmentalized, disease-
focused manner [42]. In this study, participants
described HCs content as “superficial and did
not get to the heart of peoples’ health prob-
lems” and expressed it was unlikely to “paint a
really honest picture of where my health’s at”
or help doctors explore issues of identity, when
patients have spiritual, family and connection
to country related concerns [42].
People-centred reforms enable utility of HCs
at primary care: Enablers for HC accessibil-
ity in PHC, emphasized in six studies [26, 28,
29, 36, 37, 41], included transportation sup-
port [26, 29, 31, 41] and a flexible schedul-
ing system (including walk-in consultations
and opportunistic HCs) [29, 37]. Drivers for
seeking HCs at PHC included dedicated HC
days, designated staft (especially A&TSIHP/
Ws), staff confidence and community aware-
ness [26, 37], and highlighted the benefits of
holding dedicated health screening days that
fostered multidisciplinary learning, collabo-
ration with external health professionals and
enhancing awareness among government-run
AMS staft [26]. PHC-level initiatives enhanc-
ing health check accessibility included Deadly
Choices promotion activities, real-time feed-
back through social media and services offered
beyond regular working hours, allowing peo-
ple to attend services without taking time off
work [41, 44]. It was identified that a positive
approach emphasizing self-esteem, self-effi-
cacy and community education on the benefits
of participating in HCs, aligning with the com-
munity strengths-based approach, enhances
HC promotion [37]. Another study recom-
mended implementing action plans and dis-
cussing system assessments and clinical audit
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(vi)

(vii)

findings at the PHC level improve HCs utiliza-
tion [32].

Factors contributing to improved HCs follow-
up attendance: The effectiveness of HCs hinges
on responding and addressing health priorities
and needs. This includes reminders of follow-
up activities through phone calls and messages,
and a robust feedback mechanism on the expe-
rience of a HC with timely and extensive input
from the community [30, 32, 33, 37, 40, 41].
Factors contributing to enhanced follow-up
services include robust referral relationships, a
structured platform for staff support in follow-
up activities, transport assistance for patients
to attend follow-up appointments, integration
of patient feedback, meticulous record-keeping
and a patient-friendly service environment
[29, 34, 39, 41]. Studies recognized that part-
nership-enabled service integration, shared
electronic health records and cohesive team-
work across health service staff were crucial for
improving follow-up care [26, 29, 36]. This col-
laborative approach is exemplified by arrang-
ing and supporting referrals to allied health
referral, including mental health, weight man-
agement, exercise physiology, dental, dietetics,
optometry, audiology, alcohol and drug ser-
vices, specialists and smoking cessation initia-
tives [26, 38, 41, 43].

Barriers to follow-up attendance and referrals
to other services: Multiple studies identified
low follow-up attendance rates and referrals
to other services, with some papers correlat-
ing this to the absence of patient navigators
or designated health workers who could assist
with referral coordination and follow-up care
(28, 30, 38, 39, 43], with Dutton et al. report-
ing rates of attendance to follow-up as low as
55% and 40% [38]. In a study by Bailie et al.
barriers included GP reluctance to refer, pre-
suming that patients would not adhere to fol-
low-up referrals, negative patient experiences
with follow-up appointments, limited general
practice capacity for follow-up, and unaware-
ness about reasons for referrals [31]. It noted
a lack of established systems to organize and
bill for follow-up. The Australian Department
of Health report highlighted that insufficiently
standardized and digitized paperwork for
GPs to refer patients to allied health services
is time-consuming and hinders trust build-
ing, and the complexity of arranging follow-up
MBS items and associated costs is a key bar-
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rier [30]. Agostino et al. proposed that creat-
ing demand among patients for appropriate
follow-up after HCs through health awareness
initiatives could be an effective strategy [46].
In addition, issues such as long waiting times
for non-allied health services, and/or lack of
allied health service providers, were identified
as barriers [29, 37, 43]. Studies also reported
lower rates of referral to non-clinical services
(related to education, employment and hous-
ing) and social and emotional wellbeing, with
unclear descriptions of the types of services to
which patients were referred or linked [26, 28,
30, 34, 35, 37, 39, 41, 42]. Some studies noted
a lack of referral options and emphasized the
need for multidisciplinary comprehensive PHC
with the provision of navigators or social work-
ers to support individuals in navigating ser-
vices and referrals to appropriate community
resources [28, 37, 42]. Enabling access to non-
clinical services is crucial for supporting com-
munities in addressing socio-cultural determi-
nants of health outcomes, including education,
employment, housing and grief [42].

C. Building therapeutic alliances

(i) Inadequate understanding and addressing

holistic needs impede HCs delivery: Within
the patient—provider partnership, it is crucial
for clinicians to address holistic health, which
includes social, emotional and physical well-
being, not just physical health [29, 39, 41-44].
However, one study highlighted that discussing
holistic needs would require increased time
and, therefore, may lead to increased out-of-
pocket costs for patients, especially in urban
areas [30]. Despite this, many studies did not
specify how clinicians addressed these needs.
One study emphasized that mental health is
inseparable from physical, spiritual and cul-
tural health, highlighting the importance of
healthcare providers having a comprehensive
understanding of patients’ holistic needs [41].

(ii) Enablers of culturally safe care for HCs deliv-

ery: Culturally appropriate care is essential in
healthcare, especially for Aboriginal and Torres
Strait Islander peoples, as it fosters a mutually
respectful relationship between providers and
patients while addressing racism and the leg-
acy of colonization [29, 34, 41, 44]. Shared con-
sultations led by A&TSIHP/Ws from an AMS
and external clinicians have proven effective



Yadav et al. Health Research Policy and Systems (2025) 23:70

in implementing culturally appropriate initia-
tives, especially in improving communication
between non-Indigenous health professionals
and patients [26]. Enablers of culturally safe
healthcare include creating clinical and waiting
spaces that incorporate appropriate cultural
signifiers, potentially including Indigenous
radio stations, cultural items or flags [25, 26].
Providing culturally relevant materials, such
as story booklets and Indigenous-designed
graphics, images and voices, was identified as
an enabler of culturally safe care [26, 34, 35,
37, 40]. In some remote communities, access
to traditional healers and smoking ceremonies
for clinic rooms enhance the cultural accept-
ance of HCs [29]. Engaging local Elders in
social media health messaging and adopting
a yarning-style conversational approach with
humour and visual aids, with a focus on self-
esteem and positive influences, are effective
strategies for HC delivery [30, 37].

D. Patient and community ways

(i) Value of community engagement to HCs
uptake: Community events and strong con-
nections with Aboriginal and Torres Strait
Islander communities were key to the uptake
of HCs across mainstream, ACCHOs and
government-run services [25, 26, 28, 31, 39,
42-44]. For instance, during a HC screen-
ing day initiative at a government-run AMS,
the involvement of Aboriginal and Torres
Strait Islander health workers and community
engagement through peer leaders was identi-
fied as an important strategy [26]. Similarly,
some studies reported that active community
engagement also facilitated regular informa-
tion exchange with communities and stake-
holders, thereby incorporating their feedback
into HC programme development [26, 29, 39,
41, 44]. Community engagement approaches
included outreach events supporting events
such as the NAIDOC (National Aboriginal
and Islander Day Observance Committee)
Week, and facilitating local rugby league teams
through sponsorships to encourage HCs [25].

(i) Strong Aboriginal and Torres Strait Islander
leadership improves HCs delivery: Aboriginal
and Torres Strait Islander leadership and gov-
ernance structures, along with partnerships
between service providers and community-
controlled organizations, have enabled the
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focus of services to shift from reactive acute
care to proactive, comprehensive PHC mod-
els, improving HC delivery [25, 26, 29, 34, 39,
41]. For example, partnership initiatives among
health practitioners could effectively enhance
staff capacity, foster teamwork and facilitate
collaborations between AMS and non-AMS
health services [26]. It was also identified that
strong community leadership is essential for
maximizing the benefits of policy changes and
increased funding, ultimately improving prac-
tice and health service delivery, including HC
provisions [29].

Discussion

Findings of this review have the potential to underpin the
development of a programme theory to guide the imple-
mentation and evaluation of HCs. Our findings have
several policy and practice implications that should be
considered in the implementation of HCs to improve the
uptake and quality of routine HCs by Aboriginal and Tor-
res Strait Islander people in Australian PHC.

Adequate investment in primary health care infra-
structure has emerged as a fundamental determinant.
Addressing contextual factors, such as space constraints,
equipment shortages and competing clinical demands,
is critical for embedding HCs into routine practice.
Previous evidence has documented various obstacles
to accessing PHC services, including inadequate infra-
structure, insufficient funding and inflexibility in fund-
ing arrangements to care for people holistically [47, 48].
Numerous papers have cited poor affordability, availabil-
ity and appropriateness of services/resources as imped-
ing factors to access chronic disease care, including HC
utilization in Australia [43, 48, 49]. Conversely, enablers
identified by other studies have also emphasized the
importance of strong clinical leadership, physically wel-
coming spaces, adequate primary health care workforce,
provision of transport and adequate time to time to build
trusting relationships with communities [48, 50, 51].

The impact of workforce recruitment, retention and
effective training was found to affect the implementa-
tion of HCs, aligning with pre-existing evidence [48, 52].
Evidence from this review clearly highlights the value of
employing A&TSIHP/Ws, resulting in significant HC
buy-in and greater satisfaction from the community.
However, it was found that their role has not been prop-
erly recognized and adequately remunerated. Evidence
shows that retention of Aboriginal and Torres Strait
Islander health professionals can help overcome key
cultural and communication barriers and can improve
the cultural competency of the non-Indigenous health
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workforce [48, 53, 54]. However, given that a large pro-
portion of the health workforce is non-Indigenous, it is
crucial to build their cultural competence, provide job
security and adequate remuneration, continue appropri-
ate training about the value of HCs for Aboriginal and
Torres Strait Islander people and eliminate misconcep-
tions about MBS requirements. [51] This review also
identified the need to improve understanding of correct
billing processes for MBS items, along with clarity on
responsibilities for initiating and conducting aspects of
HCs among clinic staff (which is consistent with national
and international evidence) [55, 56]. We hypothesize
that this may be related to limited hands-on training or
awareness of the potential for HCs to support health and
wellbeing and prevent disease, concerns about the MBS
billing process and time pressure. These findings suggest
that without increasing investment in strengthening pri-
mary care infrastructure with competent clinic staff in
the MBS billing process and provision of compensation
for clinicians for their time to address holistic preven-
tive healthcare, it is likely that HCs as a tool focused on
closing the gap for Aboriginal and Torres Strait Islander
health and wellbeing outcomes may not be achieved.
There is significant evidence that Aboriginal and Torres
Strait Islander people experience racism, including while
accessing PHC for preventive healthcare and chronic
disease services, including HCs, highlighting the effect
of racism and discrimination on health service use and
its detrimental impacts on the health and wellbeing of
Aboriginal and Torres Strait Islander people [1, 48, 57].
Therefore, it is crucial to train health care professionals
in culturally safe approaches to improve the quality of
HCs, for example, reflecting on unconscious biases and
efforts to acknowledge and address colonial history and
intergenerational trauma, systemic racism, understand-
ing family, cultural and social obligations of Aboriginal
and Torres Strait Islander people, as well as acknowledg-
ing barriers for health-seeking behaviour among Aborigi-
nal and Torres Strait Islander people due to experiences
of racial discrimination in PHC. Notably, cultural com-
petency training for primary care staff to deliver cultur-
ally safe services was a feature of included studies, though
there was little discussion of the measurable impact of
cultural competency training on patient-reported out-
comes. A stand-alone cultural competency training with
a limited focus on racism and white privilege without
systemic and organizational changes is likely insufficient
to improve people-reported outcomes. Future studies
should use uniform terminology and definitions for cul-
tural safety [58] concerning Aboriginal and Torres Strait
Islander people. Using uniform definitions of cultural
safety in policy documents and strategic plans will guide
the implementation and evaluation of cultural safety
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initiatives empirically and theoretically. Importantly,
along with training and developing a culturally safe envi-
ronment to deliver people-centered care, it is crucial to
provide regular mentoring to staff in the workplace and
measure workforce cultural safe and respectful practice
using validated tools with self-reflexive elements and
regular service user satisfaction surveys together with
outcome measurements. This will allow for the building
of the evidence base on culturally safe interventions that
impact people’s reported outcomes.

Addressing holistic needs at the PHC level is crucial to
improving Aboriginal and Torres Strait Islander health
and wellbeing. In line with our findings, many previous
studies have identified that the focus of PHC is on bio-
medical aspects of health with insufficient attention to
the broader context of people’s lives, including addressing
the broader social, cultural and environmental determi-
nants of health [48, 49, 59]. Several studies have identified
limited cultural competency of non-Indigenous health
care providers to understand and address the holistic
needs of Aboriginal and Torres Strait Islander people. In
addition, our research identified a lack of tools to assess
holistic needs, time constraints during consultations and
uncertainty among staff about non-clinical services to
refer/link patients to. This highlights the need to explore
the best approach to address holistic needs within con-
sultations and ways to incorporate holistic health items
onto HC templates whilst facilitating time efficiency to
make such consultations feasible. A key barrier in build-
ing trust was the cultural acceptability of the contents of
HCs. Our findings mirrored those of Usher et al., which
reported feelings of shame and intrusiveness associated
with the social history questions asked in HCs [12]. Con-
ducting Aboriginal and Torres Strait Islander-led reforms
of HC templates/questionnaires is vital in ensuring they
are fit for practice.

Dedicated health check days, designated staff (espe-
cially A&TSIHP/Ws), flexible services and the imple-
mentation of real-time feedback from social media were
identified as enablers for the utilization of HCs. These
features supported service users to balance priorities,
including accessibility of HCs outside of work hours.
Partnership-enabled service integration shared electronic
health records and cohesive teamwork across health ser-
vices staff were identified as crucial for improving follow-
up care. However, investment in systems development for
the effective use of clinical information systems was not
described explicitly in the included studies of this review.
Emerging evidence shows that investment in improving
internet access, in-house information technology (IT)
support and automated systems for follow-up care can
enable coordinated access to multidisciplinary chronic
disease care [48].
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While a few studies identified specific health promo-
tion activities, the majority did not present clear infor-
mation on local health promotion initiatives designed
to empower and encourage Aboriginal and Torres Strait
Islander peoples to undertake HCs. This is consistent
with other findings, which state that very few health
promotion initiatives are designed specifically for the
Aboriginal and Torres Strait Islander 715 HCs [60]. Cur-
rently, PHC funding is largely focused on clinical care,
whereas health promotion initiatives are less of a priority
or have been left out. A report from NACCHO has iden-
tified a AU$ 4.4 billion funding deficit, which highlights
another obstacle to improving the health and wellbeing
of Aboriginal and Torres Strait Islander people. Previ-
ous research has shown that a relatively small number of
government bodies and non-government organizations
play a role in health promotion activities with fragmented
funding [61]. Evidence shows that every dollar invested
in health promotion and prevention can save $ 14 [62],
but the direct funding from the government to support
PHC to deliver health promotion initiatives to meet the
Aboriginal and Torres Strait Islander people’s needs is
insufficient. However, ACCHOs and some AMS are the
leading entities providing community-driven health
promotion initiatives for HCs with Indigenous Austral-
ian Health Programme resources or other independent
funding. It is crucial that health promotion activities for
HC delivery should be shaped and informed by trust and
value-based partnerships with local communities (that
include Elders, community leaders and diverse service
users) and socio-culturally tailored communication tech-
niques by applying culturally appropriate health promo-
tion principles [63]. This will allow the local community
to map and recognize existing community assets (local
Indigenous knowledge, local communication pathways
and social connectedness) and co-design local health
promotion initiatives responsive to context to address
the whole person’s and community’s needs at the right
time, in the right place and with the right team expertise
[64]. Furthermore, the prerequisites for health and well-
being cannot be ensured by the health sector sufficiently.
Therefore, a coordinated effort is needed from all sectors
— government, public and private. Therefore, exploring
opportunities to develop place-based health promotion
initiatives for HCs is crucial.

Effective engagement of Aboriginal and Torres Strait
Islander communities and their leadership is integral
to improving access to chronic disease care at primary
care services [48, 65]. This review found that involv-
ing local Elders, Aboriginal and Torres Strait Islander
leadership and governance structures, partnerships and
collaborations between PHC services and community-
based organizations improved the foundation of trust for
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delivering HCs. However, the specific engagement strat-
egies or theoretical frameworks guiding the partnership
between PHC and Aboriginal and Torres Strait Islander
communities remains unclear in most included studies.

Policy and practice recommendations: This review iden-
tified a number of policy and practice recommendations
in six key domains (Table 3). Recommendations focus on
pragmatic approaches to meaningfully improve the expe-
rience of HCs and embed them in enabling health system
architecture. This pragmatic synthesis of recommen-
dations draws on findings from this review, our recent
policy-focused rapid review [48] and perspectives of the
authorship team, including Aboriginal and Torres Strait
Islander and non-Indigenous policymakers, practitioners
and researchers. Collectively, the recommendations pri-
oritize the delivery of culturally safe HCs developed and
delivered by Aboriginal and Torres Strait Islander people
and peak bodies. Implementing this approach provides a
pathway for improving the quantity and quality of HCs,
and ensures the health system is accountable for their
robust delivery.

The policy and practice recommendations identified in
this research reinforce the need to address all domains
of the National Aboriginal and Community Controlled
Health Organisations’ (NACCHO) Core Services and
Outcomes Framework [64]. This Framework emphasizes
four domains that need to be fully funded to support
high quality primary care. While we have made several
recommendations related to Clinical Services, other
recommendations span the remaining three domains of
Governance, Health Promotion, Community Empower-
ment and Policy and Partnerships [64], were developed
to improve the health and wellbeing of Aboriginal and
Torres Strait Islander people.

Strengths and limitations

Strengths of the present review include: (i) importantly,
Aboriginal and Torres Strait Islander people reside in dif-
ferent geographical locations within Australia, are from
diverse cultures, have unique knowledge systems and
beliefs, and possess invaluable traditional knowledge that
contributes to the implementation of HCs at the PHC
level. The findings generated in this study are data from
research conducted around Australia in both mainstream
general practice and Aboriginal-specific services. Areas
included Western Australia, Northern Territory, Queens-
land, South Australia, New South Wales, Victoria, Aus-
tralian Capital Territory and Australia-wide or multiple
states, as well as territories in rural, remote and regional
settings. These study findings have the potential to inform
implementation research with the involvement of various
stakeholders such as health service managers, policymak-
ers and community members aimed at developing and
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testing programme theory for HC implementation across
the whole of the country; (ii) synthesis of contemporary
evidence across a diverse range of papers, including peer-
reviewed publications and grey literature employing both
quantitative and qualitative methods; (iii) studies being
critically appraised using a reputable tool to ensure qual-
ity and highlighting key systemic issues, such as a failure
to acknowledge and credit Aboriginal and Torres Strait
Islander peoples; (iv) inclusion of articles/reports com-
prising of participants from locations and service types
across the country in regional, rural and remote settings.
This may enable a level of generalizability of findings to
Aboriginal and Torres Strait Islander populations in Aus-
tralia; and (v) research findings and recommendations
articulated experiences and viewpoints of Aboriginal and
Torres Strait Islander peoples, researchers, clinicians and
government departments from multiple angles through
conference presentations and meetings with various key
stakeholders that ensures the robustness of evidence gen-
erated for translational policy recommendations.

Likewise, limitations include: (i) there were limited
patient/community reported measures, both experiences
and outcomes, which restricts the generalizability of find-
ings to Aboriginal and Torres Strait Islander populations
living in different geographical locations; (ii) the quality
of included studies were not satisfactory from the Indig-
enous viewpoint, so low-quality studies may have report-
ing or interpretation biases that may have an impact on
policy and practical implications for future research; (iii)
included studies lacked the necessary detail about what
context-specific mechanisms lead to particular out-
comes, posing a challenge to comprehensive understand-
ing the effectiveness of HCs based on extracted empirical
data; therefore, it is likely that the impact of some barri-
ers and enablers might no longer reflect current practices
and/or that other new and/or emerging priorities are not
present in this review, so the research conclusion should
be interpreted with caution; and (iv) the perspectives of
health service managers, policymakers and funders are
not represented in this research. These limitations might
affect the overall findings, which would be beneficial in
terms of implications for research and policy and further
research. Despite these limitations, the state of synthe-
sized knowledge and recommendations are up to date
and applicable to plan health system or service changes
to drive the uptake of HCs in ACCHOs, government-run
AMS and mainstream primary care services.

Conclusion

Our research identified a range of contextual and mecha-
nistic factors that contribute to the success or failure of
implementing effective HCs in the prevention and early
detection of chronic diseases among Aboriginal and
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Torres Strait Islander people in Australian PHC. This
research identified the need to implement and evaluate a
range of policy and practice recommendations to address
policy, health service administration and workforce-level
issues (including recruitment and retention of culturally
competent non-Indigenous and Aboriginal and Torres
Strait Islander staff) that significantly impede the imple-
mentation of HCs. It is also necessary for PHC services
to train staff to identify and address the holistic needs
of people along with biomedical aspects of health to
improve the update of HCs. This study strongly suggests
the need for health promotion initiatives with strong
clinical and non-clinical Indigenous leadership, com-
munity engagement, and incentives for participation to
encourage regular updates of HCs. Overall, future imple-
mentation research must develop a programme theory
that adopts a more comprehensive and holistic approach
across different models of PHC and considers the con-
textual factors and people-reported outcomes that influ-
ence the implementation of HCs to accurately assess HC
effectiveness on health service improvement and people-
reported outcomes.
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