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Korerotaka

* As per protocol — the central role of nursing leadership in Mana Kidz
e Disrupting primary care — nursing roles and contribution

* Decolonising approaches

* Treaty Claims

* Data Sovereignty
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All children have the best start to life

Provide daily access to high-quality, school-
based primary healthcare services to enable
equitable health and social outcomes

ManaKidz

HEAUMY
» HERRTS
Hnﬁrw . TEETH
NELL * SKIN
 LWNGS
IMMUNISED
cTRONG
ENGAGED IN %

€DUCANDN REQUENT"



ManaKidz

n—-_ﬂ

Hauora Coalition

National

ARF distribution by ethnicity
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The ‘Challenge : Opportunity’ Profile

23.3% K

of all Auckland's children
and young people live here

MEDIAN AGE IN SOUTH
AUCKLAND IS LOWER

YEARS IN
SOUTH
) AUCKLAND
I YEARS IN
® AUCKLAND
8 YEARS IN
NEW ZEALAND

VS

60%

of the population identify as
Maori or Pasifika

SHARP RISE IN OBESITY
IN SOUTH AUCKLAND

33%-41%

2006 - 2013 +

T1% hscaons

14% :zaliﬂcatiom

An above average
concentration of
employment in
manufacturing,
wholesaling & transport
and logisties with more
than 700 manufacturing
businesses with less than
10 employees

Over 3000

HOUSEHOLDS HAVE 7
OR MORE RESIDENTS

South

Buckland

Disproportionate
share of young
people not in
employment,
education,
or training

Home ownership rates

are low at 50%

h
Szﬁthern

Initiative

Rest of
Buckland
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& ]S

HIGH CONCENTRATION
OF COMMUNITY FACILITIES

67% of all households

have internet access &
81% have mobile phones

e
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Service level

Social Worker in
Schools (SWIS)

SCHOOL COMMUNITY

Mana Kidz
Health team

DHB Community Social services
services provider
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61 schools
25,000 children
1,034 classroom visits every day
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Hauora Coalition “ ManaKidz

* Alliancing

criaeath | Allance Leadersip * Outcomes contracting

R i * |[ncentivise outcomes
) * Regular performance reporting aligned to CTO;
o utilising Mohio data

Kfﬁ\ﬁ * Regularly monitor outcomes



programme structure
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Outcomes

Increased access to
primary care

Increased health literacy

Better care experiences

Reduction in ARF

Reduction in skin
infection hospitalisations
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Acute Rheumatic Fever in CMH (5-12 year olds): cumulative initial attack notifications
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An independent evaluation concluded:

. in engaging with children,
parents and whanau.
..families see the services as

...culturally competent and have
with children, families and schools
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Mana Tu

Diabetes

National Hauora Coalition | AWA



anau

-wh

Kaimanaak




summary

1. Mana Tu is a focused approach to improve the impact of clinical and
lifestyle interventions — prediabetes and people with uncontrolled diabetes.

2. Mana Tu deploys skilled and supported Kaimanaaki-whanau (KMs) in
practices

3. KMs use a mana whanau approach, work with General Practice teams,
operationally supported by central hub

4. The hub will co-ordinate broader community and social service support
systems for whanau provide training, programme design, and support
within a rich data environment. General Practice teams will move to
outcomes based contracts over time.

5. Outcomes will be measurable improvements in diabetes control,
improvements in patient outcomes and downstream healthcare costs. And
benefits to the wider Whanau within at risk communities.



Length of Life (50%)

Multiple Determinants ——

= Tobacco Use
e B Diet & Exercise
30%) — Alcohol & DrugUse
_i Sexual Activity
Access to Care
(20%) Quality of Care

Health Factors — Education

L Housing & Transit

— Employment
Ecc :f ' Income
— Family & Social Support
— Community Safety
Physica —  Air & Water Quality

Policies & Programs

County Health Rankings model © 2014 UWPHI



What’s different for the patient/whanau?

64yo Tongan man (Tevita)

From

Jan 2014: HbA1c =120 (uncontrolled)
To

Dec 2015: HbAlc = 49 (controlled)

Tevita said he valued our Mana Whanau approach:

e Caring non judgemental support

* Helped get his ‘shit’ sorted (improved psych state)

* Patient centred clinic times (attended)

* Regular review of his own data (understand/motivated)

* Links to Whanau environment (Whanau supported and motivated
to change)

* Improved medication/lifestyle response (his response)

e Skilled case management and

e Supporting self management

We can design our system to
efficiently create value across the
factors that influence morbidity
and mortality.



What’s different in the clinic?

Infrastructure and skills to directly address health in a context of social complexity
Skilled, supported Kaimanaaki-whanau (KM, Whanau Ora Case Manager) working in practice, part of MDT
Part of a network within practices

Systematic approach and support from a sophisticated hub
* Training
e Access to data
* Access to tools
e Clear performance requirements
* Support/supervision
e Learning network
* Aligned incentives
* Understanding key contributors to outcomes



What’s different in the system?

System supported by

Enabling and
motivating general
practice

Developing, deploying,
supporting highly
skilled and supported
KMs within practices

Systems to support KM
network and linkage to
wider social system
supports

Standard skills, training and expectations for all case managers deployed into
practices
* Training includes clinical and Whanau ora aspects of case management to
improve behavioural response to both clinical and lifestyle interventions
* Training (lite) for other practice members to support effective response to
CM role
Robust programme design
* Clear outcomes (OF)
* Explicit contribution to outcomes (CTO)

Valid, live data capture = analysis, tracking and data visualisation for practices,
patients, case managers (Mohio)

Joined up programme across clinical interventions — SME, podiatry, secondary
(support from hub)

Joined up programme across social interventions (housing, social support,
employment) support from hub

Joined up network — sharing, learning and peer review — CQl focus

Alliance includes multiple organisations — health/social who can impact on
outcomes



Common operating system.

Skilled Mana Whanau Case

Managers (KW) — within a
learning network

Patients with
diabetes in a Mana

Whanau context

Core clinical/
lifestyle
interventions

Core clinical/
lifestyle
interventions

Core clinical/
lifestyle
interventions

Multi-organisation
support for
interventions

Supporting health ¥——  —

and social
agencies and
organisations

Secondary care
_ clinics

PHO-led hub supporting a
high performing system

Supporting practices and
contracts for outcomes

\
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Contribution to Outcome Map for Oranga Ki Tua (OKT) — Diabetes — Proposed Future State Working Example

OKT Integrated Team

Service

Performance Measures

How much did we do?

How well did we do it

Is Whanau better off?

Indicators

Outcome

Proportion of people who
have had Annual
Diabetes Review

Proportion of people
HbAlc levels is < 64
mmol/mol

Risk & Protective

Factors
. Nutrition
- Exercise

No. of people enrolled in
Self management
programmes

q

% of referrals followed
up and monitored
% of programmes
completed
% of Diabeics engaged
in programme

q

% of people have
increased knowledge
(attitude and behaviour)

q

Proportion of households
eat affordable foods with
high nutritional value

No. of people
referred for Health
lifestyle programme

q

% of referrals followed
up and monitored
% of referrals actively
participate in programme

q

% of people have started
or increased exercise (
attitude and behaviour)

q

The proportion of
people who meet
physical activity
guidelines , as measured
by the New Zealand
Health Survey

Whanau Support

q

No. of whanau
supported to understand
the condition of Diabetes

q

% of whanau have
developed whanau
support strategies

q

% of whanau have
increased knowledge of
Diabetes and will help
implement self
management plan
(knowledge)

q

Proportion of people who
are engaged in a support:
network

. literacy
. Transport
Income

Financial Stress

q

# of people assessed for
financial stress

q

% of people followed up
and monitored

q

% of people who have
control of their finances
and can afford
prescriptions
(circumstances)

q

Proportion of people who
can adequately meet
expenses without stress

Note —
update for
proposed
programme
design




NHC patients HbAlc > 74mmol/i in the last 12 months
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NHC pre-diabetic patients (HbAlc 41-49 in the last 3 years) who have not had
HbAlc lab test in 12months

Riverhead
Forest
Woodhill o
Forest (e)
(o}
0 6%
® Rlvegead ; 3 R Motutapu
Waimauku (o) 6 oD Island
Kumeu o @EgF Yo 2l
% \ Rangitoto
- I @ - 0 TAKARUNA Island Scenic
»/4,_153600, E bo) o ’ (o) Reserve
o\~ “go oo © O 8
o Tau(p)aki M\ csB) Oo
o & D: (o]
Muriwai o
© mmgc;:b L
(o}
o o MA
o BEA( 'Qﬂ NDS
Bethells Beach
(o] © % 0 ©
(@)
Anawhata
Auckland .
Centennial Mg;?;:g"?
P"% park Regli;)naé oo
P
o arklan CP
(o]
Karekare CP
% 208
o

Manukau
Heads @0(9
O\
Panp® @
Awhitu \ 3
\o
(] Karaka



Nursing workforce to disrupt primary care

* GP hegemony
* Captitation
* PHOs or IPAs in sheep’s clothing
e Culture

* Reimagining the workforce
* Digital and exponential disruption

* Treaty claim



The Health Strategy

*All New Zealanders live well, stay well, get well, in a system that is
people-powered, provides services closer to home, is designed for
value and high performance, and works as one team in a smart
system.

*The New Zealand Health Strategy was created through a process of
listening to the health and disability system, and is focused on
improvements to the system.



Questions - summary

. How might planning and development of the nursing workforce help address
expenditure, cost and volume pressures?

. How might the nursing workforce contribute to improved equity of access and
outcomes?

. What are the implications for the nursing workforce of changing disease patterns?

4. How might changes to nursing help overcome barriers to effective universal

services?

. What changes are required outside the nursing fraternity to enable different ways
of working?

. What nursing competencies and associated workforce development will be
required to implement these approaches to universal services?

. How can future initiatives in nursing contribute to system change across the five
themes of the New Zealand Health Strategy?

. As the five themes are progressed, how will nursing location, education and
practice look different in 20267?



Wai2575
Health Services and Outcomes Kaupapa Inquiry

BEFORE THE WAITANGI TRIBUNAL WAI 2575
IN THE MATTER OF The Treaty of Waitangi Act 1975
AND
IN THE MATTER OF The Health Services and Outcomes
Kaupapa Inquiry

CROWN MEMORANDUM FILING LIST OF MINISTRY OF HEALTH
REPORTS, BIBLIOGRAPHY AND EVIDENCE PROVIDING AN
OVERVIEW OF THE HEALTH SECTOR

3 July 2017




Wai 2499

e Submitted on behalf of Te Ohu Rata o Aotearoa (Maori doctors
association)

* Asserting that persistent disparities in Maori health are a breach of
the Treaty

* Seeking further briefs of evidence from wider Maori health
professionals
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Indigenous Data Sovereignty
For Maori, by Maori.
Intergrated data systems for health provision

Dr David Jansen
Ngati Raukawa

Clinical Director, National Hauora Coalition
Chairperson, Te Ohu Rata o Aotearoa (Maori Medical Practitioners)



Maori Data Sovereignty

* Treaty right

* Health right

* Indigenous right

Na te kune te pupuke
Na te pupuke te hihiri
Na te hihiri te mahara
Na te mahara te hinengaro
Na te hinengaro te manako
Ka hua te wananga.



DSov

e Data visibility

e Data accessibility
e Data sharing

* Data governance
* Data sovereignty



