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Abstract: Person-centred care (PCC) is widely recognized as a cornerstone of quality health and social care, promoting dignity,
autonomy, and individualised support. In increasingly multicultural societies, traditional models of PCC often fall short in meeting the
cultural, spiritual, and psychosocial needs of diverse adult care populations. This gap is particularly evident in adult care settings
where service users’ values, beliefs, and community affiliations play a critical role in their well-being and care engagement. Faith
leaders and cultural advocates, as trusted figures within their communities, possess deep contextual knowledge and relational authority
that can bridge cultural divides and strengthen the relevance of care services. This paper examines an integrated framework for co-
producing person-centred care services through structured collaboration between adult care professionals, faith leaders, and cultural
advocates. It explores the potential for such partnerships to enhance culturally responsive assessment, shared decision-making, and
continuity of care. Drawing on examples from diverse urban and rural care environments, the study outlines practical co-design
methodologies, including participatory workshops, culturally tailored communication tools, and joint training modules. Attention is
given to challenges such as balancing professional standards with faith-based practices, mitigating bias, and ensuring equitable
representation across cultural groups. By embedding faith leaders and cultural advocates into the care planning and delivery process,
this co-production model offers a sustainable pathway to improve trust, reduce health inequalities, and enhance care outcomes in adult
services. The findings underscore the need for policy frameworks and funding mechanisms that formally recognise and support these
collaborative roles within person-centred care ecosystems.
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1. INTRODUCTION

1.1 Background and Significance
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Figure 1: Conceptual map of adult care diversity and

Faith leaders and cultural advocates play a critical role in
bridging these divides. Their community standing allows them
to act as trusted intermediaries, translating complex health
information into culturally resonant messages and reinforcing
health-promoting practices [4].
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stakeholder relationships.

Research shows that when care delivery teams collaborate
with such community figures, they can better tailor
interventions to align with cultural norms and spiritual beliefs
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[5]. This not only strengthens communication but also
addresses barriers related to stigma, misunderstanding, and
cultural dissonance. Table 1 summarises key comparative
outcomes between standard PCC models and culturally
augmented PCC approaches in adult care environments.

In multicultural societies, neglecting the role of cultural and
spiritual frameworks risks perpetuating inequities. Embedding
faith and cultural perspectives into PCC is therefore not
simply a compassionate choice; it is an evidence-based
necessity for equitable and effective adult care services [6].

1.2 Problem Statement

Despite growing recognition of the value of culturally
responsive PCC, significant gaps persist in its systematic
implementation. Many healthcare organisations adopt broad
diversity policies yet lack concrete strategies for integrating
faith leaders and cultural advocates into formal care
frameworks [3]. As a result, cultural responsiveness often
remains dependent on individual practitioners’ awareness
rather than organisational protocols.

In diverse adult care settings, this omission can lead to
culturally discordant service delivery, eroding trust and
reducing engagement in preventative and therapeutic
interventions [1]. For example, dietary recommendations,
mental health counselling, or end-of-life care preferences may
conflict with cultural or spiritual norms, resulting in reduced
adherence or outright rejection of professional advice.

Furthermore, while informal collaboration with community
leaders occasionally occurs, it is often ad hoc and
unstructured. Without formalised training, communication
channels, and accountability mechanisms, such collaborations
may fail to achieve sustained impact [4]. This structural
disconnect limits the scalability of culturally informed PCC
models, particularly in rural and underserved urban contexts
where healthcare access is already constrained.

Addressing these gaps requires moving beyond tokenistic
engagement with cultural figures to developing integrated,
multi-stakeholder care ecosystems [5]. Such ecosystems must
embed faith and cultural advocacy roles into multidisciplinary
care teams, supported by institutional policies, training, and
evaluation metrics.

Ultimately, the problem lies not in the absence of awareness
but in the lack of operational models that translate awareness
into sustained practice [2]. Tackling this challenge is essential
for ensuring that PCC frameworks are equitable, culturally
congruent, and adaptable across diverse adult care settings [6].

1.3 Objectives and Scope

The primary objective of this article is to explore strategies for
co-producing PCC services in collaboration with faith leaders
and cultural advocates, particularly in diverse adult care
environments. By examining evidence, models, and best
practices, it aims to identify actionable approaches for
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embedding cultural and spiritual perspectives into the formal
architecture of care delivery [1].

The scope encompasses both urban and rural contexts,
recognising that while multicultural dynamics are often most
visible in metropolitan areas, rural regions also host diverse
populations with unique cultural and spiritual needs [3].
Special attention is given to care environments serving
immigrant, indigenous, and minority communities, where
cultural mistrust of formal healthcare systems can be more
pronounced [4].

The article further seeks to bridge theoretical frameworks with
practical application by outlining mechanisms for formalising
partnerships between healthcare providers and community
advocates [2]. This includes strategies for developing mutual
trust, aligning care protocols with cultural norms, and
evaluating outcomes through culturally sensitive metrics [5].

Figure 1 and Table 1 are integrated into the discussion to
provide visual clarity and comparative insight into existing
and proposed models. While the focus is primarily on adult
care, insights are drawn from related domains such as
maternal health and mental health services where cultural
partnerships have demonstrated measurable benefits [6].

In sum, the scope is designed to move beyond advocacy for
cultural inclusion toward the operationalisation of PCC
models that are inclusive, evidence-driven, and adaptable,
thereby ensuring equitable, person-centred outcomes across
diverse adult care contexts.

2. THEORETICAL AND CONCEPTUAL
FOUNDATIONS

2.1 Defining Person-Centred Care

Person-Centred Care (PCC) is a healthcare philosophy that
prioritizes the values, preferences, and needs of individuals
over standardized institutional routines. Rooted in the
concepts of dignity, respect, and personal choice, PCC shifts
the focus from a disease-oriented approach to a holistic
understanding of the person in their social, cultural, and
emotional context [8]. It embraces the principle that service
users are active participants in their care, fostering
collaboration between patients, families, and professionals.

The core principles of PCC dignity, respect, choice, and
partnership are operationalized through practices such as
active listening, shared decision-making, and flexible service
delivery [10]. Dignity ensures individuals are valued beyond
their diagnosis, while respect requires acknowledging cultural,
spiritual, and personal identities. Choice empowers people to
have control over how care is delivered, and partnership
emphasizes a collaborative relationship where expertise is
shared between care providers and recipients [5].

As shown in Figure 1, PCC’s model is inherently adaptable,
allowing for cultural and faith-based influences to be
integrated into formal care systems without compromising
evidence-based standards. Such adaptability is crucial in
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diverse adult care settings where patient backgrounds may
vary widely in language, tradition, and belief systems [11].

The strength of PCC lies in its ability to merge clinical
objectives with personal values. For example, incorporating
cultural rituals into meal planning or religious observances
into scheduling medical procedures can dramatically improve
adherence and satisfaction. Table 1 highlights studies
demonstrating measurable improvements in patient outcomes
when PCC is culturally attuned [9].

By recognizing patients as partners, PCC creates a healthcare
environment where well-being is defined not solely by
medical metrics but by the individual’s quality of life,
autonomy, and sense of belonging within their community.

2.2 Cultural Competence and Cultural Safety
Frameworks

Cultural competence involves the capacity of healthcare
professionals and organizations to work effectively in cross-
cultural situations, ensuring that care delivery is sensitive to
cultural differences in beliefs, communication styles, and
values [6]. It encompasses a combination of awareness,
knowledge, and skills that enable care providers to adapt
interventions to fit the cultural context of the patient.

Cultural safety extends beyond competence by addressing
systemic inequities and power imbalances inherent in
healthcare systems [8]. This framework calls for a
transformation of institutional practices, ensuring that patients
feel respected, understood, and safe from cultural insensitivity
or discrimination. Cultural safety also involves an ongoing
process of self-reflection among healthcare providers to
recognize and address their own biases [5].

Effective cross-cultural communication requires active
listening, open-ended questioning, and the use of culturally
appropriate non-verbal cues [10]. Trust-building theories in
healthcare emphasize that patients from diverse backgrounds
are more likely to disclose sensitive health information when
they feel understood and respected. Such trust is critical in
long-term adult care settings where ongoing relationships
between providers and patients are the norm [7].

Figure 1 illustrates how cultural competence and cultural
safety intersect, creating a robust framework for integrating
faith leaders and cultural advocates into PCC. When applied
in diverse adult care environments, these frameworks not only
improve patient satisfaction but also enhance clinical
outcomes by reducing misunderstandings and increasing
compliance with treatment plans [9].

Importantly, these frameworks recognize that culture is
dynamic and multifaceted, meaning care strategies must be
adaptable to individual preferences rather than relying on
generalized assumptions. In this way, cultural competence and
safety move beyond token inclusion of cultural elements,
instead embedding them into the core of service design,
delivery, and evaluation.
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2.3 The Role of Faith Leaders and Cultural Advocates

Faith leaders and cultural advocates hold a unique position in
bridging the gap between healthcare systems and culturally
diverse communities [11]. In many societies, they serve as
trusted authorities whose guidance carries significant weight
in decision-making, especially in matters involving health,
iliness, and end-of-life care [7]. Their influence is not limited
to spiritual matters; it extends to advocating for culturally
appropriate healthcare services and mediating between
patients and medical teams.

By integrating faith leaders into adult care settings, healthcare
providers can enhance patient trust, improve adherence to
treatment plans, and ensure that care aligns with the patient’s
spiritual and cultural values [6]. For example, faith leaders
can support care teams in navigating complex ethical
decisions, such as those related to palliative care or informed
consent, by framing these discussions within the patient’s
belief system.

Cultural advocates often individuals with lived experience in
both the healthcare system and their community play a
complementary role. They can educate providers about
cultural norms, assist in interpreting non-verbal cues, and
advocate for systemic changes that make care more inclusive

8.

As illustrated in Table 1, case studies have shown that
collaboration with faith leaders can increase participation in
preventive health programs and reduce resistance to certain
interventions in culturally diverse communities [9]. Figure 1
also shows how these roles fit within the broader PCC
framework, reinforcing that their integration is not an optional
add-on but a strategic necessity in multicultural settings.

Ultimately, faith leaders and cultural advocates act as cultural
translators and trust-builders. Their inclusion ensures that
adult care services are not only clinically sound but also
emotionally and spiritually resonant, thereby creating a more
comprehensive and sustainable care environment.

2.4 Co-Production Theory in Healthcare

Co-production in healthcare refers to the collaborative process
where service users and professionals jointly design, deliver,
and evaluate health services [10]. Rooted in the principles of
shared decision-making and equal partnership, co-production
challenges traditional top-down service models by positioning
patients as co-creators rather than passive recipients of care

(5]

In the context of diverse adult care settings, co-production is
especially valuable as it accommodates varying cultural and
spiritual needs [8]. By engaging patients, families, faith
leaders, and cultural advocates from the outset, services can
be designed to reflect both medical best practices and
community-specific priorities. This approach not only
improves service relevance but also fosters a sense of
ownership among participants, leading to higher engagement
and better health outcomes [7].
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Co-design methodologies within co-production often involve
participatory workshops, community forums, and joint
training sessions where stakeholders can contribute their
perspectives [9]. Such methods create opportunities for
mutual learning, allowing healthcare professionals to
understand cultural and spiritual dimensions that might
otherwise be overlooked.

Figure 1 positions co-production as the intersection of PCC,
cultural competence, and faith-based advocacy. When
implemented effectively, it transforms care delivery into a
dynamic, adaptive process responsive to the lived experiences
of service users [6].

Empowerment is a central outcome of co-production. When
individuals feel that their voices shape the services they
receive, they are more likely to trust the system, adhere to
care plans, and advocate for others in their community. This is
particularly important in diverse adult care settings where
cultural and spiritual inclusivity can significantly influence
patient satisfaction and quality of life.

3. CONTEXT OF DIVERSE ADULT
CARE SETTINGS

3.1 Urban Multicultural Environments

Urban multicultural environments in adult care settings
represent dynamic hubs of diversity, driven by patterns of
migration, resettlement, and demographic change. These
environments often feature care recipients from multiple
linguistic, cultural, and religious backgrounds, necessitating
more nuanced models of person-centred care (PCC) to address
complex needs. For example, metropolitan areas in Nigeria
such as Lagos and Abuja host diverse communities, including
long-established ethnic groups and newer migrant or refugee
populations seeking stability and services [14]. This
heterogeneity increases the complexity of care delivery, where
language barriers, differing cultural values, and varied
expectations of healthcare systems can challenge standardised
approaches.

In these environments, cultural misalignment between
providers and service users often leads to mistrust or
underutilisation of available health and social services [12]. A
growing body of evidence shows that involving cultural
advocates, interpreters, and faith leaders can bridge this gap
by contextualising care within familiar cultural narratives and
belief systems. By integrating trusted intermediaries into the
service chain, care delivery becomes more responsive and
acceptable, reducing disparities in treatment adherence and
outcomes [15].

Urban PCC models in such contexts require operational
flexibility, from appointment scheduling that accommodates
prayer times, to dietary modifications that respect religious
restrictions. Figure 1 illustrates how stakeholders from care
providers to community faith leaders interact within a
culturally adaptive PCC framework. Importantly, while urban
centres offer more resources, they also present the challenge
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of fragmentation across multiple cultural sub-groups, making
systematic integration essential for long-term success [11].

By mapping the cultural and religious diversity present in
urban adult care environments, policymakers and service
designers can identify points of intersection where co-
production efforts will yield the greatest impact. This ensures
that innovations are not just clinically sound but also socially
and culturally resonant, fostering greater engagement and
continuity of care.

3.2 Rural and Remote Community Care

Rural and remote communities, while often less diverse in
demographic composition, present a distinct set of challenges
for implementing person-centred care. In many cases, cultural
insularity and geographical isolation intensify the role of faith
leaders and traditional healers as central figures in community
life [16]. These individuals often hold long-standing influence
over local decision-making, shaping health beliefs and
guiding care-seeking behaviours.

In contrast to urban contexts where cultural advocates
complement a diverse ecosystem of service providers, in rural
areas faith leaders frequently serve as primary conduits
between health services and the population. This dynamic can
be a strength allowing messages about preventive care,
treatment adherence, or lifestyle changes to be embedded
within trusted community frameworks but it can also limit
exposure to alternative health perspectives [14].

Access to healthcare infrastructure in these communities is
often constrained, leading to greater reliance on informal or
semi-formal care networks. Here, PCC models must account
for the influence of deeply embedded traditions and limited
technological resources [13]. Telemedicine, where available,
can extend specialist care to these areas, but its adoption
depends heavily on the advocacy of trusted local figures.

Table 1 in this section compares the role of faith-based
influence in rural versus urban adult care environments,
highlighting how rural leadership structures concentrate
cultural authority while urban models require cross-
community collaboration. These distinctions inform the
strategies for integrating PCC principles, ensuring care
approaches are relevant and sustainable in geographically
isolated settings.

3.3 Institutional vs. Community-Based Care

Institutional care environments, such as nursing homes or
long-term care facilities, offer structured healthcare delivery
but often at the expense of cultural and spiritual flexibility. In
such settings, operational protocols are designed for efficiency
and compliance, sometimes overlooking personalised cultural
or religious practices [12]. This gap is particularly pronounced
in facilities serving diverse populations, where standard
menus, visiting hours, and activity schedules may conflict
with community-specific norms or religious observances.
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Conversely, community-based care offers more room for
adaptability. Services such as home-based health visits or
community health centres can tailor interventions to cultural
preferences, integrate family participation, and allow for the
presence of faith leaders during care delivery. However,
community-based approaches may lack the technical capacity
or specialist resources found in institutional settings, leading
to trade-offs between personalisation and service breadth [15].

Research suggests that optimal PCC outcomes often emerge
from hybrid models, where institutional resources are
complemented by community-based cultural integration [11].
Figure 1 visualises this relationship, illustrating how
institutional frameworks can be enriched by stakeholder
networks spanning cultural advocates, religious organisations,
and patient families.

The challenge lies in balancing standardised clinical
excellence  with  cultural  adaptability.  Institutional
environments must shift towards inclusive operational
policies, while community-based systems require sustainable
resourcing and formalised partnerships with faith and cultural
advocates. In both contexts, co-production mechanisms can
ensure that service design is informed by the lived
experiences of care recipients.

Table 1 reinforces these insights, presenting a comparative
analysis of institutional and community-based PCC models,
highlighting their strengths, weaknesses, and potential
integration points. This comparative perspective underscores
that the effectiveness of PCC in any setting depends not only
on medical competence but also on the depth of cultural and
spiritual engagement embedded into care strategies [14].

4. IDENTIFYING BARRIERS IN
CURRENT CARE MODELS

4.1 Cultural Disconnects and Misunderstandings

In adult care settings with diverse populations, cultural
disconnects often arise from differences in communication
norms, health beliefs, and decision-making processes. For
instance, in some migrant communities, family consensus is a
prerequisite before any medical decision, while in mainstream
Western care models, individual autonomy is prioritized. This
divergence can lead to misunderstandings, perceived
disrespect, and eventual disengagement from care services
[18]. In one urban case study, a lack of understanding of a
Somali patient’s religious fasting practices during Ramadan
resulted in missed medication schedules, compromising
treatment efficacy [15].

Faith leaders and cultural advocates often act as bridges to
address these gaps. However, without formal recognition or
structured integration into care systems, their contributions
remain inconsistent [21]. Figure 1 in the earlier section
illustrates how these leaders serve as connectors between
institutional systems and community values. When such
intermediaries are excluded, care strategies may inadvertently
disregard key cultural priorities, leading to mistrust.
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Moreover, language barriers exacerbate these disconnects. A
2022 survey of caregivers in multicultural long-term care
facilities revealed that over 40% lacked access to qualified
interpreters, forcing them to rely on ad hoc translation by
family members, which raises confidentiality and accuracy
concerns [17]. Addressing these issues requires both linguistic
and cultural literacy, embedded within policy and practice
frameworks.

Such disconnects are not simply logistical challenges they
represent deeper value misalignments between care providers
and recipients. When unaddressed, they contribute to poorer
adherence to care plans, increased readmission rates, and a
weakening of trust in health institutions [19]. These patterns
underscore the need for a co-production framework that
formally integrates cultural intermediaries into care planning
and delivery.

4.2 Systemic and Institutional Barriers

Systemic and institutional barriers are deeply entrenched in
how adult care services are structured, funded, and regulated.
Policy rigidity often restricts the ability of providers to adapt
care models for cultural or spiritual needs. For example,
standardized dietary plans in some long-term care facilities
fail to account for religious food restrictions, despite evidence
that culturally appropriate meals improve patient satisfaction
and compliance [16].

Funding constraints also limit the scope for introducing
culturally tailored services. Allocations for interpreter
services, cultural awareness training, and faith-based
counseling are often treated as discretionary rather than
essential expenses [20]. Without sustainable investment, these
services become vulnerable to budget cuts, particularly during
economic downturns or health crises.

Staff training gaps remain another significant obstacle. While
cultural competence training is widely recommended, many
programs focus on surface-level etiquette rather than deep
cultural safety principles. This leads to tokenistic approaches
rather than systemic change [15]. Table 1 provides a
comparative summary of these barriers across -cultural
contexts, emphasizing where policy, funding, and training
deficits intersect to create compounding challenges.

Institutional frameworks also tend to favor biomedical
perspectives over holistic care models that integrate spiritual
and cultural needs. This not only sidelines faith leaders but
also creates friction when care plans conflict with community
norms [18]. For example, in palliative care, some patients
request spiritual rituals that do not align with hospital
protocols, creating ethical dilemmas for both providers and
families.

Overcoming these barriers demands policy innovation,
inclusive governance, and cross-sector collaboration. It is
insufficient to expect care staff to “bridge the gap” without
systemic support. A co-production model, underpinned by
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robust institutional reform, is needed to transform these
barriers into enablers.

4.3 Ethical and Religious Sensitivities

Ethical and religious sensitivities in person-centred care
require balancing clinical best practices with patients’ cultural
and spiritual values. One recurrent issue is end-of-life care
decision-making. In some communities, withdrawing life
support is culturally or religiously unacceptable, regardless of
medical prognosis [19]. Providers navigating these scenarios
must balance ethical obligations to respect patient autonomy
and cultural beliefs with the imperative to adhere to clinical
guidelines [17].

Similarly, reproductive and sexual health care presents unique
challenges. For example, contraceptive counseling may
conflict with faith-based doctrines in certain religious groups
[20]. In such cases, cultural advocates can mediate discussions
to ensure information is provided respectfully, avoiding the
perception of coercion while still fulfilling legal and ethical
duties to inform.

The intersection of dietary regulations, fasting practices, and
medication adherence further complicates care delivery. A
2021 observational study in a multi-faith care facility found
that medication non-adherence during fasting periods was a
leading cause of preventable complications [21]. Figure 1,
earlier referenced, highlights how faith leaders can collaborate
with clinicians to develop fasting-compatible treatment
schedules.

Table 1 reinforces the systemic nature of these sensitivities by
illustrating that they often overlap with institutional barriers.
For example, policies that do not allow for religious holidays
in scheduling care appointments can inadvertently alienate
patients [18].

Ethical dilemmas also arise when religious preferences
conflict with evidence-based treatment. For instance, refusal
of blood transfusions on religious grounds may necessitate
alternative therapies that are costlier or less effective [15].
Here, shared decision-making frameworks become essential,
ensuring that patients are informed of all potential outcomes
while respecting their moral agency.

The challenge is ensuring that accommodations for religious
and ethical sensitivities do not compromise the quality or
equity of care. This requires structured frameworks that
embed cultural and spiritual considerations into every stage of
the care process from assessment to follow-up rather than
treating them as afterthoughts.

The next section builds on this by presenting an actionable co-
production framework, drawing from both theoretical models
and case-based evidence to integrate faith leaders and cultural
advocates into the formal structure of person-centred care.
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Table 1: Summary of Barriers in Person-Centred Care
(PCC) Across Cultural Contexts

Barrier _ Example Potential Impact
Description

Category Contexts on PCC
Gaps in||Misinterpretati
understandin||on of
g between|[symptoms in{|[Reduced patient
care immigrant trust,

Cultural . g . .

. providers populations; disengagement

Disconnec .

s and patients|{lack of{[from care, lower
due to||recognition for||adherence to
language, traditional treatment plans.
beliefs,  or||healing
values. practices.

Inflexible National
care guidelines that]
protocols prohibit Marginalisation

Policy that do not|[modified of cultural groups,

Rigidity ||laccommodat ||dietary or|[increased patient
e cultural or|[religious dissatisfaction.
faith-based |[[observances in
variations. |[care plans.

Insufficient
cultural .
Limited
competence . s
. ||lexposure to||Miscommunicatio
Staff or bias-||. .
. intercultural n, stereotyping,

Training ||awareness .. . -

. communication ||and unintentional

Gaps training forf| . . L

skills in rural||discrimination.
healthcare .
. facilities.
professional
S.
Lack of
. Inability to hire .
dedicated y Inequitable access
. cultural .
Funding ||resources to ] to services,
mediators  or . .

Challenge ||support . especially in

interpreters due

S culturally to budaet underserved
tailored PCC . g communities.
o constraints.
initiatives.

Tensions Delayed
. Refusal ofi|. Y .
Ethical between X . interventions,
. certain medical .
and medical legal disputes,
L o procedures due . .
Religious ||guidelines . emotional distress
. . to faith-based .
Conflicts ||and religious . for patients and
. restrictions. o
beliefs. families.
Physical Indigenous Reduced service
. distance communities access, reliance

Geogra_phl |Im|t|ng with no local on generic models

¢ Isolation |loyjyrally  ||healthcare that  overlook
Specific care prOViders from cultural nuance.
delivery in||their own
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Barrier . Example Potential Impact
Description
Category Contexts on PCC
rural or||culture.
remote
areas.

5. THE CO-PRODUCTION MODEL FOR

PCC
5.1 Stakeholder Roles and Responsibilities

A co-production approach to person-centred care (PCC)
requires the active participation of multiple stakeholders, each
with distinct yet interdependent responsibilities. Patients bring
personal narratives, health histories, and culturally rooted
values that shape care preferences, ensuring interventions
align with lived realities [22]. Families often serve as cultural
interpreters, bridging the gap between formal care systems
and community traditions, especially in cases involving
complex spiritual or religious considerations.

Care providers nurses, physicians, social workers are tasked
with maintaining clinical standards while adapting to diverse
cultural contexts [25]. Faith leaders contribute moral
authority, spiritual counselling, and community mobilisation,
often influencing patient trust and willingness to engage with
healthcare systems. Cultural advocates play a complementary
role, ensuring minority voices are heard in policy formation
and care design.

In this multi-stakeholder model (Table 2), collaboration is
facilitated through structured meetings, cultural liaison
officers, and ongoing dialogue. The strength of this
framework lies in its fluidity: responsibilities can shift based
on patient needs, care setting, and cultural dynamics [24].
However, clear delineation of roles is crucial to avoid
duplication, conflict, or care fragmentation.

As illustrated in Figure 2, effective PCC hinges on
recognising each stakeholder’s authority and expertise,
supported by formal agreements and cultural protocols.
Embedding these roles into institutional policy enhances
accountability, creating a care environment that respects both
biomedical and socio-cultural dimensions [21].

5.2 Co-Design Process

The co-design process forms the operational core of a co-
production PCC framework. It begins with participatory
workshops, where patients, families, faith leaders, and care
providers jointly define care priorities and expectations [23].
These workshops facilitate cultural mapping an exercise that
documents language preferences, dietary restrictions, spiritual
rituals, and social norms that may influence care delivery.

Collaborative care planning emerges from these mappings,
ensuring that treatment pathways incorporate both medical
efficacy and cultural acceptability. This approach mirrors best
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practices in community health planning, where shared
ownership increases program sustainability [27].

One effective strategy is scenario-based planning, where
stakeholders discuss hypothetical care dilemmas such as end-
of-life decisions or religious objections to medical
interventions and collectively agree on culturally sensitive
solutions. Faith leaders can articulate the theological basis for
certain decisions, while cultural advocates highlight socio-
historical context [21].

The co-design process also includes periodic review sessions,
where feedback loops allow for continuous refinement.
Digital collaboration platforms can support this process,
enabling asynchronous contributions from stakeholders in
different geographic locations [24]. Importantly, co-design
does not imply uniform agreement; rather, it promotes
negotiated solutions that respect differing worldviews while
prioritising patient well-being.

When operationalised, this process strengthens trust, reduces
care refusal rates, and fosters a shared sense of responsibility
among all participants (Figure 2). Such inclusive planning not
only improves patient satisfaction but also enhances care
outcomes by reducing miscommunication and conflict [26].

Table 2: Stakeholder Responsibilities and Communication
Pathways

. Frequenc
Key Primary d y
Stakeholder s ... ||of
Responsibilitie [Communicatio .
Group Interactio
S n Channels n
Deliver
culturally .
tailored care; Electronic
engage ir; Health Records Dail to
gag (EHR)  notes, Y
shared h T weekly,
Healthcare g interdisciplinary .
. decision- . depending
Providers . team meetings, .
making; on patient
L. . |[secure
participate  in . care needs.
messaging
cultural
platforms.
competence
training.
Facilitate
understanding
of patient{|In-person
values; mediate|[consultations, |[Weekly or
Cultural and .
Faith between community as needed
patients and||liaison reports,||during care
Advocates . . .
providers; video episodes.
provide culturalf|conferencing.
education to
staff.
. Communicate |[{In-person Ongoi
Patients and _p . going
preferences, discussions, throughout
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5.3 Communication and Decision-Making Frameworks

Effective communication is the linchpin of co-produced PCC.
It requires translating complex medical information into
culturally resonant narratives [25]. This may involve using
metaphors familiar within a community’s cultural lexicon or
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delivering messages through trusted intermediaries, such as
faith leaders or community elders.

Decision-making frameworks in this context balance
biomedical recommendations with cultural and religious
values. Shared decision-making models where patients and
providers deliberate together are adapted to include cultural
advocates as mediators [22]. This three-way dialogue ensures
that all perspectives are represented before care plans are
finalised.

One practical approach is the “layered consent” model, where
consent discussions occur in stages: initial biomedical
explanation, cultural contextualisation, and final
patient/family agreement [26]. This model minimises
misunderstandings and allows space for cultural reflection.

To ensure transparency, visual aids, translated materials, and
community forums are integrated into the process (Table 2).
Consistent communication pathways outlined in Figure 2 help
streamline exchanges between stakeholders, avoiding delays
or contradictory messaging [24].

5.4 Training and Capacity Building

Sustainable co-production in PCC depends on equipping all
stakeholders with the necessary skills. Training modules focus
on cultural competence, anti-bias awareness, and participatory
care planning methods [23]. These sessions address
unconscious biases that may undermine trust and provide
tools for managing culturally sensitive situations.

Capacity building for faith leaders and cultural advocates
involves orientation on medical protocols, confidentiality
rules, and health literacy concepts [21]. Conversely,
healthcare professionals benefit from workshops on religious
diversity, indigenous healing practices, and culturally adapted
communication strategies [27].

Institutions may also implement “cultural mentorship”
programs, pairing staff with cultural advocates to foster
mutual learning over time [25]. Regular evaluation of training
impact ensures continuous improvement and responsiveness
to demographic shifts.
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Figure 2: Proposed co-production PCC framework.

By embedding capacity building into organisational policy,
care environments become more adaptive, resilient, and
inclusive qualities essential for achieving truly person-centred
outcomes (Figure 2).

6. EVIDENCE OF IMPACT AND BEST
PRACTICE EXAMPLES

6.1 Improved Patient Outcomes

Implementing a co-production person-centred care (PCC)
framework that integrates cultural and faith perspectives
yields measurable improvements in patient outcomes. Trust
between patients and providers increases significantly when
cultural values are acknowledged and respected in care
delivery [26]. This trust translates into higher adherence to
treatment regimens, as patients perceive that their beliefs and
priorities are embedded in clinical decision-making.

Patient satisfaction scores also rise, not solely due to the
technical quality of care, but because the process feels
inclusive and respectful [30]. For marginalised populations,
culturally responsive PCC reduces healthcare disparities by
addressing barriers such as language differences, religious
restrictions, and mistrust of institutional systems [27].

Studies show that integrating cultural advocates into the care
pathway can improve chronic disease management outcomes,
as patients receive both biomedical advice and culturally
relevant guidance [29]. As depicted in Figure 3, facilities
employing co-production frameworks demonstrate higher
trust and satisfaction scores compared to those without such
models.
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Reduced disparities also emerge through increased use of
preventive care services. By creating safe spaces for dialogue
often facilitated by faith leaders patients are more likely to
disclose sensitive health information, enabling earlier
detection and intervention [25]. Collectively, these outcomes
reinforce the value of embedding cultural and faith-informed
strategies into institutional PCC policies.

6.2 Case Studies

Urban Example: Immigrant Care Centre

In a metropolitan setting, an immigrant care centre
implemented a co-production PCC framework to address low
trust and high treatment drop-out rates among refugee
populations.  Participatory workshops brought together
healthcare providers, cultural mediators, and faith leaders
from local mosques and churches [28]. These leaders acted as
trusted intermediaries, translating complex medical advice
into culturally familiar terms. Within 12 months, appointment
adherence improved by 35%, while patient satisfaction scores
shown in Figure 3 rose significantly. Trust-building strategies
included prayer space integration, culturally appropriate
dietary options, and multilingual educational materials.

Rural Example: Indigenous Elders Program

In a remote Indigenous community, an elders program was
established to guide chronic illness management. Local elders
were formally integrated into care teams as cultural advisors
[26]. They participated in joint consultations, ensuring that
treatment plans aligned with traditional practices and spiritual
beliefs. Telehealth systems were adapted to include culturally
tailored consent procedures, enabling wider participation
despite geographic barriers.

The program reported notable improvements in medication
adherence and reductions in hospital readmissions [30].
Additionally, preventive screening rates increased after elders
endorsed these services during community gatherings [25].
This culturally grounded approach, summarised in Table 3,
also led to stronger intergenerational engagement in
healthcare decision-making, as younger family members
observed the elders’ active roles in advocating for culturally
respectful care.

These two examples demonstrate that co-production PCC can
be adapted to diverse environments, each yielding measurable
benefits. They also highlight that success depends on
sustained stakeholder engagement and the formal recognition
of cultural advocates as integral members of the healthcare
team [27].

Table 3: Summary of Case Study Impacts

Measure
Target [|Key Impact
Case Settin Popula |[Intervent d Highlight
Study g . P . Outcom ghiig
tion ions o S
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6.3 Comparative Analysis

Comparing healthcare settings with and without faith or
cultural advocate involvement reveals a consistent
performance gap in key outcome measures. Facilities that
embed these advocates report higher patient trust levels,
averaging 15-20% above counterparts without such
integration [29]. As seen in Figure 3, satisfaction scores
follow a similar trend, particularly among minority groups
who often experience systemic healthcare barriers.

In the absence of cultural intermediaries, communication gaps
widen, leading to misinterpretations of medical advice and
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reduced adherence [28]. By contrast, when cultural advocates
participate in care planning, patients are more likely to engage
in shared decision-making processes, contributing to a 25%
improvement in follow-up appointment attendance [27].

Furthermore, health equity indicators improve when culturally
responsive strategies are implemented. Preventive care
uptake, for instance, rises markedly in settings where religious
leaders endorse medical interventions, bridging the trust
deficit between communities and formal health systems [25].

Table 3 synthesises findings from the case studies, showing
that both urban and rural programs achieved higher
satisfaction, adherence, and preventive care metrics with
cultural involvement. This evidence underscores that cultural
and faith-informed PCC is not a marginal enhancement but a
structural necessity for equitable healthcare delivery [26].

. Figure 3: Comparative chart of patient satisfaction and trust scores,
%

Score (9

=

Patient Satisfaction Tnust i Prowiders
Figure 3: Comparative chart of patient satisfaction and trust
scores.

7. POLICY, GOVERNANCE, AND

FUNDING CONSIDERATIONS
7.1 Policy Recognition of Faith and Cultural Roles

National healthcare policies increasingly acknowledge the
importance of faith and cultural roles in person-centred care
(PCC) delivery. Embedding these considerations into official
care guidelines ensures that the co-production framework is
not dependent solely on local goodwill but is structurally
reinforced [31]. Countries that have codified cultural and
spiritual engagement into clinical protocols report stronger
health equity outcomes, particularly in underserved
communities.

Policy recognition often begins with advisory committees
recommending that health ministries include cultural
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advocates as part of the multidisciplinary care team. For
example, integrating faith leaders and cultural mediators into
chronic disease guidelines ensures that care strategies address
both biomedical and sociocultural determinants of health [33].

Inclusion in national standards also legitimises the role of
non-clinical stakeholders, helping overcome institutional
resistance and clarifying their responsibilities within regulated
care pathways [29]. This is particularly relevant for systems
that aim to improve patient trust, as national endorsement
sends a signal that cultural values are part of official health
priorities.

Figure 4 illustrates a policy integration model, showing how
faith and cultural inputs can be embedded at multiple levels
legislative, institutional, and operational. Such integration also
aligns with international frameworks on cultural competence
and human rights in healthcare [34].

By recognising faith and cultural roles within policy,
governments help create a consistent care environment across
urban, rural, and remote regions. This reduces disparities
linked to inconsistent local adoption and ensures that PCC co-
production remains a national priority rather than a patchwork
of isolated initiatives [30].

7.2 Governance Structures for Collaboration

To sustain co-production PCC, governance structures must
formally incorporate both clinical and community
stakeholders into decision-making bodies. Establishing multi-
stakeholder councils enables diverse perspectives to shape
care strategies from policy formulation to service evaluation
[32]. These councils typically include healthcare
administrators, patient representatives, faith leaders, cultural
advocates, and policymakers.

Regular council meetings serve as a platform for joint
problem-solving, where policy changes can be reviewed for
cultural alignment before implementation [31]. Such
structures also ensure accountability by setting measurable
performance indicators trust levels, adherence rates, and
satisfaction scores that reflect both medical and cultural
priorities.

Decision-making  frameworks benefit from rotating
leadership, enabling shared ownership among stakeholders
[34]. This prevents dominance by any single group and
strengthens community trust in the process. Governance
models may also use subcommittees focused on specific
issues such as language access, end-of-life care, or youth
engagement, ensuring that solutions are context-specific [29].

Embedding these governance structures within existing health
boards or national agencies ensures sustainability. Rather than
being temporary projects, they become permanent features of
the healthcare system, with authority to allocate resources and
oversee cultural policy compliance. This formalisation of
collaboration reduces the risk of token participation and
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strengthens the legitimacy of cultural and faith-based roles in
healthcare planning [33].

7.3 Funding Models

Sustainable funding is essential for the long-term viability of
PCC co-production frameworks. One approach is dedicated
grants from national health ministries or international
development agencies aimed at supporting cultural liaison
roles and community-based health education [29]. These
grants can cover salaries for cultural mediators, training for
healthcare providers, and the creation of multilingual patient
resources.

Community co-funding models, in which local organisations
and faith institutions contribute financially or in-kind, can
enhance ownership and ensure initiatives are tailored to
specific population needs [31]. For example, faith
communities may provide venues for health workshops, while
cultural associations can sponsor outreach materials.

Public-private partnerships (PPPs) offer another viable
funding pathway, combining governmental oversight with
corporate investment. In such models, healthcare technology
companies may support culturally adapted telehealth
platforms, while private donors finance cultural competency
training [34].

Effective funding strategies require transparency to maintain
trust among all contributors. Governance councils, as outlined
in Table 2 of earlier sections, can oversee budget allocation to
ensure resources are equitably distributed [33].

Linking funding to performance indicators such as those
depicted in Figure 4’s integration model helps ensure that
investments directly translate into improved patient outcomes
and reduced disparities. This results in not only better
healthcare experiences but also stronger community
engagement and long-term sustainability of PCC co-
production initiatives [30].
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Figure 4: Policy integration model for PCC co-production.

8. IMPLEMENTATION ROADMAP

8.1 Step-by-Step Guide
Implementing co-produced person-centred care (PCC) with
faith leaders and cultural advocates requires a phased,
structured approach. The process begins with stakeholder
mapping, identifying healthcare professionals, patient groups,
faith institutions, cultural organisations, and policymakers
[35]. This stage ensures that all relevant voices are
represented from the outset, avoiding later gaps in
participation.

Following mapping, relationship-building is critical. Trust
must be developed through regular dialogues, community
visits, and cultural immersion activities for healthcare staff
[33]. Early engagement reduces resistance and fosters shared
ownership of care strategies.

The third step is joint needs assessment, where both clinical
and cultural priorities are mapped against population health
data. This identifies where cultural alignment could directly
improve adherence and satisfaction [37].

Next, co-design workshops bring stakeholders together to
create culturally tailored interventions. These workshops may
cover language services, care rituals, dietary requirements, or
family involvement models [34].

Pilot programs are then launched in selected facilities, with a
focus on rapid learning and adaptation. Feedback loops allow
for real-time adjustments, ensuring that interventions remain
responsive [36].

The final integration stage involves embedding the co-
produced practices into institutional policies, clinical
guidelines, and digital systems. Figure 5 illustrates this full
implementation roadmap, showing progression from
stakeholder mapping to system-level integration. Continuous
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reinforcement, via training and governance oversight, ensures
sustainability over time [35].

8.2 Tools and Resources

Successful implementation is supported by a range of tools
and resources designed to bridge clinical and cultural
perspectives. Communication toolkits including multilingual
patient information sheets, visual aids, and role-play scripts
help providers convey health messages in culturally resonant
ways [34].

Cultural liaison roles are another essential resource, serving as
dedicated mediators between patients and clinical teams.
These liaisons can be faith leaders, community elders, or
trained cultural workers embedded in care facilities [37].

Digital platforms further enhance co-production by enabling
real-time collaboration. Secure messaging systems, virtual
town halls, and mobile health applications can link providers
with community representatives to address patient concerns
promptly [35].

Resource repositories, including training manuals on cultural
competence and databases of religious or cultural care
considerations,  support  continuous  learning  [33].
Incorporating these into electronic health record (EHR)
systems ensures that cultural data is accessible at the point of
care.

Integration of these tools, as outlined in Figure 5’s roadmap,
provides a coherent structure for operationalising PCC
initiatives.  The combination of interpersonal and
technological supports ensures that cultural values are not
sidelined but embedded into everyday healthcare delivery
[36].

8.3 Monitoring and Evaluation

Evaluating the success of culturally co-produced PCC
requires a balanced mix of quantitative and qualitative
indicators. Key performance indicators (KPIs) include patient
satisfaction scores, trust indices, adherence rates, and
reductions in care disparities [33].

Qualitative feedback captured through focus groups,
interviews, and community consultations provides deeper
insight into how well services align with cultural expectations
[34].

Benchmarking against facilities without faith and cultural
advocate involvement offers a comparative measure of impact
[37]. Table 3 from earlier sections, summarising case study
impacts, can be adapted as a template for tracking these
results.

Monitoring should be continuous and adaptive, with quarterly
reviews to identify areas for improvement. Governance
councils (referenced in Section 7.2) can oversee the
evaluation process, ensuring that data informs both policy and
practice [35].
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Integration of evaluation dashboards within digital platforms
allows real-time tracking of KPIs, making it easier to detect
early warning signs of declining engagement or satisfaction
[36].

Ultimately, effective monitoring validates the investment in
co-production models and strengthens the case for wider
scaling. By linking performance metrics to the
implementation roadmap in Figure 5, healthcare systems can
ensure that cultural and faith engagement remains a central
pillar of PCC service delivery [34].

Figure 5: Implementation Roadmap
for Cultural & Faith-Based PCC

STAKEHOLDER MAPPING

Identify retevant faith, cultural,
and care stakeholders

CO-DESIGN & PLANNING

Conduct collaborative workshops
and develop care strategies

TOOLS & TRAINING

Provide resources, communication
tools, and culture training

EVALUATION &
INTEGRATION

Monitor key metrics, incorporate
into ragular practice

Figure 5: Implementation roadmap visual.

9. CHALLENGES AND MITIGATION

STRATEGIES
9.1 Managing Conflict, Avoiding Cultural Stereotyping,
and Ensuring Inclusivity

Integrating faith and cultural advocates into person-centred
care (PCC) inevitably involves managing differences in
perspectives, priorities, and decision-making styles. Conflict
management should be proactive rather than reactive, with
clearly defined protocols for resolving disagreements between
healthcare providers, patients, and cultural representatives
[37]. Establishing early ground rules during stakeholder
mapping and embedding these in partnership agreements can
help maintain respectful dialogue even when opinions
diverge. Mediation processes, preferably facilitated by a
neutral party familiar with both clinical and cultural contexts,
provide a structured way to address disputes without
undermining trust [36].

Avoiding cultural stereotyping requires a nuanced
understanding of diversity within cultural and faith groups.
Stereotyping often arises when assumptions are made based
on superficial markers such as attire, language, or dietary
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practices [38]. Continuous training on cultural humility
combined with reflective practice sessions helps providers
approach each patient as an individual rather than a
representative of a monolithic group. For example, while a
particular faith tradition may encourage certain dietary
restrictions, not every patient identifying with that faith will
adhere to them, underscoring the need for individualised
assessments [39].

Inclusivity must be intentionally designed into PCC
frameworks. This involves ensuring that no patient or group
feels excluded from care due to their cultural, religious, or
personal identity [36]. Inclusive policies should be reflected in
recruitment practices, ensuring diversity among clinical staff,
cultural liaisons, and governance bodies. Furthermore,
accessibility measures such as language interpretation,
assistive technologies, and gender-sensitive spaces ensure that
inclusivity is more than a symbolic commitment [38].

Figures and data can guide these inclusivity efforts. For
instance, satisfaction and trust metrics from Figure 3 highlight
disparities that may be addressed through targeted
interventions, while Table 3 summarises case study impacts
that can inform future policy adjustments [37]. These tools not
only provide evidence of the benefits of inclusivity but also
reveal gaps where further work is needed.

Digital platforms can also play a role in supporting inclusivity
by enabling broad participation in decision-making. Virtual
feedback forums, anonymous suggestion tools, and multi-
language interfaces ensure that even those unable to attend in-
person meetings can contribute meaningfully to the evolution
of PCC practices [39]. Such platforms align with the broader
implementation roadmap presented in Figure 5, reinforcing
the role of continuous engagement in sustaining inclusive care
models [36].

The long-term success of these initiatives hinges on
embedding inclusivity, conflict management, and anti-
stereotyping measures into both policy and daily practice.
This requires sustained leadership commitment, ongoing
resource allocation, and governance oversight that holds all
partners accountable. By maintaining these principles
alongside cultural and faith engagement strategies, healthcare
systems can not only improve trust and satisfaction but also
create adaptable frameworks capable of serving diverse
populations over time [38].

9.2 Sustainability and Scalability

Ensuring the sustainability of faith and cultural co-production
in person-centred care (PCC) requires moving beyond pilot
initiatives toward systemic integration across healthcare
delivery models [41]. This involves embedding cultural and
faith collaboration into organisational strategies, staff training
programs, and service delivery protocols so that they become
standard practice rather than optional enhancements.
Sustainable models require consistent funding streams, robust
governance frameworks, and strong policy backing to
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withstand leadership changes or shifting political priorities
[39].

One key sustainability measure is institutionalising co-
production through formalised roles for cultural and faith
advocates within care teams. By defining these roles in job
descriptions and integrating them into standard care pathways,
organisations ensure continuity and accountability [42]. Such
integration allows for smoother collaboration across
departments and reduces the risk of cultural engagement being
sidelined during resource constraints.

From a scalability perspective, replication across regions or
service types demands adaptable frameworks that maintain
core principles while allowing local customisation [40].
Successful scaling hinges on having clear implementation
roadmaps, as outlined in Figure 5, supported by adaptable
tools such as communication templates, stakeholder
engagement guides, and evaluation metrics. Lessons from
earlier stages captured in Table 3 can inform strategies for
expanding services without compromising cultural integrity.

Data collection and evaluation are also critical to scaling
effectively. Comparative outcome data, such as those shown
in Figure 3, can be leveraged to secure additional funding or
policy endorsement [43]. This evidence base demonstrates not
only improved patient outcomes but also cost-effectiveness,
which appeals to both healthcare administrators and
policymakers. The inclusion of financial metrics strengthens
the case for long-term investment in co-production models.

Sustainability is also strengthened through capacity building
within both healthcare and community organisations. Training
programs should focus on cultural competence, cross-cultural
communication, and co-design methods so that more staff can
confidently engage in faith and culturally aligned PCC [39].
Partnerships with academic institutions can further embed
these practices through joint research, continuous professional
development, and shared evaluation tools [42].

Technology plays a significant role in both sustaining and
scaling efforts. Digital platforms can support resource sharing,
patient feedback collection, and virtual cultural liaison
services, making these models accessible even in remote or
resource-limited areas [41]. Such platforms also allow for
centralised training modules and peer learning networks,
enabling cross-regional knowledge exchange without
significant travel or infrastructure costs.

Ultimately, embedding cultural and faith co-production into
systemic PCC delivery requires a multi-layered strategy:
policy integration, organisational alignment, financial
sustainability, workforce training, and technology adoption.
By securing long-term commitments at the leadership, policy,
and funding levels, healthcare systems can ensure these
initiatives evolve from isolated projects into resilient,
adaptable pillars of patient-centred care [40].
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10. CONCLUSION

Faith and cultural co-production in person-centred care (PCC)
offers a transformative pathway for improving healthcare
delivery, deepening trust between patients and providers, and
addressing systemic disparities in access and outcomes. By
integrating cultural values, spiritual perspectives, and
community knowledge into healthcare decision-making, this
model goes beyond conventional medical practice to deliver
care that resonates with patients’ lived experiences. The result
is not only improved adherence to treatment plans and greater
satisfaction but also tangible gains in equity, reducing the
gaps faced by underserved populations.

Across the evidence presented, it is clear that the presence of
cultural and faith advocates within healthcare systems
strengthens communication, fosters mutual respect, and
creates a safe space for patients to voice preferences without
fear of being misunderstood. This approach does not replace
clinical expertise but rather complements it, creating a holistic
framework where clinical outcomes and human connection
are equally prioritised. Such integration aligns strongly with
modern health priorities that emphasise preventive care,
patient empowerment, and community engagement as drivers
of long-term wellness.

The policy implications are profound. Embedding cultural and
faith co-production into national care guidelines can
standardise these practices across healthcare systems,
ensuring that they are not dependent on local champions
alone. This shift would encourage resource allocation for
training, role definition, and evaluation, further legitimising
cultural and faith-informed practices as essential components
of quality healthcare. Additionally, governance models that
include cultural representatives in decision-making bodies
provide a platform for diverse voices to influence priorities,
policies, and service delivery structures.

From an operational standpoint, the scalability of such
initiatives is achievable when supported by adaptable
frameworks, comprehensive training, and digital tools that
enable wider reach. By adopting a systemic approach,
healthcare providers can move from small-scale pilots to fully
embedded programs that are sustained through stable funding,
inter-organisational collaboration, and continuous evaluation.
The adaptability of these models ensures relevance in varied
contexts from urban immigrant communities to remote rural
populations while maintaining a consistent commitment to
respect, inclusion, and partnership.

The case for broader adoption is strengthened by the
alignment of these initiatives with global health objectives,
including the pursuit of universal health coverage and the
reduction of health inequalities. The long-term benefits extend
beyond improved clinical outcomes; they encompass the
empowerment of communities, the strengthening of public
trust in healthcare institutions, and the fostering of social
cohesion. In an era marked by increasing cultural diversity
and complex health challenges, integrating faith and cultural
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dimensions into PCC is not simply a compassionate choice it
is a strategic imperative.

In conclusion, faith and cultural co-production in PCC
represents a forward-looking approach to healthcare that is
both people-centred and system-conscious. Its ability to
improve patient outcomes, influence policy, and scale
sustainably makes it a compelling model for future healthcare
reform. Broader adoption will require decisive policy action,
cross-sector collaboration, and an unwavering commitment to
inclusivity. With these foundations in place, the healthcare
sector can ensure that every patient feels seen, heard, and
valued ultimately delivering care that is as diverse and
resilient as the communities it serves.
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