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By the end of this session, you will be able to:

Integrate good practices in codesigning a contextually 
appropriate plan that integrates local wisdom to 
improve implementation effectiveness and equity.

Learning objective
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What is authentic co-design?



Global Health and Equity Development Hub
Violet Vines Marshman Centre for Rural Health Research, La Trobe University, Australia

What is authentic co-design?

Level of involvement of stakeholders in the co-

design process

Stakeholder responses

V
e
s
te

d
 

in
te

re
s
t 

O
w

n
e
rs

h
ip

A
d
v
o
c
a
te

R
e
s
p
o
n
s
iv

e

C
o
o
p
e
ra

te

A
w

a
re

P
a
s
s
iv

e
 

re
s
is

ta
n
c
e

F
e
e
l 

th
re

a
te

n
e
d
 

1. End users and implementers mutually convene, 

mutually co-lead or lead the process

2. End users and implementers experience partnership, 

know they were heard, were continuously engaged and 

informed

3. A process of co-design that was active, but rushed or 

not inclusive
? ?

4. End users informed after decisions and protocol 

produced, told they were part of a consensus 
? ? ?

5. End users are told what is going to happen, or read 

about it in a report or, worse, in the media

? ? ?
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Codesign methods to 
hear soft voices, 

hear local wisdom
and authentically use for intervention codesign
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The Ophelia BreastScreen Victoria Project:

Improving awareness and participation among 

Aboriginal, Arabic and Italian women
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Step 1 Project set-up
Step 2 Data collection using Health Literacy Questionnaire (HLQ)
Step 3 Stakeholder and community engagement to generate action 

ideas. Use vignettes (community stories) derived from local 
people’s “hearts & minds” (real data)

Phase 1
Identify strength, 
needs and action 

ideas

Step 4 Select health literacy actions (program logic models)
Step 5 Plan actions (develop implementation and evaluation plans)
Step 6 Test and refine health literacy actions (quality improvement 

cycles to test processes and materials)

Phase 2
Select, plan and 

test
health literacy 

actions

Step 7 Implement and evaluate health literacy actions
Step 8 Develop an ongoing quality improvement strategy

Phase 3
Implement, 

evaluate
and improve

health literacy 
actions

The three phases and eight steps of the Ophelia process
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Ophelia (Optimising Health Literacy and 
Access) in breast cancer screening Victoria 

• Aim:

• increase screening among under-
screened groups

• Arabic, Italian, Aboriginal, and 
Australian women

• The 9-dimension HLQ used to provide 
detailed information on the mechanisms 
by which people can and can’t engage 
with health information and services

• These data were used for co-design with 
women and frontline health staff 

Overview

Total number of people consulted: 553

Australian
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Basira is aged 55 and lives with her husband and two children who are in their early 20s. Basira and her husband 
emigrated to Australia 25 years ago and became citizens soon after that. Basira completed secondary education in her 
home country and works part-time in a local cake shop. Basira firmly believes her family comes first, and feels she is 
lucky to be so healthy herself.  Since the menopause she does sometimes feel quite anxious but thinks this is normal. 
She also has asthma and her GP has put her on an action plan but she often forgets to take her puffer with her when 
she leaves the house (Scale 3). Basira does have a GP who she will see when she gets sick (Scale 1, 6) but otherwise 
she doesn’t use any other health services (Scale 7) and while she would like more information (Scale 2) and finds it OK 
(Scales 8), she finds it hard to work out if it is useful (Scale 5).

Basira has never had a breast screen, although her GP mentioned she should go when she turned 50. She was 
confused when her doctor said that breast screen can prevent you from dying as she knows that it is Allah's will when 
you die. Some of her friends (Scale 4) told her the staff are friendly, but that the procedure itself is quite uncomfortable 
and her friend didn’t expect that her breasts would need to be handled quite so much. Basira thinks that she doesn’t 
have the time anyway, there are always lots of other priorities (Scale 3).

Cluster analysis of HLQ – to generate evidence-based 
vignettes (with qualitative interviews)

3. What strategies 
could be used to help 
this individual?

4. If there were lots 
of people like this…
What could services 
and community 
organisations do to 
improve outcomes 
for these people?

1. Do you 
recognise this 
person in your 
community?
2. What are their 
main issues? 



Changes in 
organization Changes in 

individuals 

Changes in 
staff

Changes in 
community 
engagement

Integrated framework building 
Health literacy-informed  interventions

Local 
improvement 
ideas from the 
community + 
professionals

Local 
improvement 
ideas from the 
community + 
professionals

Local 
improvement 
ideas from the 
community + 
professionals

Local 
improvement 
ideas from the 
community + 
professionals
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• 244 ideas were generated by women and health professionals, 

and referenced against the published evidence

• Many novel ideas

• Prioritised Action Areas for Testing

1. Outbound calls in their language

2. Sending invitations in language 

3. Peer education program

4. Information booths in pharmacies

5. Staff training

6. Media advertisements & animation

7. Shawls designed by Aboriginal women

Outcome
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• 244 ideas were generated by women and health professionals, 

and referenced against the published evidence

• Many novel ideas

• Prioritised Action Areas for Testing

1. Outbound calls in their language

2. Sending invitations in language (**didn’t work)

3. Peer education program

4. Information booths in pharmacies

5. Staff training

6. Media advertisements & animation

7. Shawls designed by Aboriginal women

Outcome
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Trial 1: Outbound calls in language

• Women who received a call in language were x10 more likely to book than 
women who didn’t receive a call

• The majority of women who booked actually attended their appointment. Of 
those that didn’t attend, most cancelled.

Group Trial arm Booked Not booked Attended 
(of those who booked)

Arabic In language call 55% (21) 45% (17) 90% (19)

No call 5% (2) 95% (40) 100% (2)

Italian In language call 71% (41) 29% (17) 78% (32)

No call 7% (4) 93% (53) 100% (4)
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Trial 7: Screening shawls for Aboriginal women 
(Beautiful Shawls project)

Background

• Idea seen in New Zealand  

Trial

• Customised shawls with Aboriginal community designs

• Partnering with Aboriginal and Torres Strait Islander peak 
bodies

• Group booking model

• Clinic staff training

• Trial successful
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Graphical user interface, website

Description automatically generated

https://www.google.com/search?rlz=1C1RXQR_en-GBAU957AU957&tbm=vid&sxsrf=APwXEdfjxJv-LoQEdBQK85_Dr97Yz7V9Tg:1681923129438&q=the+beautiful+shawl+project&sa=X&ved=2ahUKEwjLoa31s7b-AhVPU6QEHTySDOAQ8ccDegQICxAH&cshid=1681923225900324&biw=1707&bih=908&dpr=1.13#fpstate=ive&vld=cid:12ef7541,vid:hMJm9NRl6Xc
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• Community ownership

• Interventions can be simple, low cost, far reaching

• Create and ensure psychological and cultural safety 

• Not all the identified interventions need to be implemented or will work

Key messages from the Breast Screen Victoria study
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The Ophelia (OPtimising HEalth LIteracy and 

Access) process uses health literacy thinking to 

connect people at all levels in a community in co-

design, prioritisation and the implementation of 

locally designed, fit-for-purpose solutions
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8 Ophelia principles
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Ophelia processes and theoretical foundation

Local stakeholders 
identify local 

priorities

Document local 
needs Uncover local 

wisdom 
(practice 

excellence)

Intervention design 
and sharing

1. Co-develop 
framework

2. Community of 
practice

Implement 
intervention

Test, evaluate, 
feedback, compare, 

scale

Scales	of	the	Health	literacy	Ques onnaire	

Strongly	Agree—Strongly	disagree	

1.	Feeling	understood	and	supported	
by	healthcare	providers		

• I	can	rely	on	at	least	one	healthcare	provider	

2.	Having	sufficient	informa on	to	
manage	my	health		

• I	am	sure	I	have	all	the	informa on	I	need	to	
manage	my	health	effec vely		

3.	Ac vely	managing	my	health	
• I	spend	quite	a	lot	of	 me	ac vely	managing	my	
health		

4.	Social	support	for	health	
• I	have	at	least	one	person	who	can	come	to	
medical	appointments	with	me			

5.	Appraisal	of	health	informa on		
• When	I	see	new	informa on	about	health,	I	
check	up	on	whether	it	is	true	or	not		

• I	compare	health	informa on	from	different	
sources		

Cannot	do—Very	easy	
6.	Ability	to	ac vely	engage	with	
healthcare	providers		
• Discuss	things	with	healthcare	providers	un l	
you	understand	all	you	need	to		

7.	Naviga ng	the	healthcare	system	
• Work	out	what	is	the	best	care	for	you		
• Decide	which	healthcare	provider	you	need	to	
see		

8.	Ability	to	find	good	health	
informa on	
• Get	health	informa on	in	words	you	
understand		

• Find	informa on	about	health	problems	

9.	Understand	health	informa on	well	
enough	to	know	what	to	do		
• Read	and	understand	all	the	informa on	on	
medica on	labels	

• Understand	what	healthcare	providers	are	
asking	you	to	do		
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Health service settings: participatory service development and quality improvement (also akin to Lean Manufacturing)

Community settings: participatory and Assets Based Community Development (ABCD), participatory research

Communities of practice, 
quality improvement 

collaboratives

Realist program design 
and evaluation

Intervention 
Mapping, 

Complex interventions

Whole of community perspective and 
focus on who is ‘left behind’

Cycling between bottom-up and top-
down planning
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https://www.who.int/groups/gcm/health-literacy-development-for-ncd-prevention-and-control

https://www.who.int/groups/gcm/health-literacy-development-for-ncd-prevention-and-control
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Integrated conceptual framework for 
health literacy development

Health literacy development is influenced by settings and 

health determinants

Health literacy is developed over time through social 

practices, education and media

Health literacy is put into action
Accessing, understanding, appraising, remembering, using

There are barriers to putting health literacy into action

Health literacy development needs to occur across different 

levels

5 Practical Action Areas for health literacy development 

and responsiveness

Ways of learning
Conversation, arts, written word, heath professionals, mass media, Apps

29
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Volume 4

WHO Health Literacy 
Development projects 
(and other Ophelia projects)

Initial WHO

Additional WHO

New / other

Application of Ophelia
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Health literacy Learning Matrix
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Five components of health literacy and the role each has in allowing people 
to effectively engage in healthy behavior

1. Accessing 2. Understanding 3. Appraising 4. Retrieving / 
remembering

5. Applying

People have different 
preferred learning styles 
and need to access 
different sorts of 
information at different 
times:

• Foundational 
biological and disease 
concepts.

• For specific health 
issues need timely 
‘what to do’, ‘why to 
do’ and ‘how to do’ 
information.
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do’ and ‘how to do’ 
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There are many levels of 
understanding health 
information including:
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• Able to follow the 
discussion intellectually 
well enough not to feel lost.

• Through to being able to 
explain to others, or 

• Understand principles 
sufficiently to undertake 
problem solving.
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or judging something is 
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information is 
trustworthy.

• Resolving conflicts in 
information.

• Deciding if it is relevant 
or even possible for 
you.
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• Deciding if the 
information is 
trustworthy.

• Resolving conflicts in 
information.

• Deciding if it is relevant 
or even possible for 
you.

There is a lot of 
knowledge that we 
want people to have 
for use in the future, 
e.g., 

• What are the 
symptoms of stroke 
and what should I 
do if I have them?

• Many people need 
special techniques 
to help them 
remember to follow 
advice.
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• Deciding if the 
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trustworthy.
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information.

• Deciding if it is relevant 
or even possible for 
you.

There is a lot of 
knowledge that we 
want people to have 
for use in the future, 
e.g., 

• What are the 
symptoms of stroke 
and what should I 
do if I have them?

• Many people need 
special techniques 
to help them 
remember to follow 
advice.

Rarely a one-time 
decision but a 
decision that 
people need to 
make repeatedly

• Practical 
knowledge and 
problem solving 
is very 
important.

• Trial-and-error 
decision making.



A framework to understand the utility of current tools, and to plan development and 
implementation of health literacy and education programs.

1. Printed materials 
(pamphlets, posters, 
written resources)

2. Talk with health staff

3. Media, TV, radio

4. Community 
conversations (friends, 
family neighbours,  religious 
/ community)

5. Internet, social media, 
apps, AI 

6. Arts (songs, plays, 
paintings, drawings) 

A well-considered mix of interventions is needed 

for effective and scalable interventions…

But how do people learn (or absorb) 

our complex messages?



Health Literacy Learning Matrix - Observations on the roles of modalities for the tasks in health 
knowledge work to impact on disease prevention and control

1. Accessing 2. Understanding 3. Appraising 4. Retrieving / 
remembering

5. Applying

1. Printed materials 
(pamphlets, posters, 
written resources)

Limited value as the primary 
source for many people. More 
important for remembering.

Often applied but not helpful for low 
literate people.

Often applied but not helpful for 
low literate people.

High impact if materials kept in 
place that is accessible in the future 
when the need for the information 
arises.

High value for practical 
knowledge on how-to-do 
self-care tasks (e.g. recipes, 
exercise sheets).

2. Talk with health staff Useful if person is able to get to 
see knowledgeable and 
communicative professional. 

Often best way, especially if combined 
with other modes and with Teach-
back.

Helpful if staff take time to explain. Can assist with reminders. Health 
service recall/reminder systems.

Important to assist with 
problem-solving and to build 
confidence.

3. Media, TV, radio Can be the only source of 
information. Main source in some 
rural/remote settings. Relevant to 
illiterate people and sometimes to 
minority language groups.

Strong method for many people. 
Effective if affected people discuss in 
narrative/interview formats. Declining 
youth engagement in these media.

Can be very valuable if it allows 
real people to share and discuss 
experiences (life stories, talk-back 
radio). 

Most programs/media is one-off, 
but can provide repeated exposure 
to key messages to aid memory and 
to prompt action.

Can assist people to know 
how to use health services. 
Practical advice and 
examples.

4. Community 
conversations (friends, 
family, neighbours,  
religious and community 
leaders)

Word of mouth among peers and 
intergenerational transfer of 
information. Only method for 
some groups.

Particularly important in working out 
what it would mean to translate 
advice into action. Can also leading to 
misunderstanding (e.g., myths about 
vaccines causing MS).

Highly and consistently important. 
The work of deciding what to 
believe and what is relevant and 
feasible occurs through discussion 
with family and friends.

Family and group processes can 
assist in making actions routine. 
Family, friends, colleagues often 
remind and prompt each other.

Friends influence how health 
actions are applied and 
sustained. A sources of 
practical ideas and problem 
solving from within local 
contexts

5. Internet, social media, 
apps, AI 

Useful if person or family have 
devices. People who are socially 
isolated or remote can be 
informed about access options.

Useful if devices accessible. Can be 
primary source of understanding. Can 
introduce erroneous information.

Social media can be a substitute 
community but this can also be a 
source of misinformation and 
confusion. Some apps are good 
personal planning tools.

Highly useful. Wide use of recall and 
reminders for NCD management. 
Can support regular monitoring.

Useful if have access to 
devices. Can facilitate remote 
healthcare, accurate use of 
strategies, monitoring and 
motivation.

6. Arts (songs, plays, 
paintings, drawings) 

Can overcome language, literacy 
and other learning barriers.

Some people are visual or narrative 
etc learners, thus helps catch 
attention and easier to remember.

Can help make ideas and strategies 
relevant and feasible.

Embedded community art and music 
can provide reminders and prompts 
with positive associations. 

Can provide examples of 
simple practical action 
undertaken in familiar local 
contexts. 
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Health Literacy learning Matrix:

Hypothetical observations on the roles of different health literacy 

tasks in generating impact on individuals and groups

Consider people with low 

health literacy

1. 

Accessing
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Understanding

3. 

Appraising

4. Retrieving / 

remembering

5. 

Applying

1. Printed materials 

(pamphlets, posters, 

written health resources)
2. Talk with health staff

3. Media, TV, radio

4. Community 

conversations (friends, 

neighbours, family, 

colleagues)
5. Internet, social media, 

apps, AI 
6. Arts (songs, plays, 

paintings, drawings) 
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service recall/reminder systems.

Important to assist with 
problem-solving and to build 
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information. Main source in some 
rural/remote settings. Relevant to 
illiterate people and sometimes to 
minority language groups.

Strong method for many people. 
Effective if affected people discuss in 
narrative/interview formats. Declining 
youth engagement in these media.

Can be very valuable if it allows 
real people to share and discuss 
experiences (life stories, talk-back 
radio). 

Most programs/media is one-off, 
but can provide repeated exposure 
to key messages to aid memory and 
to prompt action.

Can assist people to know 
how to use health services. 
Practical advice and 
examples.

4. Community 
conversations (friends, 
family, neighbours,  
religious and community 
leaders)

Word of mouth among peers and 
intergenerational transfer of 
information. Only method for 
some groups.

Particularly important in working out 
what it would mean to translate 
advice into action. Can also leading to 
misunderstanding (e.g., myths about 
vaccines causing MS).

Highly and consistently important. 
The work of deciding what to 
believe and what is relevant and 
feasible occurs through discussion 
with family and friends.

Family and group processes can 
assist in making actions routine. 
Family, friends, colleagues often 
remind and prompt each other.

Friends influence how health 
actions are applied and 
sustained. A sources of 
practical ideas and problem 
solving from within local 
contexts

5. Internet, social media, 
apps, AI 

Useful if person or family have 
devices. People who are socially 
isolated or remote can be 
informed about access options.

Useful if devices accessible. Can be 
primary source of understanding. Can 
introduce erroneous information.

Social media can be a substitute 
community but this can also be a 
source of misinformation and 
confusion. Some Apps are good 
personal planning tools.

Highly useful. Wide use of recall and 
reminders for NCD management. 
Can support regular monitoring.

Useful if have access to 
devices. Can facilitate remote 
healthcare, accurate use of 
strategies, monitoring and 
motivation.

6. Arts (songs, plays, 
paintings, drawings) 

Can overcome language, literacy 
and other learning barriers.

Some people are visual or narrative 
etc learners, thus helps catch 
attention and easier to remember.

Can help make ideas and strategies 
relevant and feasible.

Embedded community art and music 
can provide reminders and prompts 
with positive associations. 

Can provide examples of 
simple practical action 
undertaken in familiar local 
contexts. 
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Health literacy tasks

Daily health literacy 
skills and ability

By individuals and/or 
by, with and for, the 
people around them
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Thank you

r.osborne@latrobe.edu.au 

https://www.linkedin.com/group
s/4818778/

mailto:rosborne@swin.edu.au
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