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Abstract:  Living  evidence  refers  to  con�nual  evidence  synthesis  and  dynamic 

upda�ng of clinical guidelines to support health decision makers with evidence that 

is up-to-date, reliable and trustworthy. The rapid take up of AI technologies and 

prevalence of unveri;ed AI-generated medical advice create an urgent need to 

improve access to trusted, reliable evidence to support clinicians, policy makers and 

ci�zens with accurate health guidance. Developing a living evidence pla=orm with  

South-East Asia and the Western Paci;c - a region that includes almost half of the 

global  popula�on -  requires  a  nuanced understanding of  the diverse needs of 

clinicians, consumers, and policymakers across countries and contexts. Two co-

design  workshops  engaged  input  from  10  countries,  leveraging  clinician  and 

policymaker personas to understand experiences of accessing and using health 

evidence across seBngs. The process informed design principles for an AI-enabled 

regional living evidence architecture, and yielded learnings on inclusive regional co-

design processes to envisage future technology solu�ons.
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1. Introduc�on 

Health decision makers globally rely on clinical prac�ce guidelines to inform health decision 

making. Clinical prac�ce guidelines provide evidence-based recommenda�ons to help 

clinicians op�mise pa�ent care and “summarize and evaluate all available evidence at a 

point in �me on a par�cular issue, aiming to assist healthcare workers in selec�ng the best 

strategies for pa�ent management” (Olayemi 2017, 846). Their development generally 

follows a standardised process; the scope and clinical ques�ons are set, a search is 
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conducted for relevant studies, these studies undergo quality assessment and data 

extrac�on and analysis, and then recommenda�ons are developed using both the evidence 

and other important informa�on (such as clinical exper�se, pa�ent preferences and values, 

equity, and feasibility) as a founda�on. The guideline is then disseminated and subsequently 

used to guide health care prac�ce. 

Conven�onal guidelines are generally published in PDF format, either as a single 

comprehensive document or as a summary of recommenda�ons with links to addi�onal 

documents that contain further informa�on, such as methods and processes, funding and 

administra�on, guideline development group conJicts of interest, etc. Guidelines are oKen 

long and technical documents, presen�ng challenges to accessing and using relevant 

informa�on to support health decision making (Saluja et al., 2022). Furthermore, tradi�onal 

guidelines are infrequently updated (every 3-7 years, or less frequently). As a result, new 

evidence and changes in contextual informa�on are only taken into considera�on and 

reJected in the guideline when it is sporadically updated, oKen several years later. During 

this period of inac�vity, the currency of evidence underpinning these recommenda�ons is 

reduced, with previous studies demonstra�ng that one in ;ve recommenda�ons may be 

outdated within three years (MarMnez García et al., 2014) and half within six years (Shekelle 

et al., 2001).

Living guidelines overcome this issue through a process of con�nual evidence surveillance 

and dynamic upda�ng (Cheyne et al., 2023). As new studies are published, they are assessed 

for relevance and quality and used to rapidly update the living recommenda�ons. Living 

guideline processes also allow for adjustments in scope, methods, composi�on of guideline 

development panels, and other factors needed to maximise relevance and applicability as 

the health care paradigm evolves. In addi�on, unlike tradi�onal guidelines, which have a 

single public consulta�on period prior to ;nalisa�on of content, the ongoing upda�ng 

process in living guidelines enables con�nual input from end users and other stakeholders. 

Through staying dynamic and maintaining high currency, living guidelines aim to promote 

both greater trust in the guideline and, more importantly, be�er care for the pa�ent (Wiles 

et al., 2024).

Living evidence involves a con�nuous process of evidence surveillance and appraisal of new 

evidence to synthesise new research as it becomes available. Living guidelines are clinical 

prac�ce recommenda�ons that are regularly updated in response to new evidence through a 

mul�-stage cyclical process that involves re;ning ques�ons and priori�es, synthesising 

emerging evidence and draKing recommenda�ons in close partnership with diverse 

stakeholders. Living evidence informs the development of living guidelines.

There is global interest in suppor�ng research towards an AI-enabled ‘Living Evidence 

Architecture’, supported by an announcement of funding from the Wellcome Trust in late 

2024 and further supported by other global en��es and funders (Evidence Synthesis 

Infrastructure Collabora�ve, 2025). The Evidence Synthesis Infrastructure Collabora�ve 
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(ESIC) was established to support the decision making around how this investment would 

best be used to meet interna�onal needs. One of the primary goals of ESIC is to harmonise 

eRorts globally that make it easier to learn from others around the world and to support 

na�onal evidence-support systems, with a strong focus on equity and eSciency. However, 

although ESIC is global in scope, there has been a signi;cant under-representa�on of voices 

from South-East Asia and the Western Paci;c within this conversa�on, an area that includes 

almost half of the global popula�on.

To address this underrepresenta�on, we developed a regional co-design process to 

understand the needs, challenges, and expecta�ons of guideline developers and users across 

South-East Asia and the Western Paci;c in accessing and using living evidence across diverse 

contexts. This process engaged 51 par�cipants from 10 countries (Indonesia, Malaysia, South 

Korea, Thailand, Philippines, India, China, New Zealand, Australia and Switzerland (WHO)) in 

two sequenced co-design workshops (Heiss et al., 2025), the ;rst in Melbourne, Australia, 

and the second in Jakarta, Indonesia. Design tools were developed to understand the 

regional needs of clinicians, policymakers and other end users in rela�on to a variety of 

health contexts and 

challenges. 

 

We show how this regional co-design process supported par�cipants to collec�vely explore 

the barriers and opportuni�es experienced by diRerent groups in rela�on to accessing and 

using living evidence to inform health decision making and we explore the priori�es of this 

mul�-stakeholder group in rela�on to an AI-supported living evidence pla=orm. The co-

design process informed development of eight Living Evidence Design Principles to guide 

roadmapping of a user-centric, context-aware, and AI-enabled digital pla=orm to support 

evidence-informed decision-making in health systems, speci;c to the unique needs of the 

region. 

Our contribu�on is threefold: (1) providing ac�onable Living Evidence Design Principles to 

guide the development of a future technology pla=orm to support equitable access to 

trusted, reliable evidence to support clinicians, policy makers and other end users with 

accurate health guidance; (2) advancing methodological approaches to engaging diverse 

regional stakeholder groups in co-design processes through the use of design tools and 

processes; and (3) demonstra�ng how such processes enable diverse stakeholders to 

contribute to complex discussions on development of a living evidence pla=orm and to 

understand challenges from mul�ple perspec�ves.

We commence by exploring the need for a living evidence pla=orm and discuss the 

poten�als and pi=alls of AI in rela�on to evidence synthesis and guideline crea�on. This is 

followed by an explora�on of key literature in rela�on to design principles and the role of co-

design methods and tools in engaging mul�-stakeholder communi�es in regional and global 

health contexts. Our methods sec�on details our regional co-design process and the design 

tools we have developed to engage stakeholder par�cipa�on. The ;ndings sec�on outlines 
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10 interrelated opportuni�es and 12 barriers to using living evidence that were revealed 

through our thema�c analysis. In our discussion we share our eight Living Evidence Design 

Principles and discuss how these can inform roadmapping for a future living evidence 

pla=orm to ensure it is accessible, inclusive, equitable and suited to the needs of the region. 
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2. Dynamic guidelines require a dynamic pla)orm

The digital-;rst format of living guidelines requires a more dynamic publica�on format to 

communicate evidence and recommenda�on changes in near real �me. Current online 

guideline publica�on pla=orms, developed to address issues of providing up-to-date access 

to living evidence, have been used to publish numerous living guidelines, including the 

Australian COVID-19 living guidelines (Na�onal Clinical Evidence Taskforce, 2023) and the 

Australian pregnancy and postnatal living guidelines (Living Evidence for Australian 

Pregnancy & Postnatal Care, 2025). Although these pla=orms currently present the best 

op�on for developing and publishing living guidelines, studies have revealed limita�ons in 

rela�on to usability, adaptability, accessibility, formaBng and presenta�on, par�cularly in 

low-resource seBngs and regional areas (Meteku et al., 2025B). Further, research conducted 

by Wiles and fellow researchers (2024) on the bene;ts and challenges with exis�ng living 

evidence pla=orms highlight the need to be�er integrate these pla=orms with other 

soKware and improve func�onality and usability.

 

The rapid take up of AI technologies has the poten�al to improve access to health 

informa�on to inform decision making (Alowais et al., 2023) though it comes with both 

challenges and opportuni�es. Improvements in the eSciency of systema�c review processes 

have been demonstrated with machine learning approaches (Marshall et al., 2018). Indeed, 

AI can support many aspects of guideline crea�on, minimising administra�ve processes, 

suppor�ng planning and adapta�on, and streamlining dissemina�on (Sousa-Pinto, 2025). 

Yet, the use of AI in rela�on to health decision making raises issues including algorithmic 

biases (Huang et al., 2025), lack of transparency, and ques�ons about privacy and data 

ownership (Malik and Singh, 2024). Further, the prevalence of unveri;ed AI-generated 

medical advice creates an environment of mistrust (Joseph et al., 2025). To counter such 

challenges the Guidelines Interna�onal Network has developed Responsible Principles for AI 

Use in Health Guidelines (Sousa-Pinto et al., 2025), sugges�ng that considera�on of 

transparency, preplanning, addi�onality, credibility, ethics, accountability, compliance, and 

evalua�on should be central to the use of AI in guideline development and implementa�on.

3. Co-designing design principles to support a future living evidence 

pla)orm for South-East Asia and the Western Paci c

Understanding regional needs for a living evidence pla=orm requires a Jexible approach that 

provides a nuanced understanding of diverse stakeholders and the contexts in which health 

decisions are made. Par�cipatory design approaches provide a mechanism to collabora�vely 

iden�fy challenges and possible solu�ons (Chauhan et al., 2021), support the ongoing 

engagement of mul�-stakeholder groups (Heiss et al., 2025), and enable knowledge sharing 

across disciplinary boundaries (Bødker et al., 2004). The co-design process described here 

builds on previous research in co-designing health systems through sequenced processes 

(Heiss et al., 2025), development of co-design tools to understand and engage stakeholder 

experiences (Heiss and Kokshagina, 2021; Page and Heiss, 2023), and co-designing for global 

health (WHO, 2022; WHO 2023; Thiessen et al., 2023). However, scaling co-design and 

par�cipatory processes to adequately represent the needs of a region as diverse and 
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populous as South-East Asia and the Western Paci;c, presents challenges. To further 

complexify this, in the realm of healthcare, design approaches have been maligned as not 

being suSciently evidence-informed (Chauhan et al., 2021), in part due to the lack of 

publica�ons that systema�cally analyse design for health outcomes (Jagtap, 2022) or that 

document a full global health design process from concep�on to implementa�on and 

evalua�on (Bazzano et al., 2017).

The design of technology systems in global health is an area that has received much 

a�en�on, with a promise of “coordina�ng, decentralizing and expanding the quality and 

equity of care” (Holeman and Kane, 2020, 477), yet digital technologies in mul�-country 

health contexts oKen falter due to unrealis�c or unfounded assump�ons about user 

preferences, and a lack of end-user engagement. Further, as Holeman and Kane (2020, 477) 

point out, “Digital technologies evolve even as they are implemented, as does the process by 

which they are delivered. This is not only because technologies advance rapidly, but also 

because stakeholders oKen reasonably demand changes in order to integrate mul�ple 

health programs or to accommodate local infrastructure and health worker rou�nes.” This 

statement highlights the need to engage mul�-stakeholder groups early in the design 

process, and ideally to build in their con�nued input throughout development, 

implementa�on, evalua�on and ongoing itera�ve adapta�on.

Designing a living evidence pla=orm suitable for the needs of diverse regional stakeholders is 

a mul�-year, mul�-stakeholder challenge, requiring regional and global coordina�on, and 

mul�-country and mul�-lateral funding structures. Understanding regional needs for such a 

system was the focus of our co-design process that engaged 51 par�cipants across two 

workshops to understand the barriers and opportuni�es presented by living evidence access 

and use. Yet simply unearthing barriers and opportuni�es is not suScient, they need to be 

encapsulated in a form that both stakeholder groups and soKware developers can respond 

to. This is where design principles are helpful. Design principles have been shown to support 

technology development (Jones, Gouge and Crilley, 2017; Farage et al. 2012) by codifying 

informa�on into a form that is “readily accessible as prescrip�ve statements” (Kruse, Purao 

and Seidel, 2022, 39), and “which provides design process guidance to increase the chance of 

reaching a successful solu�on” (Fu, Yang and Wood, 2016, 3). 

The Living Evidence Design Principles build upon previous work in co-designing the WHO 

Design principles to improve use and impact of WHO guidelines (Figure 1; WHO 2024; WHO 

2023; WHO 2022), an itera�ve process that engaged input from 15 countries to develop ;ve 

design principles, Design for Empathy, Design for Living Guidelines, Design for Accessibility, 

Design for Usability and Design for Transla�on. Building on our experiences from conduc�ng 

this mul�-country mul�-stakeholder co-design process, the regional co-design process 

discussed in this ar�cle supported diverse stakeholders to contribute to conversa�ons on 

opportuni�es and barriers to accessing and using living evidence. These insights formed the 

development of eight Living Evidence Design Principles (see 5.1), to guide development of a 

future technology pla=orm, suppor�ng equitable access to trusted, reliable evidence to 
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support clinicians, policy makers and other end users with accurate health guidance. Thus, 

our research ques�ons:

 How can regional co-design processes support diverse regional stakeholder 

communi�es to contribute to iden�fying barriers and opportuni�es to living evidence 

uptake and use? What tools and processes enable these communi�es to contribute 

to the co-design process?

 How can insights surfaced through the co-design process inform the development of 

design principles to support technology roadmapping for a living evidence pla=orm 

responsive to the needs of South-East Asia and the Western Paci;c?

Figure 1 The WHO design principles and tools to improve use and impact of WHO guidelines. For 

downloadable toolkit: h+ps://www.who.int/publica�ons/m/item/design-principles-and-

tools-to-improve-use-and-impact-of-who-guidelines

4. Methods

To understand the needs of South-East Asia and the Western Paci;c regarding systems and 

approaches to genera�ng and using living evidence to support health decision-making, we 

developed a regional co-design process that engaged 51 par�cipants from 10 countries in 

two workshops, the ;rst in Melbourne, Australia and the second in Jakarta, Indonesia (Figure 

2). 
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Figure 2 The Living Evidence Architecture design process

4.1 Workshop 1: Understanding challenges and opportuni�es of current 

systems and idea�ng for a future pla0orm

The ;rst co-design workshop was a one-day event held at Monash University, Melbourne 

that brought together 34 stakeholders involved in the development or use of clinical 

guidelines to cri�cally examine the challenges and opportuni�es related to accessing and 

using exis�ng evidence systems and commenced idea�on for a future living evidence 

pla=orm. 

Table 1 Workshop 1 par�cipants and co-design tools

Par�cipant sectors and 

organisa�ons

Academic ins�tu�ons, governmental bodies, and health research 

networks. Including the Australian Na�onal Health and Medical 

Research Council (NHMRC), Cochrane (Indonesia, Malaysia and 

Thailand), WHO Western-Paci;c Regional OSce (WPRO), WHO South-

East Asian Regional OSce (WHO SEARO) and WHO Headquarters, 

Geneva (WHO HQ). 

Countries Australia, Indonesia, Malaysia, Thailand, the Philippines, India and 

Switzerland.

Co-design tools Current state canvas that prompted groups to iden�fy the 

opportuni�es and challenges of moving towards living guidelines, and 

to discuss strengths and weaknesses of exis�ng living evidence 

pla=orms, in their context.

Evidence futuring canvas (Fig. 3) that prompted groups to imagine 

they were looking back from 2030 on the successful development and 

implementa�on of a living evidence architecture and to iden�fy key 

features, needs, important elements and stakeholders involved in this 
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development process. 

Figure 3   Evidence Futuring Canvas from workshop 1

Figure 4   Evidence Futuring Canvas in use at workshop 1. Photographs by Michelle McFarlane

4.2 Workshop 2: Understanding the needs of our region
The second workshop was a two-day event held at Monash University, Jakarta, Indonesia 

and brought together a diverse group of 36 evidence users. The aim of the workshop was to 

understand how people in the region access and use living evidence, to interrogate what 

types of technologies could support be�er access to evidence, and to understand regional 

aBtudes to AI-enabled approaches.

Table 2 Workshop 2 Par�cipants and co-design tools

Par�cipant sectors and 

organisa�ons

Clinicians and healthcare providers, policymakers and Ministry of 

Health oScials, public health prac��oners and program implementers, 

digital health professionals and technology developers, academic 

ins�tu�ons, WPRO, SEARO, WHO HQ, WHO Country OSce (Indonesia), 
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and AMSA (Asian Medical Student Associa�ons). 

Countries Australia, Indonesia, Malaysia, Thailand, the Philippines, India, China, 

New Zealand, South Korea, Switzerland (WHO).

Co-design tools Four persona/scenarios, each detailing realis�c challenges in maternal 

and child health or pandemic response seBngs: 

 Dr Joie Coster: A hospital-based obstetrician managing a high-

risk pregnancy with mul�ple comorbidi�es

 Dr Joko Budi: A na�onal maternal health policy advisor 

evalua�ng guideline adop�on strategies

 Dr Anthony Wong: An emergency physician responding to a 

fast-evolving respiratory outbreak

 Ms Faaiza Khan: A regional emergency advisor coordina�ng 

cross-country pandemic supply logis�cs

Three co-design canvases: (1) Understanding regional needs for 

evidence; (2) Suppor�ng health decision making in the region; and (3) 

Idea�ng on a technology supported pla=orm for the region.

Evidence-informed persona/scenarios of clinicians and policymakers were developed in 

consulta�on with clinicians, researchers and people with lived experience, and informed by 

relevant health guidelines to ensure they were medically accurate (Fig. 6). These 

persona/scenarios helped par�cipants think about their own decision-making processes and 

reJect on how digital tools could be�er support these through access to living evidence. 

Canvas 1 (Fig. 7) asked par�cipants to consider how people in their context accessed and 

used living evidence to inform decision making, what the challenges of this were, and how, 

ideally, informa�on should be delivered. Canvas 2 (Fig. 8) asked groups to consider, through 

the lens of their persona, what the challenges are to accessing living evidence, how they 

could ideally access living evidence, and what type of technologies could support this. 

Canvas 3 (Fig. 9) focused on the role of technology in suppor�ng access to living evidence, 

the ideal features of an AI-enabled future pla=orm, and concerns in rela�on to the role of AI 

in living evidence access and use.  

Figure 5   Canvases in use at workshop 2. Photographs by Ricky Apriyanto
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Figure 6   Persona/scenario of Dr Joie Coster
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Figure 7     Workshop 2, canvas 1

Figure 8     Workshop 2, canvas 2
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Figure 9     Workshop 2, canvas 3

4.3 Data collec�on and analysis

Across both workshops, the research team collected qualita�ve data through mul�ple 

channels to ensure depth, diversity, and contextual richness. This mul�modal data collec�on 

strategy ensured that both verbal and visual contribu�ons were captured and included in the 

analysis. Data were collected through audio recordings, workshop templates, visual artefacts 

and facilitator ;eld notes and synthesised using a thema�c analysis approach (Braun and 

Clarke, 2006). The research team cross-veri;ed data and priori�sed recurrent themes.

5. Findings

Thema�c analysis of the data revealed 10 interconnected opportuni�es and 12 challenges to 

uptake and use of living evidence to support informed health decision making. Taken 

together these opportuni�es and challenges paint a picture of living evidence as a catalyst 

for change, technologically, poli�cally, and socially. Far from being just a digital update 

mechanism, living evidence was envisioned as a new infrastructure for health knowledge, 

Jexible, inclusive, real-�me, and rooted in the reali�es of its users. 

5.1 Opportuni�es for living evidence

Table 3 Opportuni�es for living evidence

Opportunity Why it ma3ers Suppor�ng quotes
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Renewed uses 

of tradi�onal 

guidelines, 

dynamic 

updates and 

responsiveness. 

Conven�onal guidelines become outdated due 

to slow update cycles. Living guidelines enable 

frequent updates, allowing evidence to remain 

aligned with emerging knowledge and shiKing 

public health priori�es. Dynamic upda�ng is 

cri�cal during health emergencies such as 

pandemics or outbreaks, where even small 

delays can compromise eRec�ve response. 

“Instead of wai�ng for  

the tradi�onal 

guideline to catch up, 

you have the 

informa�on available 

and presented very 

quickly, up to date.”

Con�nuous 

public 

consulta�on and 

engagement. 

Living guidelines oRer a structural shiK away 

from episodic expert-driven reviews and enable 

co-crea�on and valida�on by communi�es, 

pa�ents, and workers. This approach builds 

public trust, supports local relevance, and 

empowers individuals to use evidence in their 

own decision-making. 

“People are no longer 

just passive recipients 

of care, but are 

empowered to 

understand and use 

this informa�on.” 

Strengthening 

regional, global 

and cross-

border 

collabora�on. 

Siloed or duplicated guideline eRorts across 

neighbouring countries cause ineSciencies. 

Living evidence is a mechanism for sharing 

tools, data, and infrastructure to harmonise 

responses, pool resources, and foster learning. 

“Why reinvent the 

wheel? Let’s start by 

sharing what already 

exists.” 

Enhancing real-

�me decision-

making through 

�mely evidence 

updates. 

Rapid access to updated guidance is important, 

par�cularly during fast-moving crises or disease 

outbreaks. Delays in evidence uptake are seen 

as unacceptable in dynamic contexts. There is a 

need for systems that integrate real-�me 

surveillance with prac�cal, point-of-care 

guidance.

“I want to know today 

if something has 

changed.” (Clinician) 

Bridging the gap 

between 

research and 

policy. 

Tradi�onal guideline development oKen 

struggles to translate published research into 

�mely, ac�onable recommenda�ons. Living 

evidence is a way to close this gap, through 

con�nuous integra�on of new data, joint 

interpreta�on by researchers and 

policymakers, and itera�ve feedback loops. 

“We are oBen relying 

on papers that are 

already outdated …

living evidence could 

mean we are always 

working with the most  

relevant data.”

Empowering 

local and 

community-level 

decision 

makers. 

Na�onal guidelines oKen fail to reJect the 

complexi�es and constraints of facility-level or 

rural care environments. Living evidence 

pla=orms are seen as adaptable tools that can 

localise content, tailor formats for diRerent 

literacy levels, and support decentralised 

applica�on. 

“Some�mes the local 

context is completely 

diDerent… it doesn’t 

work on the ground 

unless it’s adapted.”
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Embed equity 

and 

representa�on 

in evidence 

development. 

Power in the evidence ecosystem needs 

rebalancing, ensuring that historically 

marginalised voices, such as Indigenous, rural, or 

low-resource communi�es, are not only 

represented but central in the produc�on and 

valida�on of guidelines. 

“We can’t con�nue 

to build systems for 

people without 

them.”

(Policymaker)

Stakeholder 

inclusion and co-

design.

Living evidence systems are opportuni�es to 

involve users throughout the lifecycle, from 

design and pilo�ng to upda�ng and evalua�on. 

Living pla=orms incorpora�ng co-design are 

perceived as more likely to be used, trusted, and 

sustained.

“If we don’t involve 

the users, it becomes  

just another tool 

people don’t use.”

Cost-e7ec�ve 

priori�sa�on. 

Coordinated updates and cross-country 

collabora�on are mechanisms to reduce 

duplica�on and make be�er use of limited 

resources, while aligning guideline revisions with 

evolving health priori�es, especially important in 

lower and middle-income countries (LMICs), 

where both �me and funding are limited. 

“We can focus on 

priority ques�ons, 

not everything needs  

to be updated all the 

�me.”

Evolving 

conceptual 

framing of 

evidence. 

Moving beyond living guidelines, terms like 

“living recommenda�ons,” “living data,” and 

“living registries,” signal a shiK toward more 

modular, dynamic, and interconnected 

architectures that allow for more strategic 

investments, targeted updates, and integra�on 

with exis�ng digital health ecosystems. 

“Maybe the concept 

is broader than 

guidelines, perhaps 

we should talk about  

living data 

ecosystems.”

5.2 Challenges in accessing living evidence

Table 4 Challenges of living evidence

Challenge Why it ma3ers Suppor�ng quotes

Disconnect 

between global 

guidelines and 

local knowledge 

systems. 

In many LMICs, global evidence oKen fails to 

reJect tradi�onal prac�ces, resource 

limita�ons, or culturally speci;c care pathways. 

Even when guidelines are methodologically 

sound, their applica�on becomes diScult if 

they lack contextual adapta�on. 

“What applies in 

Malaysia might not 

apply in Indonesia… 

an interna�onal 

guideline might be 

harmful.”

Informa�on 

overload. 

With the prolifera�on of evidence sources, 

clinicians and policymakers struggle to navigate 

extensive, highly technical documents and 

“There’s so much 

evidence, so many 

guidelines… which one  
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pla=orms to locate �mely, relevant 

recommenda�ons, causing cogni�ve burden.

are we going to use at 

the par�cular �me 

and place?” (Clinician)

Infrastructure 

limita�ons. 

Poor internet access, unstable electricity, and 

lack of compa�ble hardware con�nue to limit 

equitable access to digital pla=orms, especially 

for rural and remote users.

“Some of the island[s],  

they don’t have any 

internet connec�on, 

they will cross two 

rivers just to a+end 

something in the 

capital city.”

Fragmenta�on 

of pla)orms and 

evidence 

systems. 

Guidelines, Standard Opera�ng Procedures 

(SOPs), and decision tools are sca�ered across 

diRerent departments or ins�tu�onal websites 

contribu�ng to duplica�on of eRort, confusion 

among users, and inconsistent 

implementa�on. 

“Too many pla0orms… 

each department has 

their own websites 

and applica�ons.” 

“We have to go to %ve 

diDerent places to %nd  

the same piece of 

guidance.”

Terminology 

skill gaps.

DiSculty in loca�ng relevant evidence due to 

lack of con;dence in knowing what terms or 

;lters to use. This is par�cularly problema�c for 

non-na�ve English speakers or users unfamiliar 

with evidence pla=orms.

“Some�mes people 

don’t know what 

words to use to %nd 

the right informa�on, 

or even where to 

start.”

Lack of 

dedicated 

training or 

capacity-

building 

mechanisms.

Training is required, especially for community 

health workers, junior clinicians, and 

policymakers working outside evidence 

genera�on roles. Even when tools are 

available, there is li�le support for uptake and 

use.

“We talk a lot about 

the evidence… but not 

about whether people 

know what it means 

or whether they trust 

it.”

Status quo bias. Status quo bias exists amongst decision-makers 

who assume that exis�ng sta�c systems are 

adequate slows the adop�on of more dynamic, 

updated approaches. 

“There is a resistance 

to change, if 

something is working 

reasonably well, 

people don’t really 

want to change it.”

Delayed updates 

and 

maintenance.

Many living guidelines are infrequently revised 

due to �me, labour, or funding constraints.

“We just %nished the 

living guideline… but 

no funding to 

maintain it.”
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Poor forma8ng 

impedes 

usability.

Sta�c PDF ;les are diScult to navigate, not 

searchable, and unfriendly for mobile or point-

of-care use.

“People are used to 

printed guidelines or 

PDFs... but they’re not 

helpful when you’re 

under pressure.”

Lack of quality 

assurance and 

trust 

mechanisms. 

Guideline users are oKen expected to accept 

recommenda�ons simply because they come 

from an authorita�ve source. This reliance on 

ins�tu�onal trust, without visibility into the 

underlying evidence or methods, is 

problema�c. 

“You're meant to trust  

the Ministry as the 

expert… but that 

breaks the connec�on 

to the evidence.”

High turnover of 

decision-makers 

(e.g., in 

Ministries of 

Health or WHO 

oSces). 

High turnover is a systemic disrup�on to 

evidence con�nuity. When ins�tu�onal 

memory is lost, evidence transla�on eRorts 

oKen need to be repeated from scratch. 

“The Ministry 

changed… the new 

person didn’t know 

anything about the 

guideline… we had to 

start again.”

6. Discussion
A vision for an ideal evidence ecosystem, as expressed by par�cipants from diverse contexts, 

revolves around building a dynamic, inclusive, and sustainable infrastructure that supports 

con�nuous access to and upda�ng of living evidence. To support and achieve this vision, and 

to ensure that the needs of stakeholders across South-East Asia and the Western Paci;c are 

central to this conversa�on, our research has informed the development of eight co-

designed Living Evidence Design Principles to inform the development of a future living 

evidence pla=orm.

6.1 Design Principles for a regional living evidence pla0orm 

To realise the vision of developing a living evidence architecture to meet the needs of South-

East Asia and the Western Paci;c, the research team collabora�vely developed eight Living 

Evidence Design Principles to guide roadmapping of a future pla=orm. 

Table 5 Living Evidence Design Principles

Principle What is needed Suppor�ng quotes

1. Centralised 

and integrated 

A centralised and integrated digital 

pla=orm where guidelines, updates, 

and published evidence are uni;ed 

across countries and organisa�ons, 

reducing confusion caused by 

sca�ered sources.

“At the moment, it's very 

sca+ered. You might need to go 

to one website for na�onal 

guidance, another for WHO 

updates, and another for 

training. It would be be+er if we 
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had just one place where 

everything is brought together.”

2. Personalised 

and pa�ent-

centric 

Enabling healthcare providers to 

receive recommenda�ons tailored to 

individual pa�ents and context-

speci;c needs.

“The pla0orm should personalise  

recommenda�ons. It’s not just 

about giving data–it’s about 

giving the right data for the right  

pa�ent at the right �me.”

3. Dynamic and 

in real-�me 

Enabling automa�c no�;ca�ons and 

updates that reJect emerging 

evidence promptly, especially in fast-

moving scenarios. 

“During COVID, updates were 

happening so fast that even 

na�onal guidelines struggled to 

keep up. We need systems that 

push those changes in real-

�me.” 

4. Transparent Providing transparency in evidence 

traceability, so users can develop 

trust based on the source, process 

and data behind the 

recommenda�ons.

“Every recommenda�on should 

be linked to its underlying 

sources, allowing users to drill 

down into the evidence base to 

validate claims and foster trust.”

5. 

Collabora�vely 

validated

Enabling regional actors to review 

and validate evidence to enhance 

relevance and ensure that it is 

credible and meaningful. 

“We must validate evidence 

together; peer input from other 

countries helps build con%dence 

and relevance.” 

6. Locally 

adaptable 

Suppor�ng systema�c incorpora�on 

of local context and data and 

acknowledging that epidemiology, 

cultural norms, and resource levels 

vary widely. 

“The best evidence is useless if it 

can’t be applied locally. 

Localisa�on is non-nego�able.” 

7. Feedback 

loops and 

learning systems

Built in feedback loops that collect 

real-world user insights and 

implementa�on data to itera�vely 

improve guidance.

“Every �me someone uses a 

guideline, their experience 

should feed back into the 

system. That’s how we learn and  

improve.”

8. Trusted AI 

tools

Incorpora�on of trusted, transparent 

and ethically governed AI tools that 

support predic�ve, personalised, and 

scalable delivery of living evidence.

“If we ban AI, people will s�ll use  

their phones anyway. Instead, 

we should focus on ethical, 

validated AI systems that 

clinicians can trust.”
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Together, these eight Living Evidence Design Principles form a cohesive vision for an 

equitable and eScient evidence ecosystem, one that moves beyond sta�c dissemina�on to 

embrace collabora�on, localisa�on, digital innova�on, and sustainability. As one par�cipant 

summarised, “We want evidence to be interna�onal, but it has to be localised. We need an 

ecosystem that leverages exis�ng tools and exper�se without reinven�ng the wheel.”

6.2 Regional co-design supports mul�-stakeholder communi�es to contribute to  

future technology pla0orms.

Responding to Holeman and Kane’s (2020) asser�on that technology developers in the global 

health context do not oKen understand end user needs, this project has developed a 

regional co-design process that engaged diverse stakeholders from 10 countries to 

understand end user needs for a living evidence pla=orm to support health decision making. 

Aligning to Chauhan et al. (2021) the co-design process enabled par�cipants to 

collabora�vely iden�fy challenges and ideate towards possible solu�ons, while design 

canvases supported par�cipants to engage with stakeholder experiences and supported 

collabora�ve meaning making (Heiss and Kokshagina, 2021; Heiss et al., 2025). 

Persona/scenarios supported par�cipants to imagine the challenges and opportuni�es facing 

clinicians and policymakers in accessing and applying health evidence in high-stakes 

situa�ons, aligning to the prior work of Heiss and Kokshagina (2021), and addressing Norris 

and Ford’s (2017) view that guidelines, and the informa�on they contain, need to be 

responsive to end users. 

The research has undertaken to address the cri�que of Chauhan et al. (2021) that design 

processes in global health lack a robust evidence base by employing design approaches 

tested and re;ned in prior mul�-lateral work with the WHO, especially in convening mul�ple 

countries to develop design principles (WHO, 2024; WHO, 2023; WHO, 2022). Thus, our work 

contributes to an evolving understanding of the ways that co-design prac�ces can be scaled 

in the context of global health. Reinforcing the insights of Kruse, Purao and Seidel (2022) we 

show how the opportuni�es and barriers surfaced through the co-design process were 

codi;ed into design principles to guide future development of a living evidence pla=orm. 

Finally, by developing a regional co-design process, centred on the experiences of clinicians 

and policymakers, our work demonstrates how co-design enables diverse stakeholders to 

contribute to complex technology discussions without requiring soKware exper�se. 

7. Conclusion, limita�ons and next steps 

Our regional co-design process collabora�vely iden�;ed opportuni�es and barriers to living 

evidence uptake and use and highlighted relevant features of an AI-enabled living evidence 

system for South-East Asia and the Western Paci;c. Design tools were leveraged to support 

par�cipants to engage with experiences of clinicians and policymakers tasked with accessing 

and applying evidence in high-stakes decision-making environments. The outcomes of our 

regional co-design process informed the development of eight Living Evidence Design 

Principles. Building on the insights from this regional co-design process, the research team is 

working with partners to co-develop a technology roadmap for a living evidence system, 
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informed by the eight design principles. This roadmap will reJect regional consensus on 

diverse user needs, design features, and implementa�on considera�ons, with the goal of 

providing a founda�on for shaping the future design and implementa�on of a regionally 

informed living evidence system.

While our regional co-design process aimed to include as many voices as possible from the 

region and coalesced a stakeholder group of 51 people from 10 countries, voices were s�ll 

missing. South-East Asia and the Western Paci;c are hugely diverse, populated and 

distributed. Par�cipa�on from many countries was absent, as was a good balance of urban, 

regional and rural par�cipants, and healthcare advocates and consumers, all factors that 

may skew our ;ndings. 

Acknowledgements: We gratefully acknowledge the support of the Monash Incubator 
program for their generous support and thank all the people who par�cipated in our co-
design process.
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